
 

 

 

 

 

 

  

 

 

MedigapSecurity 
EMPLOYER GROUP ENROLLMENT FORM 
Please contact MedigapSecurity if you need information in another language or format (Braille). 

SECTION A 

SECTION B 
SECTION C 
SECTION D 
SECTION E 
SECTION F 

SECTIONS G&H 
SECTION I 

Easy step-by-step instructions for flling out this  
MedigapSecurity enrollment form. 

Personal Information — Provide the personal information requested. Then, check the 
box(es) in front of your requested action and provide information about your employer 
or union. 

Medicare Insurance Information — Use your Medicare card to complete this section. 

Declaration 

Notice Regarding Fraudulent Information 

General Information 

Important Questions — Please answer the questions in this section. 

Please read the information provided. 

Your Signature — Please read the information provided, then sign and date your 
enrollment form. If you are an authorized representative, please provide the 
information requested. 

QUESTIONS? 
Call toll-free 1-866-319-5777 
Speech- or hearing-impaired: 711 
Seven days a week, 8 a.m. to 8 p.m. 
www.ibxmedicare.com 

Benefts underwritten or administered by Independence Blue Cross and Highmark 
Blue Shield — independent licensees of the Blue Cross and Blue Shield Association.  
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9138 GROUP COVERAGE 
MedigapSecurity APPLICATION FORM 

Benefts underwritten or administered by Independence Blue Cross and Highmark Blue Shield — 
independent licensees of the Blue Cross and Blue Shield Association. 

A TO APPLY FOR MEDIGAPSECURITY. . . 

Check plan option, which is available through your group. If you are unsure of your options, please contact your group: 
■ Plan A ■ Plan B ■ Plan C ■  Plan D ■ Plan F ■ Plan F High Deductible 

■ Plan G ■ Plan G High Deductible ■ Plan N 

Desired effective date: ____________________________________ 

LAST Name: FIRST Name: Middle Initial: ■ Mr. ■ Mrs. ■ Ms. 

Phone Number: ■ ■ ■ -■ ■ ■ -■ ■ ■ ■  Sex: ■ M ■ F 

Birth Date: ■ ■ -■ ■ -■ ■ ■ ■  Age: Social Security #: [ ■■■-■■-■■■■ ] 
Permanent Residence Street Address: 

City: State: ZIP Code: 

Mailing Address (only if different from your Permanent Residence Address): 

Street Address: City: State: ■ ■  ZIP Code: ■ ■ ■ ■ ■  
Emergency Contact: 

Phone Number: ■ ■ ■ -■ ■ ■ -■ ■ ■ ■  Relationship to You: 

Email Address (optional): ____________________________________ 
By giving us your email address and providing your signature in the designated box, you are providing permission for us to contact you 
with information related to your health benefits, additional products, services and/or educational information related to your health care. 
Providing your email address is optional. 

B PLEASE PROVIDE YOUR MEDICARE INSURANCE INFORMATION 

Please take out your Medicare card to complete 
this section. 

• Please fll in these blank boxes so they match your red, white, 
and blue Medicare card. 

– OR – 

• Attach a copy of your Medicare card or your letter from the 
Social Security Administration or Railroad Retirement Board. 

You must have Medicare Part A and Part B to join 
MedigapSecurity. 

SAMPLE ONLY 

John Q. Sample 

MMMM-MMM-MMMM 

MM-MM-MMMM 
MM-MM-MMMM 

9138 
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C DECLARATION 

By signing section I of the application, I elect coverage under the plan specifed in sectionA of the form and for the persons listed there, and agree 
to abide by the conditions of the agreement and pay required premiums for the plan as selected. I hereby authorize any licensed physician, 
medical or medically related facility, insurance company, or other organization or person or institution that has any records concerning my 
health or the health of any covered family member to forward such information to Independence Blue Cross and Highmark Blue Shield. This 
application is subject to acceptance and to the waiting periods, exclusions, and all other provisions contained in the agreement between my 
Employer, Association, or Welfare board, and Independence Blue Cross and Highmark Blue Shield. 

D NOTICE REGARDING FRAUDULENT INFORMATION 

Any person who knowingly and with intent to defraud any insurance company or other person fles an application for insurance or statement 
of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material 
thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 

E GENERAL INFORMATION 

Various Medicare Secondary Payer (MSP) laws place responsibilities on certain employers that may affect the rights of employees, retirees, 
and/or their dependents who are eligible for Medicare. These MSP laws, in general, speak of certain persons who are age 65 or older or 
certain persons who are disabled. If you have any questions about the MSP laws, please contact your employer. 

