South Carolina

BlueCross BlueShield of South Carolina
is an independent licensee of the
Blue Cross and Blue Shield Association

BlueCross Blue Basic PPO (without Part D prescription drug coverage) Pre-Enrollment
ChecKklist

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 customer service representative at 1-855-204-2744
(TTY users call 711).

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.

Understanding the Benefits

Review the full list of benefits found in the Evidence of Coverage (EOC), especially for those services
for which you routinely see a doctor. Visit www.SCBluesMedAdvantage.com or call 1-855-204-2744 (TTY
users call 711) to view a copy of the EOC.

Review the provider directory to make sure the doctors you see now are in the network. If they are
not listed, it means you will likely have to select a new doctor.

Understanding Important Rules

You must continue to pay your Medicare Part B premium. This premium is normally taken out of
your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2027.

_____Our plan allows you to see providers outside of our network (non-contracted providers). However,
while we will pay for covered services provided by a non-contracted provider, the provider must agree to
treat you. Except in an emergency or urgent situation, non-contracted providers may deny care. In
addition, you may pay a higher co-pay for services received by non-contracted providers.

I attest that this Pre-Enrollment Checklist was reviewed completely with me prior to enrollment.

Signature: Date:

Agent: BCBSSC MA Appointment Number:

BlueCross Blue Basic is a Medicare Advantage Preferred Provider Organization plan with a Medicare contract. Enrollment in BlueCross
Blue Basic depends on contract renewal. Out-of-network/non-contracted providers are under no obligation to treat BlueCross Blue Basic
members, except in emergency situations. Please call our customer service number or see your Evidence of Coverage for more information,
including the cost- sharing that applies to out-of-network services.
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2026 BlueCross Blue Basic®™ (PPO) Individual Enrollment Request Form

Who can use this form?

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

To join a plan, you must:
e Be a United States citizen or be lawfully
present in the U.S.
e Live in the plan’s service area

Important: To join a Medicare Advantage Plan,
you must also have both:

e Medicare Part A (Hospital Insurance)

e Medicare Part B (Medical Insurance)

Important: To join a Medicare Prescription Drug
Plan, you must also have either, or both:

e Medicare Part A (Hospital Insurance)

e Medicare Part B (Medical Insurance)

When do | use this form?

You can join a plan:

e Between October 15-December 7 each year (for
coverage starting Januaryl)

e 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)
e Your permanent address and phone number

Note: You must complete all items in Section 1.
The items in Section 2 are optional — you can’t be
denied coverage because you don’t fill them out.
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Reminders:

e [fyou want to join a plan during fall open
enrollment (October 15—-December 7), the plan
must get your completed form by December 7.

e 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:
BlueCross Blue Basic

P.O Box 100191

Columbia, SC 29202

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

How do I get help with this form?

Call BlueCross Blue Basic at 1-855-204-2744. TTY
users can call 711.

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

En espaiiol: Llame a BlueCross Blue Basic al 1-855-204-
2744/711 o a Medicare gratis al

1-800-633-4227 y oprima el 8 para asistencia en
espanol y un representante estara disponible para
asistirle.

Individuals experiencing homelessness

e Ifyou 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.



Section 1 - All fields on this page are required (unless marked optional)

Select the plan you want to join:
___ BlueCross Blue Basic - $0 per month

FIRST name: LAST name: Middle Initial:
Birth date: (MM/DD/YYYY) Sex: Phone number:
( / / ) 0O Male [ Female | ( )

Permanent Residence street address (Don’t enter a PO Box. Note: For individuals experiencing homelessness, a
PO Box may be considered your permanent residence address.):

City: County: State: ZIP Code:

Mailing address, if different from your permanent address (PO Box allowed):
Street address: City: State: ZIP Code:

Your Medicare information:

Medicare Number: - -

Answer these important questions:

Will you have other prescription drug coverage (like VA, TRICARE) in addition to BlueCross Blue Basic?
OYes O No

Name of other coverage: Member number for this coverage: ~ Group number for this coverage:

IMPORTANT: Read and sign below:

e [ must keep both Hospital (Part A) and Medical (Part B) to stay in BlueCross Blue Basic.

