PREMERA |

Group Medicare Supplement
Plan G Washington Health
Care Authority

Dear Washington State Resident:

Thank you for your interest in Medicare Supplement Plan G.

Please find e Outline of Medicare Supplement Coverage

enclosed

e Group Medicare Supplement Enrollment Application/Eligibility
Attachment (see State Residents)

e Automatic Funds Transfer Agreement (authorization for
automatic paymentprogram)

e Notice to Applicant regarding replacement of Medicare
Supplement Coverage

e Release of information authorization form (only necessary of you
would like to authorize another person to have access to your
information)

What's next? Submit your completed application/eligibility attachment and any
other information via

e Faxto:425-918-5278
e Mail to:

PO Box 327, MS 295
Seattle, WA 98111

If you have any questions or need help with enrollment, please call us at 888-208-6264.
Our toll-free TDD number for the hearing impaired is 800-842-5357.

Sincerely,

Premera Blue Cross

Premera Blue Cross is an independent licensee of the Blue Cross Blue Shield Association

052932 (12-22-2020)
P202088 (12-23-2020)



Notice to Applicant PREMERA |

Regarding Replacement of PO Box 327, MS 295

: Seattle, WA 98111
Medicare Supplement or eatte
Medicare Advantage Coverage
APPLICANT LAST NAME FIRST NAME SUBSCRIBER ID NUMBER

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE!

According to information you have furnished, you intend to terminate existing Medicare supplement or
Medicare Advantage insurance and replace it with a contract to be issued by Premera Blue Cross. Your
new contract will provide (30) days within which you may decide, without cost, whether you desire to keep
the contract.

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

STATEMENT TO THE APPLICANT

We have reviewed your currrent medical or health insurance coverage. To the best of our knowledge,
this Medicare supplement contract will not duplicate your existing Medicare supplement or, if applicable,
Medicare Advantage coverage because you intend to terminate your existing Medicare supplement
coverage or leave your Medicare Advantage plan.

The replacement contract is being purchased for the following reason(s) (please check one):
[] Additional benefits

No change in benefits, but lower premiums
Fewer benefits and lower premiums

My plan has outpatient prescription drug coverage and | am enrolling in Part D

Oo0od

Disenrollment from a Medicare Advantage plan.
Please explain reason for disenrollment:

(1 Other (please specify):

State law provides that your replacement contract or certificate may not contain new pre-existing
conditions, waiting periods, elimination periods or probationary periods in the new contract to the extent
such time was spent (depleted) under original policy.

AFTER THE APPLICATION HAS BEEN COMPLETED AND BEFORE YOU SIGN IT, REVIEW IT
CAREFULLY TO BE CERTAIN THAT ALL INFORMATION HAS BEEN PROPERLY RECORDED.

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

APPLICANT'S SIGNATURE DATE

Send original to Premera Blue Cross, PO Box 327, MS 295 Seattle, WA 98111

021683 (12-22-2020) An Independent Licensee of the Blue Cross Blue Shield Association



Outline of Medicare Supplement Coverage
Washington State Health Care Authority

See Outlines of Coverage sections for detail about all plans. This chart shows the benefits

PREMERA |

included in each of the standard Medicare supplement plans. Every company must make Plan A

available.

Basic Benefits included in all plans:
e Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare

benefits end.

e Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses) or
copayments for hospital outpatient services. Plans K, L, and N require subscribers to pay a
portion of Part B coinsurance or co-payments.

e Blood: First three pints of blood each year.

