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A drug plan that works with your health plan

MedicareBlueS™ Rx (PDP) is a Part D prescription drug plan with two coverage options, Standard and
Premier, that provides coverage for the drugs you may take today or may need in the future. MedicareBlue
Rx could be a good fit for you if:

* You have Medicare Part A, Part B or both
* You are enrolled or plan to enroll in a Medicare supplement insurance plan (Medigap)
* You currently take prescription drugs, or think you may in the future

Enrolling in a prescription drug plan can also help you avoid the Part D late enroliment penalty. If you
don’t enroll in a Part D plan when you first become eligible, you may have to pay a penalty if you decide
to enroll later. This penalty is added to your monthly premium and you will pay it for as long as you remain
enrolled in a Part D plan.

Convenient coverage with a Medication therapy
nationwide pharmacy network management program

+ Coverage you can rely on: MedicareBlue Rx
provides coverage for generic, brand-name, and
specialty prescription drugs

* Nationwide pharmacy network: Fill your
prescription at pharmacies across the U.S. or
have prescriptions delivered to you

+ Save with special rates: Thousands of
pharmacies in our network offer preferred
cost sharing, meaning you could save with

participating network pharmacies across such as asthma and diabetes

the U.S., including independent pharmacies, + Reach $1,623 in annual drug costs paid by you
national chains, and more and MedicareBlue Rx

If you meet certain requirements, MedicareBlue Rx

provides a medication therapy management (MTM)

program at no cost. The program helps you and

your doctor make sure your medications are

appropriate for your needs. You may be eligible for

this program if you:

» Take eight or more Part D covered maintenance
drugs

* Have three or more long-term health conditions,

Learn more about the eligibility requirements at

Financial assistance program. YourMedicareSolutions.com/MTM.

Extra Help

You may be able to get financial assistance with Enroll now
your prescription drug premiums and costs. To see Online
it you qualify for Extra Help, call ‘ Visit YourMedicareSolutions.com
*  Your State Medicaid office to complete enrollment securely online
+ Social Security Administration ‘ Phone
1-800-772-1213 (TTY: 1-800-325-0778) Call 1-866-434-2037 (TTY: 711)
8 a.m. to 7 p.m., Monday through Friday daily, 8 a.m. and 8 p.m., Central and
Automated telephone services available 24 hours Mountain times
a day, 7 days a week ‘ Licensed agent
* Medicare Discuss your options and complete the
1-800-633-4227 (TTY: 1-877-486-2048) enrollment process in person or over

the phone

24 hours a day, 7 days a week



http://YourMedicareSolutions.com/MTM
http://YourMedicareSolutions.com

Enroliment eligibility and timing

You can enroll in MedicareBlue Rx regardless of your income or health if you:

* Have Medicare Part A and/or Part B
+ Live in the service area (lowa, Minnesota, Montana, Nebraska, North Dakota, South Dakota, or

Wyoming)

* Are a U.S. citizen or lawfully present in the U.S.

Contact our Medicare Solutions specialists or your local licensed sales agent if you have questions about

enrollment eligibility.

When to enroll

Knowing when you can enroll, disenroll, and make changes to your prescription drug plan is important
so that you can avoid enrollment penalties and lapses in coverage. Review the summary of Medicare
enrollment dates below to determine when you can enroll in MedicareBlue Rx.

Time period —

When you can do it

Initial enrollment period (IEP)

Annual enrollment period
(AEP)

Medicare Advantage open
enrollment period (MA OEP)

Special enroliment period
(SEP)

Enroll in a Part D prescription
drug plan, Medicare Advantage
(MA) plan or MA plan with
prescription drug coverage

Existing Medicare beneficiaries
can enroll in or change to a
Part D prescription drug plan,
Medicare Advantage (MA) plan
or MA plan with prescription
drug coverage

Disenroll from a Medicare
Advantage (MA) plan and enroll
in another MA plan, with or
without Part D coverage, or
Original Medicare and, if needed,
a stand-alone Part D plan

Enroll in a Part D prescription
drug plan or Medicare
Advantage plan

Three months prior to, the
month of, or three months after
you turn 65. Or, after month 24
of receiving disability benefits

Each year from October 15 to
December 7 (coverage effective
January 1 of the following year)

Each year from January 1 to
March 31 (change effective the
first of the month after you
submit the request)

If you qualify for an SEP, you
can enroll after your IEP or the
AEP has ended



MedicareBlue™ Rx (PDP)
pre-enroliment checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If
you have any questions, you can call and speak to a Medicare Solutions Specialist at 1-866-434-2037
(TTY:711), 8 a.m. to 8 p.m., daily, Central and Mountain times.

