+ BlueCross BlueShield Blue Medicare Rx (pDp)
* & of NorthCarolina

Medicare
P.O. Box 25190 | Durham, NC | 27702 o eareRe

2026 Plan Change Form for Medicare Prescription Drug Plan

All fields on this form are required (unless marked optional).

Individuals experiencing homelessness:

« [f you want to join a plan but have no permanent residence, a Post Office Box, an address of a
shelter or clinic, or the address where you receive mail (e.g., Social Security checks) may be
considered your permanent residence address.

Name of Plan You are Enrolling in

SECTION A Personal Information (exactly as it appears on your Medicare card)

First Name Middle Initial Last Name Suffix
Blue Cross NC Member Number Medicare Number
Primary Phone Number Alternate Phone Number (Optional)

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

City State Zip Code County

Email Address (Optional)

Mailing Address (if different from your permanent address. P.O. Box allowed.)

City State Zip Code
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SECTION B Communication Preferences

Please contact Blue Cross and Blue Shield of North Carolina (Blue Cross NC) if you need information in
an alternative language, such as Spanish at 1-800-661-5518 (TTY: 711). Our office hours are 7 days

a week, 8 a.m. to 8 p.m.

Select one if you want us to send you information in an accessible format.

[ ] Braille [ ] Audio CD

[] Large print [ ] Data CD (Flash drive)

[ want to get Plan Materials via email. | have provided my email address above.

[ lYes [ ]No

By sharing your phone number, you agree to calls or text from Blue Cross NC or its partners. Blue Cross
NC and its partners will not utilize your number for commercial or marketing purposes. Calls could
include prerecorded or robot voiced calls.

Once you become a member, please visit BlueConnectNC.com to create your Blue Connect member
portal account. With Blue Connect, you can sign-up to receive health plan notices, account updates, and
more via email and text.

To stop receiving text messages, reply STOP to the message you receive on your mobile phone or opt out
in Blue Connect.

SECTION C Please check which plan you want to enroll in

[ am currently a } Note:
member of the Blue [ ] Standard (§5540-002) ..., $103.40 per month These are
Medicare Rx (PDP) [ ] Enhanced (S5540-004) ................ $ 113.20 per month 2025 rates
I'would like to [ Standard (S5540-002) oo $ 83.90 per month Note:
change to the Blue These are
Medicare Rx (PDP) [ ] Enhanced (S5540-004) ............... $163.20 per month 2026 rates

[ understand that this plan has different prescription benefits and a different monthly premium.

SECTION D Your Plan Premium

You can pay your monthly plan premium, including any late enrollment penalty that you currently have
or may owe by mail each month. You can also choose to pay your premium by automatic deduction
from your Social Security or Railroad Retirement Board (RRB) benefit check each month.

If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be notified by the
Social Security Administration. You will be responsible for paying this extra amount in addition to
your plan premium. You will either have the amount withheld from your Social Security or Railroad
Retirement Board benefit check or be billed directly by Medicare. Do NOT pay Blue Cross NC the Part
D-IRMAA extra amount.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If
eligible, Medicare could help pay for your drug costs including monthly prescription drug premiums,
annual deductibles, and co-insurance. Additionally, those who qualify won’t have a late enrollment
penalty. Many people qualify for these savings and don’t even know it. For more information about
this Extra Help, contact your local Social Security office 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.ssa.gov/medicare/
part-d-extra-help. If Medicare pays only a portion of this premium, we will bill you for the amount that

Medicare doesn’t cover. If you don’t select a payment option, you will get a bill each month. 5 of 7
o
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If you have Medicare Part B, you must continue to pay your Medicare Part B premium if not otherwise
paid for under Medicaid or by another third party. If Medicare pays only a portion of this premium, we
will bill you for the amount that Medicare doesn’t cover. If you don’t select a payment option, you will
get a bill each month.

Please select a premium payment option:

[| Keep current payment method.

[ ] Get a bill each month.

[ | Automatic deduction from your monthly Social Security benefit check.

[ ] Automatic deduction from your monthly Railroad Retirement Board (RRB) benefit check.

Please note: The Social Security/RRB deduction may take two or more months to begin after Social
Security or RRB approves the deduction. In most cases, if Social Security or RRB accepts your request
for automatic deduction, the first deduction from your Social Security or RRB benefit check will include
all premiums due from your enrollment effective date up to the point withholding begins. If Social
Security or RRB does not approve your request for automatic deduction, we will send you a paper bill
for your monthly premiums.

SECTION E Please Read and Sign Below

1. Tunderstand that if [ am getting assistance from a sales agent, broker or other individual employed
by or contracted with Blue Cross NC, he/she may be paid based on my enrollment in Blue Cross

NC.
Individuals must have Part A or Part B (or both) to enroll.