e Hospice: Part A coinsurance

Plan A Plan B Plan C Plan D

T
Plan F*

Plan G

Plan K

Plan L

Plan M

Plan N

Basic benefits,

Basic benefits,

Basic benefits,

Basic benefits,

Basic benefits,

Basic benefits,

Hospitalization
& preventive

Hospitalization
& preventive

Basic benefits,

Basic including
100% Part B
coinsurance,
except up to

including including including including including including care paidat | care paid at including 70 "
100% Part 8 | 100% Part 8 | 100% PartB | 100% PartB | 100% PartB | 100% PartB | 100%:other | 100%:other | 100% PartB | “;FEV“?E.?
Coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | coinsurance | basic benefits | basic benefits | coinsurance urdu ||:tE\§;|;|n.
paid at 50% | paid at 75% Ifﬂ”p;;i;m Py
ER
Skilled Skilled Skilled Skilled 50% Skilled | 75% Skilled Skilled Skilled

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Nursing Facility
Coinsurance

Part A Part A Part A Part A Fart A al%Part A | 75%PartA | 50% Part A Part A
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Excess | Part B Excess
(100%) (100%)
Foreign Travel | Foreign Travel | Foreign Travel | Foreign Travel Foreign Travel | Foreign Travel
Emergency | Emergency | Emergency | Emergency Emergency Emergency
Out of pocket | Out of pocket
limit $6.220 | limit $3.110
paid at 100% | paid at 100%
after limit after limit
reached reached

*Plan F also has an option called High Deductible Plan F. This high deductible plan pays the same benefits as plan F after
one has paid a calendar year $2,370 deductible. Benefits from High Deductible Plan F will not begin until the out-of-pocket
expenses exceed $2,370. Out-of-pocket expenses for this deductible are expenses that would ordinarily be paid by the
contract. These expenses include the Medicare deductibles for Part A and Part B, but do not include the plan’s separate
foreign travel emergency deductible.

021605 (06-2010)
An Independent Licensee of the Blue Cross Blue Shield Association

021777 (11-2020)




Washington State Health Care Authority
SUBSCRIPTION CHARGES AND PAYMENT INFORMATION
(Rates effective January 1, 2021)

Eligible By Reason Of Age Subscription Charges - Per Month

PEBB Retiree PEBB Retiree & Spouse | State Resident State Resident & Spouse
Plan G  $99.92 Plan G $194.27 PlanG  $188.70 Plan G  $377.40

Eligible By Reason Of Disability Subscription Charges - Per Month

PEBB Retiree PEBB Retiree & Spouse | State Resident State Resident & Spouse
Plan G  $165.96 PlanG  $326.36 PlanG  $320.79 PlanG  $641.58

Please Note: The subscription charge amount charged is the same for all plan subscribers with
certificates like yours. However, the actual amount a plan subscriber pays can vary depending on if
and how much the group contributes toward a particular class of subscribers’ subscription charges.

SUBSCRIPTION CHARGE INFORMATION

We (Premera) can only raise your subscription charges if we raise the subscription charges for all
certificates like yours in this state.

DISCLOSURES
Use this outline to compare benefits and subscription charges among plans.

READ YOUR CERTIFICATE VERY CAREFULLY

This is only an outline describing your certificate's most important features. The Group policy is the
insurance contract. You must read the certificate itself to understand all of the rights and duties of both
you and your Medicare supplement carrier.

RIGHT TO RETURN CERTIFICATE

If you find that you are not satisfied with your certificate, you may return it to 7001 220th St. S.W.,
Mountlake Terrace, Washington 98043-2124. If you send the certificate back to us within 30 days after
you receive it, we will treat the certificate as if it had never been issued and all of your payments will
be returned.

CERTIFICATE REPLACEMENT

If you are replacing another health insurance certificate, do NOT cancel it until you have actually
received your new certificate and are sure you want to keep it.

NOTICE
This certificate may not fully cover all of your medical costs. Neither Premera nor its producers are

connected with Medicare. This outline of coverage does not give all the details of Medicare coverage.
Contact your local Social Security office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

Be sure to answer truthfully and completely all questions. Review the application carefully before you
sign it. Be certain that all information has been properly recorded.