Understanding the benefits

O The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important
to review plan coverage, costs, and benefits before you enroll. Visit YourMedicareSolutions.com or
call 1-866-434-2037 (TTY: 711), 8 a.m. to 8 p.m., daily, Central and Mountain times, to view a copy of
the EOC.

0 Review the pharmacy directory to make sure the pharmacy you use for any prescription medicine
is in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your
prescriptions.

[0 Review the formulary to make sure your drugs are covered.

Understanding important rules

O In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.
This premium is normally taken out of your Social Security check each month.

[0 Benefits, premiums, and/or copayments/coinsurance may change on January 1, 2026.

O Effect on Current Coverage: If you are currently enrolled in a Medicare Advantage plan, your current
Medicare Advantage healthcare coverage will end once your new Medicare Advantage coverage
starts. If you have Tricare, your coverage may be affected once your new Medicare Advantage
coverage starts. Please contact Tricare for more information. If you have a Medigap plan, once your
Medicare Advantage coverage starts, you may want to drop your Medigap policy because you will be
paying for coverage you cannot use.

MedicareBlue®™ Rx (PDP) is a prescription drug plan with a Medicare contract. Enroliment in
MedicareBlue Rx depends on contract renewal.

Coverage is available to residents of the service area and separately issued by one of the following
plans: Wellmark Blue Cross and Blue Shield of lowa*; Blue Cross and Blue Shield of Minnesota*;
Blue Cross and Blue Shield of Montana*, a division of Health Care Service Corporation, a Mutual
Legal Reserve Company; Blue Cross and Blue Shield of Nebraska*; Blue Cross Blue Shield of North
Dakota*; Wellmark Blue Cross and Blue Shield of South Dakota*; and Blue Cross Blue Shield of
Wyoming®.

*Independent licensees of the Blue Cross and Blue Shield Association.

S5743_060724_P02_C RAS1473R06 (08/24)
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INTRODUCTION

This guide is a summary of the prescription drug services offered by MedicareBlueS™ Rx (PDP). This booklet
includes an overview of our plan and pharmacy network, an easy-to-read comparison chart of plan coverage
options and contact information for customer service representatives who are available to answer your questions.

WHAT'S INCLUDED

Plan overview . . . . . . o e e
Frequently asked questions . . . . . . . . L L 2

Usingtheplan . . . . . . 3

CONTACT MEDICAREBLUE RX

@ YourMedicareSolutions.com
@ Members Non-members
1-888-832-0075 (TTY: 711) 1-866-434-2037 (TTY: 711)

Call toll-free from 8 a.m. to 8 p.m., daily, Central and Mountain times



http://YourMedicareSolutions.com

COMPARING MEDICAREBLUE RX PLANS

Your benefits will be different depending on the plan you choose: MedicareBlue Rx Standard or MedicareBlue Rx
Premier. This chart shows how much you will pay each month for your premium, the plan’s deductible and how
much you will pay for your prescriptions.

Premiums &

MedicareBlue Rx Standard

‘ MedicareBlue Rx Premier

benefits
Monthly plan $51.00 $116.90
premium

590 0
Deductible S s

Initial coverage

Preferred cost

Standard cost

Preferred cost

Standard cost

sharing sharing sharing sharing
30-day supply from a network pharmacy
Tier 1: Preferred
e $0 copay $7 copay $0 copay $15 copay
Tier 2: Generic $2 copay $11 copay $0 copay $20 copay

Tier 3: Preferred
brand

23% coinsurance

25% coinsurance

20% coinsurance

25% coinsurance

Tier 4: Non-preferred
drug

48% coinsurance

50% coinsurance

40% coinsurance

45% coinsurance

Tier 5: Specialty

25% coinsurance

25% coinsurance

33% coinsurance

33% coinsurance

90-day supply from a network pharmacy or mail order

Tier 1: Preferred
generic

$0 copay

$21 copay

$0 copay

$30 copay

Tier 2: Generic

$6 copay

$33 copay

$0 copay

$40 copay

Tier 3: Preferred
brand

23% coinsurance

25% coinsurance

20% coinsurance

25% coinsurance

Tier 4: Non-preferred
drug

48% coinsurance

50% coinsurance

40% coinsurance

45% coinsurance

Tier 5: Specialty

Not available

Not available

Not available

Not available

the plan premium.

