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Dear Member,
Please fill out the attached Medicare Certification form, sign it and return it to the address or fax number above.
Did you know that when you have Medicare as your primary coverage, your Blue Cross and Blue Shield Service Benefit Plan benefits are increased?

If you have Medicare Part A as your primary coverage, you do not have to pay the Blue Cross and Blue Shield in-hospital copayment for each admission. 
If you have Medicare Part B as your primary coverage, you do not have to pay the Blue Cross and Blue Shield deductible, coinsurance, or copayment amounts for much of your professional care (You still have to pay your regular out-of-pocket amounts for prescription drugs). In many cases, after Medicare pays its allowance, the Blue Cross and Blue Shield Service Benefit Plan will pay the remaining amount in full for covered services. These provisions apply when Medicare pays its benefits as the primary carrier.
To learn more about Medicare, you may obtain a copy of “Medicare & You,” from your nearest Social Security office. 

MEDICARE CERTIFICATION

            

	Subscriber ID #:
	R     
	


I CERTIFY THAT (check one):
 FORMCHECKBOX 
  I am (please enclose copy of card)             FORMCHECKBOX 
  I am not

	Enrolled in benefits under Medicare Hospital Insurance (Part A) 

	Effective  Date (m/d/yyyy):
	     
	Term Date (m/d/yyyy):
	     

	Medicare HIC#:
	     

	Reason for coverage?  FORMCHECKBOX 
  Age          FORMCHECKBOX 
  Disability          FORMCHECKBOX 
  End-stage Renal Disease  

	


I CERTIFY THAT (check one):

 FORMCHECKBOX 
  I am (please enclose copy of card)             FORMCHECKBOX 
  I am not
	Enrolled in benefits under Medicare Insurance (Part B) 

	Effective  Date (m/d/yyyy)::
	     
	Term Date (m/d/yyyy):
	     

	Medicare HIC#:
	     

	Reason for coverage?  FORMCHECKBOX 
  Age          FORMCHECKBOX 
  Disability          FORMCHECKBOX 
  End-stage Renal Disease  

	


	Member’s Name 
(please print):
	     

	Member’s Signature:
	
	Date (m/d/yyyy):
	     


Note: If the member is not eligible for Part A, Part B, or both, this certification must be completed and signed below by an employee of the Social Security Administration (SSA).

	I hereby certify that the member named above is not eligible for (check one):

	 FORMCHECKBOX 
   Medicare Part A                   FORMCHECKBOX 
   Medicare Part B                FORMCHECKBOX 
   Medicare Parts A and B 

	
	

	Please explain why the member is ineligible:      

	

	Name of SSA Employee (please print):
	     

	Position:
	     
	Telephone Number:
	(       )      

	Signature of SSA Employee:
	
	Date (m/d/yyyy):
	     

	
	
	
	

	
	
	
	


[image: image1.png]Notice of Nondiscrimination

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

The Blue Cross and Blue Shield Service Benefit Plan:

« Provides free aids and services to people with disabilities
to communicate effectively with us, such as:
o Qualified sign language interpreters
o 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:
o Qualified interpreters
o Information written in other languages

If you need these services, contact the Civil Rights
Coordinator of your local Blue Cross and Blue Shield
company by calling the customer service number on the
back of your member ID card.

If you believe that this Plan 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 the Civil Rights Coordinator of your local
BCBS company. You can file a grievance in person or by
mail, fax, or email. If you need help filing a grievance, your
local BCBS company’s Civil Rights Coordinator is available
to help you.

You can also file a civil rights complaint with the U.S. Office
of Personnel Management by mail or phone at:

U.S. Office of Personnel Management

Healthcare and Insurance

Federal Employee Insurance Operations

Health Insurance 1

1900 E Street NW

Washington, D.C. 20415-3610

(202) 606-0727 between 8 a.m. and 5 p.m. Eastern time

Language Assistance Services

Call the customer service number on your ID card for
assistance in your language.

Espafiol (Spanish)
Para obtener asistencia en espafiol, llame al servicio de atencién al
cliente al niumero que aparece en su tarjeta de identificacion.

R 7 (Chinese)
SEREMTIR ID ~ EAYERR SRS LIE SR Sl E) -

Tiéng Viét (Vietnamese) . 3 )
Goi s6 dich vu khéch hang trén thé ID clia quy vi dé dwgc ho trg bang

2= 0 (Korean)
BE0ZE =22 20 A2AIY ID JLE0 A= DA AHIA
HHSE 2odf FHA2.

Tagalog (Tagalog - Filipino)
Para sa tulong sa Tagalog, tumawag sa numero ng serbisyo sa customer
na nasa inyong ID card.

Pycckuit (Russian)

ObpatnTech No HoMepy TenedoHa 0BCTYXUBAHUS KIMEHTOB, YKasaHHOMY
Ha Batluel uneHTUDUKaLIMOHHOM KapToUKe, s MOMOLLM Ha PYCCKOM
sA3blKe.

4y 2l (Arabic)
ARl Bae Ll o gunall i gh Aty Lo 35 sall ¢ 3aall L s ol
Aol

Kreydl Ayisyen (French Creole)
Rele nimewo sévis kliyantel ki nan kat ID ou pou jwenn éd nan Krey?l
Ayisyen.

Frangais (French)
Pour une assistance en frangais du Canada, composez le numéro de
téléphone du service a la clientéle figurant sur votre carte d'identification.

Portugués (Portuguese)
Ligue para o numero de telefone de atendimento ao cliente exibido no seu
cartdo de identificagdo para obter ajuda em portugués.

Polski (Polish)
Aby uzyska¢ pomoc w jezyku polskim, nalezy zadzwoni¢ do dziatu obstugi
klienta pod numer podany na identyfikatorze.

BHAEE (Japanese)
BAZBTOYR—FE, IDH—FIZERBEOHRAEZI—H—
EXBEFCREFECHRHELEDELEEL,

Italiano (ltalian)
Per assistenza in italiano chiamate il numero del servizio clienti riportato
nella vostra scheda identificativa.

Deutsch (German)
Rufen Sie den Kundendienst unter der Nummer auf Ihrer ID-Karte an, um
Hilfestellung in deutscher Sprache zu erhalten.

=4 (Farsi)
G s # 4S8 e lexd o Ll b (U gl 4 Sl b o
EVRE-QUPT O JCNW RN FORTROV JU LR




Federal Employee Program


P.O. Box 33932


Seattle, WA 98133-0932


Fax: (877) 239-3390
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