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MEDICARE ELIGIBILITY and ELECTION FORM
In order for us to maintain accurate membership records and make accurate claims payments, please provide the information requested below.  If more than one person to be covered has Medicare, please complete a separate form for each person.  
PLEASE TYPE OR PRINT CLEARLY 
	1
	EMPLOYEE SOCIAL SECURITY NUMBER


	EMPLOYEE LAST NAME
FIRST NAME

INITIAL

	2
	MAILING ADDRESS:   BOX/STREET/ROUTE NUMBER                    CITY                     COUNTY                   STATE                  ZIP CODE

	
	

	MEDICARE INFORMATION → please provide the information requested below on the person to be covered who is eligible for Part A and/or Part B of Medicare.

	3
	NAME
	MEDICARE CLAIM NUMBER
	ENTITLED DUE TO:   

	
	
	
	( ESRD
( Age
       ( Disability

	4
	EFFECTIVE DATE ENROLLED:
	MEDICARE PART A
	MEDICARE PART B
	Social Security Number

	
	
	_______/_______/ ______
	_______/_______/ ______
	

	5
	Upon reaching 65, an actively working employee, or the spouse of an active employee, must make an election regarding his or her health coverage.  Please choose from the options listed below:

	(
	OPTION 1:
	Elect State Health Plan as primary coverage at the same cost as employees and spouses under 65.

	(
	OPTION 2:
	Elect Medicare as primary coverage and reject the State Health Plan coverage offered by the employer.  Those who elect this option will be removed from group coverage.

	(
	OPTION 3:
	Election does not apply because:

	
	
	(
	I have Medicare Part B only.

	
	
	(
	Medicare entitlement is due to end-stage renal disease.

	
	
	(
	I am retiring and the effective date of retirement is the same as or prior to my Medicare entitlement date.

	
	
	(
	I am not eligible for Medicare.  Please submit supportive Notification of Ineligibility.


When you retire or Medicare becomes primary for any reason, you must be enrolled in Medicare Part A and Medicare Part B in order to maintain your current level of benefits.  If you are eligible for Medicare Part B, but do not enroll in it, you are responsible for paying the amount that would have been paid by Medicare Part B.  This means that if you do not enroll in Medicare Part B that you will have substantially more out of pocket expenses for your doctor and hospital bills.

THIS NOTICE MUST BE COMPLETED AND SUBMITTED TO YOUR HEALTH BENEFITS REPRESENTATIVE IN ORDER FOR YOUR ENROLLMENT TO BE EFFECTIVE.

_________________________________________________

_________________________________

Member Signature






Date

_1248697628.bin