Catastrophic coverage

The catastrophic coverage stage begins after you reach $2,000 in out-of-pocket prescription drug costs. If you reach the
catastrophic coverage phase, you won’t have to pay a copayment or coinsurance for covered drugs. Out-of-pocket costs
include the amount paid for covered drugs for the calendar year. This does not include the amount the plan has paid or




FREQUENTLY ASKED QUESTIONS

WHAT IS MEDICAREBLUE RX (PDP)?

MedicareBlue Rx is a prescription drug plan (PDP)
that works with your Medicare benefits. Not all
covered services are listed in this booklet. To see a
complete list of covered services, call MedicareBlue
Rx and ask for the Evidence of Coverage. The phone
numbers are listed on the inside front cover. You can
also visit YourMedicareSolutions.com to view the
electronic version.

CAN I JOIN?

To join, you must be entitled to Medicare Part A and/
or enrolled in Part B and live in our service area, which
includes lowa, Minnesota, Montana, Nebraska, North
Dakota, South Dakota and Wyoming.

ARE MY DRUGS COVERED?

Check the formulary, also called a drug list,
at YourMedicareSolutions.com, or call
MedicareBlue Rx and we will send you a copy.

HOW MUCH WILL | NEED TO PAY FOR
PRESCRIPTION DRUGS?

The amount you pay depends on what tier the drug

is on and what benefit stage you have reached. Your
costs for each drug tier and benefit stage are shown in
the benefit chart in this booklet.

WHICH PHARMACIES CAN | USE?

In general, use the pharmacies in the plan’s network
to fill your prescriptions. Some pharmacies offer
preferred cost sharing, and you may pay less when
you use them. You can find the list of pharmacies for
this plan at YourMedicareSolutions.com, or call and
we will send you a Pharmacy Directory.

If you must use an out-of-network pharmacy, you will
generally have to pay the full cost at the time you fill
your prescription. You can ask us to reimburse you for
our share of the cost (see Chapter 5, Section 2 of the
Evidence of Coverage).

WHERE CAN | LEARN MORE ABOUT ORIGINAL
MEDICARE?

The 2025 Medicare & You handbook explains what
Original Medicare covers and the costs you may pay.
You can view the handbook online at Medicare.gov or
call 1-800-MEDICARE (1-800-633-4227)

(TTY: 1-877-486-2048). You can call 24 hours a day,
seven days a week.

WHAT ARE THE BENEFIT STAGES?

As you spend up to certain dollar amounts on your
covered prescription drugs, you will move into different
benefit stages.

Stage 1: Meet your deductible
The amount you must pay for prescriptions before your
plan begins to pay.

Stage 2: Initial coverage

The stage before your total drug costs for the year
have reached $2,000. During this stage you will pay a
copayment or coinsurance for your prescriptions.

Stage 3: Catastrophic coverage

This stage begins after your out-of-pocket costs for the
year have reached the $2,000 limit for the calendar
year. You will stay in this payment stage until the end
of the calendar year. During this payment stage, the
plan pays the full cost for your covered Part

D drugs. You pay nothing.


http://YourMedicareSolutions.com
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USING THE PLAN

UNDERSTANDING YOUR PHARMACY NETWORK AND DRUG TIERS

Using the drug list and the Pharmacy Directory will help you get the most out of the plan’s benefits.

PRICE DRUGS

® All prescription drugs are placed on one of five
tiers, or levels.

® The drug list will tell you which tier your medication
is on.

® Whichever tier your drug is on will determine your
share of the cost.

THE DRUG TIERS

Cost-sharing tier 1: Preferred generic
This tier is the lowest tier and generally contains the
lowest cost generics.

Cost-sharing tier 2: Generic
This tier contains generics.

Cost-sharing tier 3: Preferred brand
This tier contains preferred brand drugs and
non-preferred generic drugs.

Cost-sharing tier 4: Non-preferred drug
This tier contains non-preferred brand drugs and non-
preferred generic drugs.

Cost-sharing tier 5: Specialty

This tier contains high-cost brand and some generic
drugs, which may require special handling and/or close
monitoring.

— Access the most current drug list at
' YourMedicareSolutions.com/Drugs.