F PLEASE ANSWER THE FOLLOWING QUESTIONS 

If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you are eligible for 
guaranteed issue of a Medicare supplement insurance policy, or that you have certain rights to buy such a policy, you may be 
guaranteed acceptance in one of our Medicare supplement plans. Please include a copy of the notice from your prior insurer with 
your application. PLEASE ANSWER ALL QUESTIONS. 

Please mark Yes or No below with an X. 
To the best of your knowledge: 
1. Did you turn age 65 in the last 6 months? ................................................................................................................ ■ Yes ■  No 
2. Did you enroll in Medicare Part B in the last 6 months? ........................................................................................... ■ Yes ■  No 

If yes, what is the effective date? ............................................ ■ ■ -■ ■ -■ ■ ■ ■
 MM  DD Y Y Y Y 

3. Are you covered for medical assistance through the state Medicaid program? ........................................................ ■ Yes ■  No 
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. 

If yes, will Medicaid pay your premiums for this Medicare supplement policy? ............................................... ■ Yes ■  No 
Do you receive any benefts from Medicaid OTHER THAN payments towards your 
Medicare Part B premium? ................................................................................................................................ ■ Yes ■  No 

4. If 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), fll in your start and end dates below. If you are still covered under this plan, 
leave “END” blank. 

START ■ ■ -■ ■ -■ ■ ■ ■  END ■ ■ -■ ■ -■ ■ ■ ■
 MM DD Y Y Y Y  M M DD Y Y YY 

If you are still covered under the Medicare plan, do you intend to replace your 
current coverage with this new Medicare supplement policy? .......................................................................... ■ Yes ■  No 
Was this your frst time in this type of Medicare plan? ...................................................................................... ■ Yes ■  No 
Did you drop a Medicare supplement policy to enroll in the Medicare Plan? ................................................... ■ Yes ■  No 

5. Do you have another Medicare supplement policy in force? .................................................................................... ■ Yes ■  No 
If yes, with what company and what plan do you have? ______________________________________________ 
If yes, do you intend to replace your current Medicare supplement policy with this policy? .............................. ■ Yes ■  No 
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■ ■
6. Have you had coverage under any other health insurance within the past 63 days 

(for example, an employer, union, or individual plan)? ............................................................................................ ■ Yes ■  No 
If yes, Insurance Company name: ____________________________ Insurance Company ID #: _______________ 

Group #: ________________________________ What kind of policy? ________________________________ 

Start Date: ________________________________ End Date: _____________________________________ 

G IMPORTANT — PLEASE READ CAREFULLY 

Independence Blue Cross and Highmark Blue Shield MedigapSecurity Medicare Supplement Programs – Plans A, B, C, D, F, F High 
Deductible, G, G High Deductible, and N are available to individuals who enroll during their “Open Enrollment Period.” 
You do not need more than one Medicare supplement policy. 
If you purchase this policy, you may want to evaluate your existing health coverage and decide if you need multiple coverages. 
You may be eligible for benefts under Medicaid and may not need a Medicare supplement policy. 
If, after purchasing this policy, you become eligible for Medicaid, the benefts and premiums under your Medicare supplement policy can 
be suspended, if requested, during your entitlement to benefts 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 policy or, if 
the Medicare supplement policy is no longer available, a substantially equivalent policy will be reinstituted if requested within 90 days 
of losing Medicaid eligibility. If the Medicare supplement policy provided coverage for outpatient prescription drugs and you enrolled 
in Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug coverage, but will 
otherwise be substantially equivalent to your coverage before the date of suspension. 
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 benefts 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. If the Medicare supplement policy provided coverage for outpatient prescription drugs 
and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have outpatient prescription drug 
coverage, but will otherwise be substantially equivalent to your coverage before the date of suspension. 
Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement insurance and 
concerning medical assistance through the state Medicaid program, including benefts as a Qualifed Medicare Benefciary (QMB) and a 
Specifed Low-Income Medicare Benefciary (SLMB).

 H GUARANTEED ISSUANCE 

Guaranteed Issue For Eligible Persons Under the Balanced Budget Act of 1997: The federal government created the 
Medicare Advantage Program to increase the health care options for Medicare-eligible individuals beyond basic Medicare and 
Medicare health maintenance organizations (HMOs). This law requires insurance companies (including Independence Blue Cross 
and Highmark Blue Shield) to offer you certain Medicare supplemental plans on a guaranteed issue basis; that is, they cannot refuse 
to cover you, when you are ending your enrollment in another plan under specifc circumstances, as follows: 
(1) You are enrolled under an employee welfare beneft plan that (a) provides health benefts that supplement Medicare; and the 

plan terminates, or the plan ceases to provide all supplemental Medicare health benefts to you; or (b) is primary to Medicare 
and the plan terminates, or the plan ceases to provide health benefts to you because you left the plan. 