PLAN G:

(o)

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of
the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE

PLAN G PAYS

YOU PAY

HOSPITALIZATION*

Semi-private room and board, general nursing and miscellaneous services and supplies

PAYS

First 60 days All but $1,484 (Part fgigﬁctible) $0
61st through 90th day All but $371 a day $371 a day $0
(gvxllﬁltléj ?};i?}gdB%ﬂIﬁgtime reserve days) All but $742 a day $742 2 day $0
Once I?f_etime reserve days are used: $0 100% of Medicare §O**
e Additional 365 days eligible expenses

e Beyond the additional 365 days $0 $0 All costs

SKILLED NURSING FACILITY CARE*

You must meet Medicare's requirements, including having been in a hospital for at least 3 days and
entered a Medicare-approved facility within 30 days after leaving the hospital

All approved

outpatient drugs
and inpatient
respite care

First 20 days amounts $0 $0
21st through 100th day All but $185.50 Up to $185.50 $0
a day a day

101st day and after $0 $0 All costs
BLOOD

First 3 pints $0 3 pints $0

Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare's All but very limited

requirements, including a doctor's copayment / Medicare

certification of terminal iliness. coinsurance for

copayment / $0

coinsurance

***NOTICE: When your Medicare Part A hospital benefits are exhausted, the carrier stands in the place of Medicare and will
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the plan’s Basic Benefits.
During this time, the hospital is prohibited from billing you for the balance based on any difference between its billed charges

and the amount Medicare would have paid.

GOCW-G



PLAN G (continued):
G MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

ce you have been billed $203 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

MEDICARE

SERVICES PAYS PLAN G PAYS YOU PAY
MEDICAL EXPENSES
In or out of the Hospital and Outpatient Hospital Treatment, such as physician's services, inpatient
and outpatient medical and surgical services and supplies, physical and speech therapy, diagnostic
tests, durable medical equipment.
. . $203
er:]S(; iztgf of Medicare approved $0 $0 (Part B
Deductible)
Remainder of Medicare approved Generally 80% Generally 20% $0
amounts
Part B Excess Charges 0
(above Medicare approved amounts) $0 100% $0
BLOOD
First 3 pints $0 All costs $0
. $203
glr(:]);tu?ﬁgf of Medicare approved $0 $0 (Part B
Deductible)
Remainder of Medicare approved 80% 20% $0
amounts
CLINICAL LABORATORY SERVICES
Tests for diagnostic services 100% $0 $0
MEDICARE (PARTS A & B)
HOME HEALTH CARE - Medicare approved services
Medically Necessary Skilled Care 0
Services and Medical Supplies 100% $0 $0
Durable Medical Equipment
First $203 of Medicare approved $0 $0 $203
amounts* (Part B Deductible)
Remainder of Medicare approved 80% 20% $0
amounts
OTHER BENEFITS - NOT COVERED BY MEDICARE
FOREIGN TRAVEL - Not covered by Medicare
Medically necessary emergency care services beginning during the first 60 days of each trip outside
the USA
First $250 each calendar year $0 $0 $250
80% to a lifetime | 20% and amounts
Remainder of charges $0 maximum benefit | over the $50,000
of $50,000 lifetime maximum

GOCW-G



PREMERA| P.O. Box 327, MS 295 GI‘OUp Medicare Supplement

Seattle, WA 98111-9220

BLUE CROSS

You can become a Washington State Health Care Authority
Medicare Supplement member if you:

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.

Enrollment Application

Washington State Health Care Authority

For Office Use Only
Group Number:

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+
| have Medicare due to: [_] Kidney Dialysis or Kidney Transplant

[ ] Under Age 65

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

Birthdate Month | Day Year Gender

[ ]Male [ ]Female

Dependent

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

Relationship to Applicant:

[ ] Under Age 65

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
Birthdate Month | Day Year Gender

[ ]Male [ ]Female

021586 (01-2020)

An Independent Licensee of the Blue Cross Blue Shield Association 1

052714 (06-16-2020)



@ What Plan Do You Want?