NATIONWIDE PHARMACY NETWORK

With thousands of in-network pharmacies throughout
the United States, it's convenient and easy to fill your
prescriptions. Many offer preferred cost sharing,
including independent pharmacies, national chains and
more. You will usually pay less for your prescriptions
when you use a preferred pharmacy.

LOCATE A PHARMACY

® Pharmacies in the network offer either standard or
preferred cost sharing.

®  You will usually pay the least amount if you use a
pharmacy offering preferred cost sharing.

® Look for pharmacies marked with “SAVE” in the
pharmacy directory. These pharmacies offer
preferred cost sharing.

l Access the most current directory at
YourMedicareSolutions.com/Pharmacy.


htpp://YourMedicareSolutions.com/Pharmacy
http://YourMedicareSolutions.com/Drugs
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MedicareBlue®™ (PDP) Rx Medicare
Prescription Drug Plan

Individual Enroliment Form

Easy options to enroll

Enroll online at YourMedicareSolutions.com

Call 1-866-434-2037, 8 a.m. to 8 p.m., daily, Central and Mountain times
(TTY: 711)

Contact your licensed sales representative

Fill out the enrollment form and mail to:

06606

MedicareBlue Rx
PO Box 31049
Tampa, FL 33631

Questions? Review the Summary of Benefits included in your 2025 MedicareBlue Rx Enrollment
Guide. Or call our Medicare Solutions specialists at the phone number above or your licensed sales
representative.

S5743_071724_P01_C
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Who can use this form?

People with Medicare who want to join a Medicare
Prescription Drug Plan

To join a plan, you must:

» Be a United States citizen or be lawfully present
in the U.S.

» Live in the plan’s service area

Important: To join a Medicare Prescription Drug
Plan, you must also have either, or both:
* Medicare Part A (Hospital Insurance)
* Medicare Part B (Medical Insurance)

When do | use this form?

You can join a plan:

» Between October 15-December 7 each year
(for coverage starting January 1)

»  Within 3 months of first getting Medicare

* In certain situations where you’re allowed to join
or switch plans

Visit Medicare.gov to learn more about when you
can sign up for a plan.

What do | need to complete this form?

*  Your Medicare number (the number on your red,
white, and blue Medicare card)
* Your permanent address and phone number

Note: You must complete all items on pages 1-5.
The items on page 7 are optional — you can'’t be
denied coverage because you don't fill it out.

OMB No. 0938-1378
Expires: 6/30/2026

Reminders:

* If you want to join a plan during fall open
enroliment (October 15-December 7), the plan
must get your completed form by December 7.

* Your plan will send you a bill for the plan’s
premium. You can choose to sign up to have
your premium payments deducted from your
bank account or your monthly Social Security
(or Railroad Retirement Board) benefit.

What happens next?

Send your completed and signed form to:
MedicareBlue Rx

PO Box 31049

Tampa, FL 33631

Once they process your request to join, they'll
contact you.

How do | get help with this form?

Call MedicareBlue Rx Solutions specialists at
1-866-434-2037. TTY users can call 711.

Or, call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users can call
1-877-486-2048.

Individuals experiencing
homelessness

* If 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.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid
OMB control number for this information collection is 0938-1378. The time required to complete this information is estimated to average 20 minutes per response, including
the time to review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments
concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer,

Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT
Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports Clearance Office. Any
items we get that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or
forwarded to the plan. See “What happens next?” on this page to send your completed form to the plan.

o ioioooss-
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OMB No. 0938-1378
Expires: 6/30/2026

2025 MedicareBlue Rx Medicare Prescription Drug Plan
Individual Enrollment form

Please contact MedicareBlue Rx if you need information in another language or format (braille).

To enroll in MedicareBlue Rx, please provide the following information.

A. Personal information (please print clearly)

Last name: First name: Middle initial:

U Male 4 Female Birth date:

MMDDYYYY

Home phone number: Alternate phone number (optional):

( ) ( )

Email address:

Permanent residence street address (Don’t enter a P.O. Box):

City: State: ZIP code:

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

Street address:

City: State: ZIP code:

Billing address, if different from your permanent address (P.O. Box allowed):

Street address:

City: State: ZIP code:

B. Choose your plan option (for premium information, see your Summary of Benefits)

MedicareBlue Rx: U Standard (001) QO Premier (004)

C. Please provide your Medicare insurance information

Medicare number:




Enrollee name: OMB No. 0938-1378
Expires: 6/30/2026

e ioioooss-

D. Paying your plan premium

You can pay your monthly plan premium (including any late enroliment penalty that you currently have

or may owe) by mail or Electronic Funds Transfer (EFT) each month. You can also choose to pay your
premium by having it automatically taken out of your Social Security or Railroad Retirement Board (RRB)
benefit each month. If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part
D-IRMAA), you must pay this extra amount in addition to your plan premium. The amount is usually
taken out of your Social Security benefit or you may get a bill from Medicare (or the RRB). Do NOT pay
MedicareBlue Rx the Part-D IRMAA.