I understand that when my coverage begins, I must get all of my prescription drug benefits (if
applicable) from Blue Medicare Rx (PDP). Benefits and services provided by Blue Cross NC
and contained in my “Evidence of Coverage” document (also known as a member contract or

subscriber agreement) will be covered. Neither Medicare nor Blue Cross NC will pay for benefits
or services that are not covered.

SECTION F Release of Information

By joining this Medicare Prescription Plan, I acknowledge that Blue Cross NC will release my information
to Medicare and other plans as necessary for treatment, payment and health care operations. I also
acknowledge that Blue Cross NC 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.
[ understand that if [ intentionally provide false information on this form, I will be disenrolled from the
plan.

SECTION G Applicant Agreement

I understand that my signature (or the signature of the person authorized to act on behalf of the
individual under the laws of the state where the individual resides) on this application means that I
have read and understand the contents of this application. If signed by an authorized individual, this
signature certifies that: (1) this person is authorized under State law to complete this enrollment and
(2) documentation of this authority is available upon request from Medicare.

X
Your Signature Today’s Date (Month, Day, Year)
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If you are the authorized representative, you must sign above and provide the following information:

Name

Address

City State Zip Code
Phone Number Relationship to Enrollee

SECTION H For individuals helping enrollee with completing this form only

Complete this section if you're an individual (i.e. agents, brokers, SHIP counselors, family members, or
other third parties) helping an enrollee fill out this form.

First Name Last Name

Relationship to enrollee:

[ ] Agent [ ] Broker [ ] SHIP counselor [ ] Authorized Representative

[ ] Other [ ] Self

X

Signature National Producer Number (Agents/Brokers only)

Licensed Agent Use Only

Agents must submit a signed enrollment form within 24 hours of receipt.

X

Agent’s Signature Print Agent’s Name

Date Application Received (Month, Day, Year) NPN Number (Required)
Phone Number Agent Number
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Blue Cross and Blue Shield of North Carolina is a PDP plan with a Medicare contract. Enrollment in Blue Cross and Blue Shield of
North Carolina depends on contract renewal.

Blue Cross and Blue Shield of North Carolina (Blue Cross NC) provides free aids to service people with disabilities as well as free
language services for people whose primary language is not English. Please contact the Customer Service number on the back of
your ID card for assistance.

Blue Cross and Blue Shield of North Carolina (Blue Cross NC) proporciona asistencia gratuita a las personas con discapacidades,
asi como servicios lingiisticos gratuitos para las personas cuyo idioma principal no es el inglés. Comuniquese con el nimero para

servicio al cliente que aparece en el reverso de su tarjeta del seguro para obtener ayuda.

Blue Cross and Blue Shield of North Carolina is an independent licensee of the Blue Cross and Blue Shield Association.
®, SM Marks of the Blue Cross and Blue Shield Association.
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Blue Medicare PDP™

Notice of Availability of Language Assistance * BlueCross BlueShield
Services and Auxiliary Aids and Services = of North Carolina

English
ATTENTION: If you speak any of the following languages, free language assistance services are available to you.

Appropriate auxiliary aids and services to provide information in accessible formats are also available free of
charge. Call 1-888-247-4142 (TTY: 711), or speak to your provider.

Spanish / Espaiiol

ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. También estan
disponibles de forma gratuita ayudas y servicios auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-888-247-4142 (TTY: 711) o hable con su proveedor.

Chinese / X
TE: MREIRHX, HINEREANBIRMESHEIRS ﬁﬂ‘]i_%%h-e{ ELAEEBI T MRS, Uk
FERSHEIEH{E 2. FH 1-888-247-4142 (TTY: 711) B ﬁhﬂ’]ﬂﬁ%?ﬂ

Vietnamese / Viét

LUU Y: Néu quy vi ndi tiéng Viét, cdc dich vu hé trg ngdn ngit dugc cap mién phi. Cdc hd trg dich vu phi hgp dé
cung cdp thong tin theo dinh dang dé tiép cin cling dugc cung cdp mién phi. Vui long goi theo s6 1-888-247-4142
(Nguoi khuyét tat: 711) hoac trao d6i véi nha cung cap dich vu caa quy vi.

Korean/ &t=04

U2 SIFOE AIEotA = 4 FE 0 X MH|AE 0|35t = JAFHCL 0|2 7tstt HAle=z
MHEE MIste MEst Hx 7|7 Y MU AT 222 HIELC} 1-888-247-4142 (TTY: 711) H2
HMEpst AL A1HIA HI*O* floll Z2|stMAIL.

French / Francais

ATTENTION: Si vous parlez francais, vous pouvez bénéficier de services d’assistance gratuits. Vous avez
également a votre disposition des outils et services supplémentaires vous permettant de fournir des informations
dans un format accessible, sans frais. Appelez le 1-888-247-4142 (TTY: 711) ou parlez a votre fournisseur.