Which Medicare supplement plan do you want to enroll in? X Plan G
Did you receive a copy of the Premera Blue Cross “Outline of Coverage”? [lYes []No
Did you receive a copy of Medicare’s “Choosing A Medigap Policy” guide? [lYes []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? [lYes [INo

b. Did you enroll in Medicare Part B in the last 6 months? [JYes [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., ¢. 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 DNo

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

2




Supplement plan? (You can't keep both.) [lyes [INo
C. Was this your first time in this type of Medicare plan? [lyes [INo

d. pid you drop a Medicare Supplement policy to enroll in the Medicare plan? [Ives [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, Mor N) [Ives [No
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.) [lyes [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). [Iyes [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 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? [lyes [INo

c. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B Premium? [Ives [No



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?

[ Jyes [ ]No
[ Jyes [ ]No

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

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.

|
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., 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 PPO)? [lYyes [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.) [lyes [INo
C. Was this your first time in this type of Medicare plan? [ Iyes [INo
d. Did you drop a Medicare Supplement policy to enroll in the Medicare plan? [lyes [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, M or N) [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.) [Jvyes [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). [lyes [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 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. [Ives [INo
b. If Yes, will Medicaid pay your premiums for this Medicare Supplement plan? [lyes [INo

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

Proceed to section D



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.



Group Medicare Supplement
Eligibility Attachment

Washington State Health Care Authority
Public Employees Benefits Board (PEBB) Program

Who Is Eligible For Coverage?

Public Employees Benefit Board (PEBB) Program Retirees, Survivors, or PEBB Continuation Coverage
(COBRA) Subscribers

To be eligible, you must be an eligible retiree, survivor, or PEBB continuation coverage (COBRA) subscriber
and enroll during one of the periods listed below:

*

Upon initial enroliment in PEBB insurance coverage.
Within six months of initial enrollment in Medicare Part B.

If you deferred PEBB retiree health plan coverage, you may enroll during any PEBB Program annual
open enrollment or no later than 60 days after the date other qualified coverage ends.

Existing PEBB subscribers may change their coverage by applying for another plan during a PEBB
Program annual open enrollment or a special open enroliment period, established by the PEBB
Program.

During other enroliment periods, if any, established by the PEBB Program.

Dependents of PEBB Program Retirees or PEBB Continuation Coverage (COBRA) Subscribers

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

At the same time as the PEBB retiree or PEBB Continuation Coverage (COBRA) subscriber.
Within six months of initial enrollment in Medicare Part B.

During a PEBB Program annual open enroliment or a special open enrollment period established by the
PEBB Program.

HCA Eligibility Attachment



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

below:

No earlier than 30 days before you become eligible for Part A and Part B of Medicare.

Within six months of initial enrollment in Medicare Part B provided that you are replacing a health plan
with no lapse in coverage of more than 63 days.

Within six months of attaining age 65 or older and is enrolled in Medicare Part B.

Within 63 days of establishing Washington State residency. Residency date:

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.

When replacing coverage or enrolling during a guaranteed issue period, as allowed by law. Your
answers in section C of the application will determine if you qualify.



Customer Agreement

Automatic Funds Transfer PREMERA|

P.O. Box 91120, MS 295

Authorization Monthly Seattle, WA 98111-9220
Payment Program

SUBSCRIBER OR APPLICANT NAME (PLEASE PRINT) SUBSCRIBER ID #
HOME ADDRESS (Not P.O. box): STREET SOCIAL SECURITY #
aTy STATE ZIP COUNTY

MAILING ADDRESS (If different than home address): STREET

aTy STATE ZIP COUNTY
TELEPHONE NUMBER — HOME TELEPHONE NUMBER — WORK

AUTOMATIC FUNDS TRANSFER AUTHORIZATION

I have selected the monthly AFT payment option and | hereby authorize Premera Blue Cross to initiate funds transfer from the
bank or depository financial institution account indicated below. | authorize my financial institution to honor these transfers.