Electronic funds transfer (EFT) from your bank account each month

It may take up to two months to process your request. Please pay your premiums billed to you on paper
until your EFT is active. Any unpaid premiums due when EFT takes effect will be deducted at that time
to bring your account up-to-date. You will receive an acknowledgement letter once your information has
been reviewed and processed.

Please select a premium payment option:
) Receive a paper bill. Do not send a premium payment with this application.
Electronic funds transfer (EFT) from your bank account each month. Please provide the following:

Account holder name:

Financial institution:

Bank routing number:

Bank account number:

Accounttype: [ Checking 1 Saving

@ The bank routing number is nine characters

MEMO

long and appears between the Iz symbols, _? . ‘
usually at the bottom left corner of your 'ﬁDE]UD]UBE”" 00lleea® 1234 <
check. /

@ Your account number is 5 to 17 characters long and appears next to the II* symbol at the bottom of
your check, usually to the right of your bank routing number.

Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit
check. | get monthly benefits from:

Q  Social Security (1 RRB
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Enrollee name: OMB No. 0938-1378
Expires: 6/30/2026

E. Enroliment period determination

Typically, you may enroll in a Medicare Prescription Drug Plan only during the annual enroliment
period from October 15 through December 7 of each year. Additionally, there are exceptions that may
allow you to enroll in a Medicare Prescription Drug Plan outside of the annual enroliment period. Please
read the following statements carefully and check the box if the statement applies to you. By checking
any of the following boxes you are certifying that, to the best of your knowledge, you are eligible for an
Enrollment Period. If we later determine that this information is incorrect, you may be disenrolled. Note:

A choice of effective dates is only allowed in the enroliment situations identified below. In all other
cases, or if you do not specify an effective date, your effective date will be the first of the month after your
form is received by the plan.

IF THE STATEMENT YOU SELECT REQUIRES A DATE, PLEASE USE THE FOLLOWING
FORMAT: M|{M|D|D|Y|Y|Y|Y

COMMON ENROLLMENT CHOICES:

Q |am enrolling during the annual enroliment period, October 15 through December 7, for a January 1,
2025, effective date. (Note: the enrollment application must be received by December 7 for the
enrollment to be effective on January 1.)

Qd | am new to Medicare. My Medicare Part A effective date is and my
Medicare Part B effective date is

O | am leaving employer or union coverage on the following date:
Requested effective date is

4 | recently involuntarily lost my creditable prescription drug coverage (coverage as good as
Medicare’s) or was notified of the loss (whichever is later). | lost my drug coverage on the following
date: . Requested effective date is

Q | recently moved outside of the service area for my current plan or | recently moved and this plan is a
new option for me. | moved on the following date: . Requested effective
date is (cannot be before your move date).

4 Ilive in or recently moved out of a long-term care facility (for example, a nursing home
or long-term care facility). | moved/will move into/out of the facility on the following date:

| HAVE HAD A CHANGE TO MY COVERAGE:

Q | have been involuntarily disenrolled from a Medicare Advantage Prescription Drug plan due
to loss of Part B but continue to be entitled to Part A as of the following date:

Q | am being disenrolled from a special needs plan because my condition does not qualify me for that
plan as of the following date:




Enrollee name: OMB No. 0938-1378

a

Expires: 6/30/2026

| am enrolled in a Medicare Advantage plan and want to make a change during the Medicare
Advantage open enrollment period (MA OEP).

| am leaving my Medicare Advantage plan within 12 months of my initial enrolilment under a special
enroliment period to go back to a Medicare supplement insurance (Medigap) plan as of the following
date:

| have disenrolled from a Medicare cost plan and the plan’s optional supplemental Part D benefits as
of the following date:

| recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly
got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on the following date:

| recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid
assistance, or lost Medicaid) on the following date:

OTHER REASONS:

Q

a

| have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get Extra
Help paying for my Medicare prescription drug coverage, but | haven’t had a change.

| recently returned to the United States after living permanently outside of the U.S. | returned to the
U.S. on the following date:

| belong to Big Sky Rx (a state pharmaceutical assistance program) provided by the state of
Montana.

| recently obtained lawful presence status in the U.S. | got this status on the following date:

| was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My
enroliment in that plan started on the following date:

| was affected by an emergency or major disaster (as declared by the Federal Emergency
Management Agency (FEMA) or by a federal, state or local government entity). One of the other
statements here applied to me, but | was unable to make my enroliment request because of the
disaster.

| was recently released from incarceration. | was released on the following date:

Other special enroliment period not identified above.