Arabic / 4l

A yal) Aall) Gaats € 1Y) 4t a8l Apnlie dudlia) Ciladd g Bac b 8 65 LS Ailas 4 sal Bac b lead el j3 635 ¢
A0 e Juai¥) (a5t Ulae L) J a5l ¢Sy clipuatly il sladl)

1-888-247-4142 (TTY: 711) b alall dasdll 35 3 an Cuaai .

Hmong / Lus Hmoob

LUG CEEV TSHWJ XEEB: yog has tas koj has lug Hmoob muaj cov kev paab cuam txhais lug pub dlawb rua koj.
Cov kev paab hab cov kev paab cuam ntxiv kws tsim nyog txhawm rua muab lug gha paub ua cov hom ntaub
ntawv kws tuaj yeem nkaag cuag tau rua los kuj yeej tseem muaj paab dlawb tsis xaam tug nqe dlaab tsi tuab
yaam nkaus. Hu rua 1-888-247-4142 (TTY: 711) los yog thaam nrug koj tug kws muab kev saib xyuas khu mob.

Russian / PYCCKV

BHVIMAHME: Eciu Bel roBopuTe Ha pyccKoM, TO BaM JOCTYIHBI 6eCIIaTHbIE YCTYTH AI3BIKOBON MO PIKKIA.
CooTBeTCTByIOIIME MHCTPYMEHTHI 11 MH(GOPMAI[MOHHbIE CePBIICHI TAKXKe MPefoCTaBIATCA 6ecrmaTHo. [lo3BoHMTeE
10 renedony 1-888-247-4142 (TTY: 711) unu o6paTnTech K CBOEMY IIOCTABIINKY YCIYT.

Y0079_13301_C PA 12272024
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Blue Medicare PDP™

Notice of Availability of Language Assistance BlueCross BlueShield
Services and Auxiliary Aids and Services A of North Carolina

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit
din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-
access na format. Tumawag sa 1-888-247-4142 (TTY: 711) o makipag-usap sa iyong provider.

Gujarati / 2s%31dl

41l UL 61L dH 2UonRUAL GUAAL SIA dl, Had FUNISIA UL AL AHIZL HIZ BUA0H, €9, 4194 Ail5AaL] Uit 2id
visAlRo1a stz Hiledl uzl wigal szl Azl wo [l 1el Guaot €. 1-888-247-4142 (TTY: 711) U 514 53 2444
AHIZL UELAL 412 Al 53,

Mon Khmer, Cambodian / mﬁmm

ANNEGOAMS LU&JSiiﬁﬁﬁSmwmﬁﬂi%i iﬁmmﬂ"ﬁgtijmﬁj‘lﬁﬁﬁﬁilﬁﬁmggmﬁgﬁjﬁﬂmﬁﬂ &’SUJ Sﬁi@ﬁﬁmiﬁj
ﬁeﬁﬁ‘lﬂ?a’ﬂ)‘ﬂﬁ%‘l@ﬁ‘lﬁ?l}%‘ﬁium@@ﬂﬁﬁmmE\T(TISﬁ%‘l%lﬁﬂjﬁ%iﬁﬁjﬁﬁﬁﬁi@ﬁﬁiuﬂ f\J‘B‘?If\Jﬂ?ﬁiﬂ)’%
1-888-247-4142 (TTY: 711) Stiﬂtﬁiﬂﬁ‘l%ﬁﬁ&’ﬂﬁﬁmmﬁﬁﬁ"l

German / Deutsch

WICHTIGER HINWEIS: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur
Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie 1-888-247-4142 (TTY: 711) oan oder sprechen Sie
mit Ihrem Provider.

Hindi / BT

&I & AT AT Gl Jad 8, aT 3deh T 7:9[ee AT AgAar 9aTu 3Uedl 2l 8| T TTEdl § STl T&T
T o oTT ST T GTe ST JATU AT (7:900% ITAH 3| 1-888-247-4142 (TTY: 711) T FHlA < AT AT
TETAT | J7d e

Laotian / 890
(81290: INIVCDIWITI 299, 2L TORNIVE0LNIVWIFICVVICFONNNIV. TcE950 war NIVIRNIVCVVATOOIE
cow9EuciioldizynlugueVudinanInccin. 2macd 1-888-247-4142 (TTY: 711) & Buiiucilsiddnavaehov.

Japanese / H AGE

BHDE . HARGEA B L DA, BEIOSETIRY - c 22 MBI RT T, 77 e 2 agleZA
TIHFRATAET 2 7o O eI fe - K — b o9 — & R L MRc S FH 22T E 3, 1-888-247-4142
(TTY: 71) ICREEG\ 72 by 7 e 2 —IRHWAE bR &,

®, SM are marks of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield plans. All other
marks and names are property of their respective owners. Blue Cross and Blue Shield of North Carolina is an independent licensee of the
Blue Cross and Blue Shield Association. U46532ch, 2/25 7 of 7
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