Financial Institution or Bank Name

Account Holder’s Name (print)

City, State, ZIP Account Number

Bank Routing Number* Q Checking 0 Savings

*9-digit number at bottom of check (for checking account) or deposit slip (for savings account)

Additional Terms and Conditions

» Funds are to be transferred on the 5" day of each month, or as soon thereafter as practical, to pay for that
month’s coverage (for example: The December 5" deduction pays for coverage in December).

» If the automatic withdrawal date falls on a weekend or holiday, your deduction will be taken on the next
business day.

> | understand that this Automatic Funds Transfer Authorization (AFT) will remain in effect until Premera Blue
Cross has received notice from me that it should be cancelled. To ensure prompt cancellation of my AFT,
this notice must be submitted at least 20 days prior to my next scheduled transfer. | have the right to stop
payment of a specific transfer from my depository financial institution at least 3 days before the next scheduled
withdrawal date.

> It may take as long as 45 days to set up an AFT. You may receive an invoice to cover the initial months.

Please enclose voided check (for checking account) or a deposit slip (for savings account)
from the account TO BE DEDUCTED.

Account Holder's Signature: X Date (MM/DD/YYYY): / /

BEFORE MAILING, PLEASE BE SURE THAT YOU:

1. Attach a deposit slip from your savings account or voided check from your checking account.
2. Check with your bank to ensure that they will accept automatic withdrawals.

3. Keep a copy of this form for your files and return the original.

005251 (05-2006)
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PREMERA | 1 Member's Information:

First Name:
. Last Name:
Information Release Form
Follow the steps to authorize Premera Blue Cross (Premera) to | Date of Birth: / /
release your protected health information. MIM/DD/YY
D #: Suffix
) Who are you authorizing? -
First Name: Last Name: Phone:
Relationship to member: I:l Check here if this personis | Fax:
on the same plan as you.
Address: City: State: Zip Code:

. "
3 Why are you authorizing them? [Must check atleast one |
[ At my own request
[ At Premera’s request for: [ Research [ Other:
[ Other (state specific date, specific time period, event or condition):

4 Review and Sign:

Premera Blue Cross, or any of its affiliates (the “Company”), may disclose my health records, claims, billing, and
eligibility information with the Authorized Representative listed above. | understand that the healthcare information
may include my benefit, claim, diagnosis and treatment records including information about the following sensitive
healthcare diagnosis that | have checked in the boxes below. e

<7 Must ™,

What types of information should we share with the person in Section 2? Check all that apply: ¢ checkat %

. i leastone

|:| General Health Information |:| Genetic Information
[ ] Alcohol and/or Chemical Dependency [ ] Reproductive Health (including abortion)

|:| Sexually Transmitted Diseases (HIV/AIDS) |:| Gender affirming care, gender dysphoria,
domestic violence, and behavioral health

Can they see your online accounts? Access will not be granted unless you check “yes” below.
Premera.com Online Account Profile: Authorized individual must be an enrolled parent, spouse, or domestic partner on the plan.

[ Yes, allow the authorized individual to view all claims, including sensitive claims, and online account profile
(benefit summary including usage, limits, spending, activity report, etc.)

Personal Funding Account with ConnectYourCare: [JYes, | authorize to have all claims, including sensitive claims available within
the subscriber’s Personal Funding Account.

You can change your mind and withdraw this release at any time by informing the Company in writing at the address listed
at the bottom of this form. The Company will make sure the change goes into effect within five business days after
receiving your withdrawal request and will not be liable for any information released before your change goes into effect.
The person or entity that receives the member’s information may be able to share it. State and federal privacy rules may no
longer protect it. This release is voluntary. We will not condition your enrollment in a health plan, eligibility for benefits or
payment of claims on giving this release. This release will last twenty-four months from the signature date below, or until
you cancel it. This request applies only to your current health plan.