If none of these statements apply to you or you're not sure, please contact our MedicareBlue Rx
Medicare Solutions specialists (via the phone number on the front of this form) to see if you are eligible to
enroll.

o ioioooss-
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OMB No. 0938-1378
Expires: 6/30/2026

F. Please answer the following questions to help Medicare coordinate your benefits

Some individuals may have other drug coverage, including other private insurance, TRICARE,
Federal employee health benefits coverage, VA benefits or State pharmaceutical assistance
programs.

Will you have other prescription drug coverage in addition to MedicareBlue Rx? O Yes O No
If “yes,” please list your other coverage and your identification (ID) number(s) for this coverage.
Name of other coverage: Member number for this coverage: Group number for this coverage:

G. Please read section H of this enroliment form and sign below

| understand that my signature (or the signature of the person legally authorized to act on

my behalf) on this application means that | have read and understand the contents of this
application, including the information in Section H. If signed by an authorized representative
(as described above), this signature certifies that 1) this person is authorized under state law
to complete this enroliment and 2) documentation of this authority is available upon request by
Medicare.

Signature: Today’s date:

Q | give permission to the licensed agent identified on the next page to enter my enrollment form online
through YourMedicareSolutions.com.

For authorized representative use only
If you are the authorized representative, you MUST sign above and provide the following information:

Name (print): Phone number: ( )

Address: City: State: ZIP code:

Relationship to enrollee:

O | want all mail for this member sent to me.


http://YourMedicareSolutions.com

OMB No. 0938-1378
Expires: 6/30/2026

For agent use only

Agent name (print):

Agent #: Agency #:

O Check if you have received this completed enroliment form with the enrollee’s signature from the
enrollee. This paper form must be submitted using one of the methods below within two (2) calendar
days of the date you receive it. Sign and date below when you receive the form from the beneficiary.

Agent signature:

Date form received: Phone number: ( )

Check selected submission method and enter information as appropriate:

O Paper to online application. Enter online confirmation number:

O Application faxed. Enter date faxed (keep fax confirmation sheet):

Q Application sent overnight. Be sure to keep the overnight receipt.

H. Enrollment authorization: By completing this enroliment application, | agree to

the following

After carefully reading the statements in this section, please sign Section G of this form.
1. I must keep Part A or Part B to stay in MedicareBlue Rx.

2. By joining this Medicare prescription drug plan, | acknowledge that MedicareBlue Rx will share my
information with Medicare, who may use it to track my enroliment, to make payments, and for other
purposes allowed by federal law that authorize the collection of this information (see Privacy Act
Statement on page 6).

3. Your response to this form is voluntary. However, failure to respond may affect enroliment in the
plan.

4. | understand that | can be enrolled in only one Part D plan at a time — and that enrollment in this
plan will automatically end my enroliment in another Part D plan.

5. The information on this enrollment form is correct to the best of my knowledge. | understand that if |
intentionally provide false information on this form, | will be disenrolled from the plan.

PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track
beneficiary enroliment in Medicare Advantage (MA) or Prescription Drug Plans (PDP), improve care,

and for the payment of Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act and

42 CFR §§ 422.50, 422.60, 423.30 and 423.32 authorize the collection of this information. CMS may
use, disclose and exchange enrollment data from Medicare beneficiaries as specified in the System of
Records Notice (SORN) “Medicare Advantage Prescription Drug (MARX)”, System No. 09-70-0588. Your
response to this form is voluntary. However, failure to respond may affect enroliment in the plan.
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All items on this page are optional.

Answering the following questions is your choice. You can’t be denied coverage because you
don’tfill it out.

Select one if you want us to send you information in an accessible format.
O Braile Q Largeprint O AudioCD Q4 DataCD

Please contact MedicareBlue Rx at 1-866-434-2037 if you need information in an accessible format other
than what'’s listed above. Our office hours are 8 a.m. to 8 p.m., daily, Central and Mountain times. TTY
users can call 711.