(2) You are enrolled in a Medicare Advantage plan and any of the following circumstances apply, or you are 65 years of age or older 
and enrolled in a Program of All-Inclusive Care for the Elderly (PACE), and there are circumstances that permit discontinuance of 
your enrollment with the provider including, but not limited to, the certifcation of the organization or plan was terminated; the 
organization has terminated or otherwise discontinued providing the plan in the area in which you reside; you are no longer 
eligible to elect the plan because of a change in your place of residence, the organization offering the plan substantially violated a 
material provision of the contract; or the organization materially misrepresented the plan’s provisions in marketing the plan to you. 
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 H GUARANTEED ISSUANCE  (CONTINUED) 

(3) You are enrolled in a Medicare cost contract or similar organization, or health care prepayment plan or Medicare Select plan, 
and there are circumstances that permit discontinuance of your enrollment with the provider including, but not limited to, the 
certifcation of the organization or plan was terminated; the organization has terminated or otherwise discontinued providing the 
plan in the area in which you reside; you are no longer eligible to elect the plan because of a change in your place of residence, 
the organization offering the plan substantially violated a material provision of the contract; or the organization materially 
misrepresented the plan’s provisions in marketing the plan to you. 

(4) You are enrolled in a Medicare Supplement policy and coverage discontinues due to insolvency or other involuntary termination 
of coverage or enrollment under the policy; or the issuer of the policy substantially violated a material provision of the policy; or 
the issuer, producer or other entity acting on the issuer’s behalf, materially misrepresented the policy’s provisions in marketing 
the policy to you. 

(5) You were enrolled in a Medicare supplemental plan and terminate enrollment and subsequently enroll in, for the frst time, any 
Medicare Advantage plan, any Medicare cost contract, any Medicare SELECT plan, or any Program of All-Inclusive Care for the 
Elderly (PACE) provider, and the subsequent enrollment under this paragraph is terminated by the enrollee during the frst 12 
months of the subsequent enrollment. 

(6) You, upon frst becoming eligible for benefts under Part A and enrolled in Part B, if eligible, of Medicare, enroll in a Medicare 
Advantage plan or with a PACE provider, and disenrolls from the plan or program within 12 months after the effective date of 
enrollment. 

(7) You enrolled in a Medicare Part D plan during the initial enrollment period and, at the time of enrollment in Part D, were enrolled 
under a Medicare Supplement policy that covers outpatient prescription drugs and you terminated enrollment in the Medicare 
Supplement policy and submit evidence of enrollment in Medicare Part D along with the application for a Medicare supplement 
policy that has a beneft package classifed as Plan A, B, C, F, F High Deductible, K or L, and that is offered and is available for 
issuance to new enrollees by the same issuer that issued your Medicare supplement policy with outpatient prescription drug 
coverage. 

I PLEASE READ AND SIGN BELOW 

I hereby apply for the policy coverage specifed in section A. I understand that this application is subject to your acceptance and to the conditions and 
exclusions contained in the agreement. I agree to pay charges for these coverages as billed. I am covered by Medicare Part A and Part B. 

I acknowledge and agree that any personally identifable health information about me (“Protected Health Information”) is protected by The Health 
Insurance Portability and Accountability Act of 1996 (HIPAA) and other privacy laws, and that, in accordance with those laws, Independence Blue Cross 
and/or Highmark Blue Shield may use and disclose Protected Health Information for payment, treatment, and health care operations as described in its 
Notice of Privacy Practices. I understand that a copy of Independence Blue Cross and/or Highmark Blue Shield’s Notice of Privacy Practices is available 
at ibxmedicare.com. 

I understand that the Independence Blue Cross/Highmark Blue Shield MedigapSecurity policy that I am applying for has a preexisting 
condition provision. Under this provision, benefts related to any preexisting condition will not be provided for six months after I enroll in 
MedigapSecurity. I also understand, however, that the preexisting condition provision will not apply to these benefts if, when I enroll in 
MedigapSecurity, I have already satisfed a preexisting condition provision for the benefts under another Medicare supplement policy or the 
preexisting condition provision is waived because I am an “eligible person” as defned by federal and Pennsylvania laws and regulations. 

If I was previously enrolled under another Blue Cross® and Blue Shield® policy or a Medicare supplement policy with another company with a preexisting 
condition limitation, coverage under this policy for a preexisting condition limitation will only be excluded to the extent of the time that I did not 
satisfy the preexisting condition exclusion period under the previous policy and in no event shall such preexisting condition exclusion exceed six (6) 
consecutive months from the effective date of my coverage under this policy. 