Signature (print form to sign): Date of Signature:
X

Printed Name:

5 If not the member, OlLegal Guardian* OParent* [Holder of Power of Attorney/Legal Representative
| am the: (must attach supporting legal documentation)

*The legal guardian or parent may sign for the member only if member is age 12 or younger, or member is age 13 to 17 and
only releasing general health information in section 4.

| Mail to: Member Appeals PO Box 91102 Seattle, WA 98111 Fax: 425-918-5592 |
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Discrimination is Against the Law
Premera Blue Cross (Premera) 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, sex, gender identity, or sexual orientation. Premera provides free aids and services to people with disabilities to
communicate effectively with us, such as qualified sign language interpreters and written information in other formats (large print,
audio, accessible electronic formats, other formats). Premera provides free language services to people whose primary language is
not English, such as qualified interpreters and 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: 711, 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.sf,
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.

Language Assistance
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de a3|sten0|a lingUistica. Llame al 800-722-1471 (TTY: 711).
AR UIREERERS T WAL B IESEE S RIS - 5EEE 800-722-1471 (TTY = 711) -
CHU Y: Néu ban néi Tiéng Viét, ¢6 cac dich vu hd tro ngdn ngr mién phi danh cho ban. Goi s 800-722-1471 (TTY: 711).
T St E AIE0tAlE B2, 90 X3 AMHIAE 22 0/Z6ta &= JUSLICH 800-722-1471
TTY:T11) Ho g2 Hetol = AIL.
BHUMAHWE: Ecru Bbl roBopuTe Ha pycckoM A3bike, TO BaM AOCTYMHbI Gecnnathble ycnyru nepesoga. 3soHuTe 800-722-1471
(Tenetain: 711).
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 800-722-1471 (TTY: 711).
YBATA! AKWLO BM pO3MOBAAETE YKPAIHCbKOK MOBOO, BU MOXKETE 3BEPHYTUCA A0 HE3KOLTOBHOI CNyHKOM

MOBHOI NiATPUMKK. TenedoHyite 3a Homepom 800-722-1471 (TE!]ETaVII'I 711)
i tiess IUﬁJ‘St’ﬂHﬁSU_ﬂUJ FﬂﬁﬂiBI Imﬁm’smmﬁmm ImmaSﬁﬁmm

z‘—ﬁmrji:ﬂsanUNHﬁﬂ act] Qmm 800-722- 1471 (TTY 711)

B AREEEINGEA. BROSEXEECAAVLEFET, 800721471 (TTY711)
FT. BEEICTITEKLSTZELY,

TAFOF; 001596 £IR ATICE WP PHCHP AC8S RCERTE 1R ALINPT HHIEHPA: OFL T AT ETC LLD-(r
800-722-1471 (et A-+aGFo- 711).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa 800-722-1471 (TTY: 711).
(711 2S5 anall Caila a8 ) 800-722-1471 @8 Jasil aally @l i) 65 4 galll ac Lusal) cilands (8 sl SH i i€ 13 Al gale

ﬁmwsfe@ = 3A UAsht 899 J, 37 I S8 AgfesT AT 393 B Hes §usHd J1 800-722-1471
(TTY: 711) '3 T F3|

ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer 800 722- 1471 (TTY 711) 5

?Uog‘m 1 ‘)0 U MO IWITI 290, MU "2 Mg o ea mwwz, losu” ¢z de 9,

cen wo W suln v . tns 800-722-1471 (TTY: 711).
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d pou lang ki disponib gratis pou ou. Rele 800-722-1471 (TTY: 711).
ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-722-1471 (ATS : 711).
UWAGA: Jezeli mbwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwonr pod numer 800-722-1471 (TTY: 711).
ATENCAQ: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis. Ligue para 800-722-1471 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero

800-722-1471 (TTY: 711).

80 il 800-722-1471 (TTY: 711) L 280 (e a8 L (51 Il 1) sums ) Bl 23S (o I ol o K1 Aa gl
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