You are applying for the Blue Cross Medicare Rx Standard (PDP).
This plan has a $310.00 deductible and cost $28.40 a month.

If you use little or no prescription medicine, then this plan may be
right for you.

Print the Application. Then fill it in completely and and fax or mail i
back to us.

FAX: 415-460-5264
MAIL: Sutker Insurance Services

102 Clorinda Avenue
San Rafael, CA 94901

If you have any questions, do not hesitate to email or phone us at:
sutkerinsurance@yahoo.com
Or call us toll free at: 1-877-855-1607

We will not contact you directly unless you so request.

Remember, you can change your plan every year during the Annual
Election Period, which runs between November 15 and December 31



Blue Cross MedicareRxS™ (PDP) Anthem &

Medicare Prescription Drug Plan Individual Enroliment Form — 2010

Be sure to complete the entire enrollment form. Then, mail the completed form to: Enrollment Processing
Center, P.O. Box 1080, North Haven, CT 06473-5180 or fax the completed form to: 1-888-884-5736.
Naote: Your agent/broker may provide different instructions.

External Agents/Brokers: Please see the External Agents/Brokers Section.

roll in:
Plan Name: [ ]Blue Cross MedicareRx [ _|Blue Cross MedicareRx [ Blue Cross MedicareRx
Standard (PDP) Plus (PDP) Gold (PDP)
Monthly Premium: $28.40 $42.10 $78.50
Last Name First Name MI | Mr. Mrs. Ms.| Birth Date (mm/dd/yyvy)
O O O

Sex Phone No. Alternate Phone No. E-Mail Address County
LM LIF| () ()

Permanent Residence: Street Address (cannot use P.O. Box) | City State | ZIP Code

..|.

Mailing/Billing Address (only it different from address above) | City State | ZIP Code
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Please take out your Medicare card to complete this section.
* Please fill in the blanks at right so they match

your red, white and blue Medicare card. Name
e Medicare Claim Number Sex
= Attach a copy of your Medicare card or your letter » .

from Social Security or the Railroad Retirement Board. = e ——

Is Entitled To: Effective Date:

You must have Medicare Part A or Part B or both Hospital (Part A)
m +“‘ M’E{:r i ﬁ_ n dl" ] . e

join a icare prescription drug plan Medical (Part B)
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Section 3: Paying Your Plan Pre . .

You can pay your monthly plan premium by mail or by automatic bank account deduction. You might also be
able to pay your premium by automatic deduction from your Social Security benefit check each month (see
next page).

Note: People with limited incomes may qualify for extra help to pay for their prescription drug costs. If you
qualify, Medicare could pay for 75% of drug costs including monthly prescription drug premiums, annual
deductibles and coinsurance. Additionally, those who qualify won’t have a coverage gap or a late enrollment

Section 3 continues on next page.

A Medicare-approved Part D sponsor.

Si usted necesita asistencia en espafiol para poder entender este documento, podra requerirla sin costo alguno

llaméandonos gratis al numero telefonico que se muestra en el material adjunto. C0003_08 008 07/2007
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