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

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

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

| choose not to answer.

(I Ny Wy

What's your race? Select all that apply.
U American Indian or Alaska Native  Black or African American

Asian: Native Hawaiian and Pacific Islander:
Q Asian Indian Q Guamanian or Chamorro
a Chinese U Native Hawaiian
Q Filipino a Samoan
Q Japanese O Other Pacific Islander
d Korean d  White
4 Vietnamese U I choose not to answer.
A Other Asian

What is your gender? Select one.

O Woman 4 | use a different term:
d Man W 1 choose not to answer
Q Non-binary

Which of the following best represents how you think of yourself? Select one.

U Lesbian or gay Q | use a different term:
O Straight, that is, not gay or lesbian 1 | don’t know
O Bisexual U I choose not to answer




If you need more information

@ Visit YourMedicareSolutions.com

Call 1-866-434-2037, 8 a.m. to 8 p.m., daily, Central and Mountain times
(TTY: 711)

@ Contact your licensed sales representative

MedicareBlue®™ Rx (PDP) is a prescription drug plan with a Medicare contract. Enroliment in
MedicareBlue Rx depends on contract renewal.

Coverage is available to residents of the service area and separately issued by one of the following plans:
Wellmark Blue Cross and Blue Shield of lowa*; Blue Cross and Blue Shield of Minnesota*; Blue Cross and
Blue Shield of Montana*, a division of Health Care Service Corporation, a Mutual Legal Reserve Company;
Blue Cross and Blue Shield of Nebraska*; Blue Cross Blue Shield of North Dakota*; Wellmark Blue Cross
and Blue Shield of South Dakota*; and Blue Cross Blue Shield of Wyoming*.

*Independent licensees of the Blue Cross and Blue Shield Association

MedicareBlue”Rx (PDP)
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IMPORTANT INFORMATION:

2024 Medicare Star Ratings

MedicareBlue Rx - S5743

Official US.
Government

e | (CMS
Informatlon CENTERS FOR MEDICARE & MEDICAID SERVICES

For 2024, MedicareBlue Rx - S5743 received the following Star Ratings from Medicare:

Overall Star Rating: 1 8 8 3 SN
Health Services Rating: Service not offered
Drug Services Rating: 1.0 .8 8§

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important
Medicare rates plans on their health and drug services.

This lets you easily compare plans based on quality and
performance.

Star Ratings are based on factors that include:

Feedback from members about the plan's service and care
The number of members who left or stayed with the plan
The number of complaints Medicare got about the plan

e Data from doctors and hospitals that work with the plan

More stars mean a better plan — for example, members may
get better care and better, faster customer service.

Get More Information on Star Ratings Online

The number of stars show how
well a plan performs.

% % % % % EXCELLENT

% % % % vy ABOVE AVERAGE
% % % vrvy AVERAGE

* % V¢ vrvy BELOW AVERAGE
* rirvrvy POOR

Compare Star Ratings for this and other plans online at medicare.gov/plan-compare.

Questions about this plan?

Contact MedicareBlue Rx 7 days a week from 8:00 a.m. to 8:00 p.m. Central time at 866-434-2037 (toll-free) or 711

(TTY). Current members please call 888-832-0075 (toll-free) or 711 (TTY).

S$5743_101723_P01_M

RAS1335R14 (10/23)
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-866-434-
2037 (TTY: 711). Someone who speaks English/Language can help you. This is a
free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-866-434-2037 (TTY: 711).
Alguien que hable espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: ZEHEEZNEIFIRS , BIEHEEX TREREILGWRQHECIE O]
MREFEWFIFERS , 5B 1-866-434-2037 (TTY: 711). HIMNVPNITHEARRERE
YR, XR—RERS.