¢ By joining this Medicare Advantage Plan, I acknowledge that BlueCross Blue Basic will share my
information with Medicare, who may use it to track my enrollment, to make payments, and for other
purposes allowed by Federal law that authorize the collection of this information (see Privacy Act Statement
below). Your response to this form is voluntary. However, failure to respond may affect enrollment in the
plan.

¢ Junderstand that I can be enrolled in only one MA or Part D plan at a time — and that enrollment in this plan
will automatically end my enrollment in another MA or Part D plan (exceptions apply for MA PFFS, MA
MSA plans).

¢ [understand that when my BlueCross Blue Basic coverage begins, I must get all of my medical and
prescription drug benefits from BlueCross Blue Basic. Benefits and services provided by BlueCross Blue
Basic and contained in my BlueCross Blue Basic “Evidence of Coverage” document (also known as a
member contract or subscriber agreement) will be covered. Neither Medicare nor BlueCross Blue Basic will
pay for benefits or services that are not covered.

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

e [understand that my signature (or the signature of the person legally authorized to act on my behalf) on this
application means that I have read and understand the contents of this application. If signed by an authorized
representative (as described above), 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 by Medicare.

Signature: | Today’s date:
If you’re the authorized representative, sign above and fill out these fields:
Name: Address:

Phone number: Relationship to enrollee:




Section 2 - All fields in this section are optional

Answering these questions is your choice. You can’t be denied coverage because you don’t fill them out.

Select one if you want us to send you information in a language other than English.
O Spanish O Other

Select one if you want us to send you information in an accessible format.
O Braille O Large print O Audio CD O Data CD

Please contact BlueCross Blue Basic at 1-855-204-2744 if you need information in an accessible format other
than what’s listed above. From October 1 to March 31, you can call us 7 days a week from 8 a.m. to 8 p.m.

Eastern time. All other times, you can call us Monday through Friday from 8 a.m. to 8 p.m. Eastern time. TTY
users can call 711.

Do you work? [0 Yes O No Does your spouse work? [J Yes [J No

List your Primary Care Physician (PCP), clinic, or health center:

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.

Name: Relationship to enrollee:

Signature:

National Producer Number (Agents/Brokers only):

BCBSSC MA Agent ID:
ICEP/IEP: AEP: SEP (type):
Date:

PRIVACY ACT STATEMENT
The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enrollment in Medicare Advantage
(MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR §§ 422.50 and
422.60 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 enrollment in the plan.




Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak English, 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 1-855-204-2744 (TTY: 711) or
speak to your provider.

Espafiol: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-844-396-0183 (TTY: 711) o hable con su proveedor. (Spanish)

WS TR T N SMEE [Elﬂsi] AT LA B A on Bah S B, Hn] DAso B @ & iieh T B RS, LA
JEFR RS TR LGN, G55 1-844-396-0188 (TTY : 711) SELEIFRHEEF TR, (Chinese)

Tiéng Viét: LU Y: Néu quy vi noi tleng Viét, chung téi cung cap mién phi cac dich vu hd tro ngdn nglr. Cac hé tror
va dich vu bd sung phu hop dé& cung cp théng tin theo cac dinh dang dé tiép can ciing dwgc cung cAp mién phi.
Vui ldng goi 1-844-389-4838 (TTY: 711) hodc trao déi véi nha cung cap dich vu clia quy vi. (Vietnamese)

PYCCKWIN: BHUMAHME! Ecnv Bbl rOBOpUTE Ha PYCCKOM A3bIKe, BaM JOCTYMHbI 6ecnaaTHble yCayr A3bIKOBOM NOALEPHKM.
CooTBeTcTBYIOLLIME BCIOMOraTe/ibHble CpeaCcTBa U YCAYrM No NpefocTaBAeHnio MHGOPMaLUMK B AOCTYMHbIX pOpMaTax TaKKe
npepocTaBaatoTca 6ecnnatHo. Mo3soHMTe no TenedpoHy 1-844-389-4840 (TTY: 711) unm obpatutech K CBOEMY NOCTaBLLNKY
ycayr. (Russian)

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, available ang mga libreng serbisyo ng tulong sa wika para sa iyo.
Available rin nang walang bayad ang mga naaangkop na auxiliary na tulong at serbisyo para magbigay ng impormasyon sa
mga naa-access na format. Tumawag sa 1-844-389-4839 (TTY: 711) o makipag-usap sa iyong provider. (Tagalog)

Portugués do Brasil: ATENCAO: Se vocé fala portugués, ha servigos gratuitos de assisténcia linguistica disponiveis para
voce. Assisténcia e servicos auxiliares proprios para fornecer informacdes em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-844-396-0182 (TTY: 711) ou fale com seu provedor. (Portuguese)

Frangais : NOTE : Si vous parlez francais, des services gratuits d'assistance linguistique sont a votre disposition. Des aides et
des services auxiliaires appropriés pouvant fournir des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le 1-844-396-0190 (TTY : 711) ou adressez-vous a votre prestataire. (French)

sl Lot WU A sl slledl €] dl Hsd HINISIU AUl Ad 1] dHIRLHI2 GUdsy &
ALY AI(5563] AelY A WA R sTHeHi HilEd] YRl uisdl Hidl Actid) ULl (deil YR Gugod B
1-844-641-2898 (TTY: 711) U S16 S| edl dHIRL Ueldl Al8 did $2)- Gujarati)

Deutsch: ACHTUNG: 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 unter 1-844-396-0191 (TTY: 711) an oder sprechen Sie mit [hrem Anbieter. (German)

ot 0f: FO|: [2t=0{1E AH8SHA | = 8% F & Q0] X| 2l MH[AZE 0|85 5= JSFLICE 0|8 7ttt gAlez
HEE NSl HESH EX 7| U MH[AE 222 K|S E LICE 1-844-396-0187(TTY: 711) H 2 2 M3}t AHLE
MH| A M-S Ao Z2l5HdAl2. (Korean)

ity il glaall ﬂﬂ@mﬁuﬁjﬁmm&u)})ﬁw_@M\@}&ﬂ\zmu&\ au;;gﬂl)s}uus ‘@)A\w\ Ehaati i ) 4t @fj\
(Arabic) ."Heasll axia ) s f (711 solaill Cilel 033 1-844-396-0189 ad,ll e Jusil Ulae Leall J sum sl (S

YKpaiHcbKa MoBa: YBATA! AKLIO BU pO3MOBAETE YKPAIHCHKOK MOBOO, BaM A0OCTYMNHI He3KOWTOBHI MOBHI nocayri. BianosiaHi
OOMOMIXKHI 3acobu 1 Nocnyrm Ana HaaaHHA iHpopmalLii B AOCTYNHUX dopmaTax TakoXK A0CTynHi 6e3KowToBHO. 3aTenedoHynTe
3a Homepom 1- 844-641-2897 (TTY: 711) abo 3BepHiTbcA A0 cBOro nocrtayanbHuKa. (Ukrainian)



BARE I BAEZFLETIEE. BEHOESEXIEY—ERESHAWNV-ETFET ., 79T ILGETELRIEATES L
SEEIN:) GHRATHEREZIRE T 5O OBEULEEIE O —ERLERTITFIALZITET, 1-844-396-0191
(TTY:711) EFTHEEZEW, FzlE, CFIADEXRFIZEMULEHELIZELY, (Japanese)

Tve: Tsavsu: maaauwans e induinsenuthowdssuuamu s wenannil
fufiimFosfionazusmathomdoie daya Tusuuuuiithds ld las Liidod 1o93e Tusa lnssiasion 1-844-641-2896 (TTY: 711)

wioUsnwnii Tusnsvosaat (Thai)

= [ & @ o o ' o Y ' o 1 o h '
290 LRIV TIICONWIFI 299, D TOINIMFOBGIVWIFTICLLVCIVEI LB, BHDIQOe CCE
= 4 & o~ N %4 & & o o o o
mvUomvccooocze)mmcwwz.ucwS‘Zmaa.gvclvsmuccoommmocaﬁcng20. Qmacs 1-844-641-2895 (TTY: 711 0
SuHuElnuSnivesguin. (Lao)

fedl: e <o afg omu Bt sierd &, < oMU foW e WO WedT a1t IUasy giat & | JaH ureal
TSR UaH B & o Iugad Gerd e iR Jand ft (s Iuasy &1 1-844-641-2894 (TTY: 711) R
BId DL T 30 Uardl ¥ §1d B | (Hindi)
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