Chinese Cantonese: &3 EMNEREY R ATEFZERE , ALKMAREREEENTZE R
7. MEFERT , FHE 1-866-434-2037 (TTY: 711), HEMIBPI N AEKEE AR
HER, E 2—EEERE.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa 1-
866-434-2037 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au 1-866-434-2037 (TTY: 711). Un interlocuteur parlant Francgais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung tdi cé dich vu thong dich mién phi dé tra 16i cac cau hoi vé
chuadng suc khoe va chuadng trinh thudc men. Néu qui vi can théng dich vién xin
goi 1-866-434-2037 (TTY: 711) s& c6 nhan vién ndi ti€ng Viét giup d& qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-866-434-2037 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Form CMS-10802 RASI1580R01
(Expires 12/31/25)
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Korean: A= O|2 B E= A4E EHHO| 25t Z 20| Bl E2|1Xt 2 EY MHAE
MESste ASLLCH EY 1-866-434- 2037 (TTY: 711)8e =2
ol FMA|IL. TH=O0{E o= BYXI7F 2of EZ AALICE O] MHAE RER

=S L

2

Russian: Ecnn y BaC BO3HMKHYT BOMNPOCbl OTHOCUTENIbHO CTPAxX0oBOro mau
MeAMKAMEHTHOro rnjaHa, Bbl MOXeTe BOCMOJ/Ib30BaTbCA HaWMMM 6ecnnaTHbIMmU
ycnyramm nepesogymkoB. YTo6bl BOCMONb30BATLCA yC/yraMu nepeBofunKka,
MO3BOHUTE HaM Mo TenedoHy 1-866-434-2037 (TTY: 711). BaM okaxeT NOMOLLb
COTPYAHUK, KOTOPbI FOBOPUT MO-pyCcckU. [laHHasa ycnyra 6ecnnatHas.

Ll 51 Jpan ol Aaally glaii dlind (51 e DU Alaall (5 sl an yiall ok a0 L) : Arabic

Uadd a st 1-866-434-2037 (TTY: 711) Je W Jbai¥) (5 s clile Gud ¢ 558 aan sl Ao J paall
Joilae 4008 od el du jall Gasty Le

Hindi: §HR TR 1 a1 &I AT & IR H 311 fob it ol 79 & W < b forg g9 I Jod
U HaTl Iuds §. Th U UTtd v o folT, S99 8 1-866-434-2037 (TTY: 711) W
W &, DI fad S fg=<t Sdar § US| 7Ee 6 Tl §. I8 U JUd IdT 6.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-866-434-2037 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicagao.
Para obter um intérprete, contacte-nos através do nimero 1-866-434-2037 (TTY:
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépret, jis
rele nou nan 1-866-434-2037 (TTY: 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekdw. Aby skorzysta¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-866-434-2037 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: U DRFERRERREERUAFET SV CHATACEBRCEZAT ALY
C. BEOBRY—E2NMHNFTIVFET, BRECAHBICZ BTG,
1-866-434-2037 (TTY: 711) K HBFE L &\, AREEFTAE HZENEL F
9, ChiIERDH—E 2 TY,
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A complete list of services is available in the Evidence of Coverage. You can access the Evidence of Coverage
online at YourMedicareSolutions.com/2025Documents, or by calling Customer Service to request a copy.

MedicareBlue™ Rx (PDP) is a prescription drug plan with a Medicare contract. Enrollment in MedicareBlue Rx
depends on contract renewal.

Coverage is available to residents of the service area and separately issued by one of the following plans:
Wellmark Blue Cross and Blue Shield of lowa*; Blue Cross and Blue Shield of Minnesota*; Blue Cross and Blue
Shield of Montana®, a division of Health Care Service Corporation, a Mutual Legal Reserve Company; Blue Cross
and Blue Shield of Nebraska*; Blue Cross Blue Shield of North Dakota*; Wellmark Blue Cross and Blue Shield of
South Dakota*; and Blue Cross Blue Shield of Wyoming*.

* Independent licensee of the Blue Cross and Blue Shield Association.

A Medicare Prescription Drug Plan
® RAS1019R18 (08/24)
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MedicareBlueS™ Rx (PDP) is a prescription drug plan with a Medicare contract. Enrollment in MedicareBlue
Rx depends on contract renewal. Coverage is available to residents of the service area and separately issued
by one of the following plans: Wellmark Blue Cross and Blue Shield of lowa*; Blue Cross and Blue Shield of
Minnesota®; Blue Cross and Blue Shield of Montana*, a division of Health Care Service Corporation, a Mutual
Legal Reserve Company; Blue Cross and Blue Shield of Nebraska®; Blue Cross Blue Shield of North Dakota®;
Wellmark Blue Cross and Blue Shield of South Dakota*; and Blue Cross Blue Shield of Wyoming*.

* Independent licensee of the Blue Cross and Blue Shield Association.

A complete list of services is available in the Evidence of Coverage. You can access the Evidence of Coverage
online at YourMedicareSolutions.com, or by calling customer service to request a copy.
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