“Preexisting Condition” means a disease or physical condition for which medical advice or treatment has been received by me within one 
hundred eighty (180) days immediately prior to my initial effective date under this agreement or any endorsement made part of this policy. 

I understand that I can fnd complete details of the program(s) in the policy, which I will receive after I return this application form. 
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I PLEASE READ AND SIGN BELOW  (CONTINUED) 

I understand that my signature (or the signature of the person authorized to act on behalf of the individual under the laws of the state where the 
individual resides) on this application means that I have read and understand the contents of this application. If signed by an authorized individual, 
this signature acknowledges that: 1) this person is authorized under state law to complete this application and 2) documentation of this authority is 
available upon request by Independence Blue Cross and Highmark Blue Shield or by Medicare. 

Any person who knowingly and with intent to defraud any insurance company or other person fles an application for insurance or statement of claim 
containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 

Benefts underwritten or administered by Independence Blue Cross and Highmark Blue Shield — independent licensees of the Blue Cross and Blue 
Shield Association. 

I acknowledge receiving: (a) an Outline of Coverage for the policy applied for, and 

(b) a “Guide to Health Insurance for People with Medicare.” 

Your Signature: _______________________________________________________ 

Today’s Date: ■ ■■ ■ -■ ■■ ■ -■ ■ ■ ■■ ■ ■ ■  
J TO BE COMPLETED BY GROUP ADMINISTRATOR 

Is enrollee full-time employee? ■■ Yes ■■  No How many active employees are in your group? _________________________ 

Employer: _______________________________________________ Group # _______________________________ 

Employer’s Address: ________________________________ Phone #: _______________________________________ 

If you are the authorized representative, you must provide the following information: 

Name: ___________________________________________ 

Address: _____________________________________________________________________________________ 

Phone Number: ■ ■ ■■ ■ ■ -■ ■ ■■ ■ ■ -■ ■ ■ ■■ ■ ■ ■  Relationship to Applicant: __________________________ 

FOR OFFICE USE ONLY
 IDENT. No. 
GR TR REASNO DT 
BC PR ORIG
EFF ST 

BS TC
 EFF 

Independence Blue Cross and Highmark Blue Shield 
are independent licensees of the 

Blue Cross and Blue Shield Association. 

[1901 Market Street, Philadelphia, PA 19103-1480] 

MedigapSecurity is not connected with or endorsed by 
the U.S. government or the federal Medicare program. 

Page 6 of 818812 



                                                                                        

 

 

 

  

  

  

  

 

  

  

  

  

 

 

    
   

    
   

 
 

95397-0319 

K AGENT’S CERTIFICATION 

The undersigned Agent certifes that the Applicant has read, or had read to the Applicant, the completed application and that the 
Applicant realizes that any false statement or misrepresentation in the application may result in loss of coverage under the policy. 

TO BE COMPLETED BY AGENT (Attach separate sheet, if necessary) 

1. List any other health insurance policy you have sold the Applicant that is still in force. 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

2. List any other health insurance policy you have sold the Applicant in the past fve (5) years that is no longer in 
force. 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

I certify that: 

1. I have accurately recorded the information supplied by the Applicant; and 

2. I have given an Outline of Coverage for the policy applied for and a Guide to Health Insurance 
for People with Medicare to the Applicant. 

________________________________________ ____________________________________________ 
Agent’s Signature: Date: 

________________________________________ ____________________________________________ 
Agent’s Printed Name: Agent No: 

MedigapSecurity 
[1901 Market Street 

Philadelphia, PA 19103-1480] 

Not connected with or endorsed by the U. S. government or the federal Medicare program. 

MedigapSecurity 
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___________________________________________________________________________________ 

MedigapSecurity 
NOTICE TO APPLICANT REGARDING REPLACEMENT OF MEDICARE SUPPLEMENT 

INSURANCE OR MEDICARE ADVANTAGE 
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE. 

According to your application, you intend to terminate existing Medicare supplement or Medicare Advantage and replace it with 
a policy to be issued by Independence Blue Cross and Highmark Blue Shield. Your new policy will provide thirty (30) days within 
which you may decide without cost whether you desire to keep the policy. 

You should review this coverage carefully. Compare it with all accident and sickness coverage you now have. If, after due 
consideration, you fnd 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 accident and sickness 
coverage you have that may duplicate this policy. 

STATEMENT TO APPLICANT BY ISSUER, PRODUCER (OR OTHER REPRESENTATIVE): 

I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare supplement 
policy 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 policy is 
being purchased for the following reason(s) (check one): 

■  Additional benefts 

■  No change in benefts, but lower premium 

■  Fewer benefts and lower premiums 

■  My plan has outpatient prescription drug coverage, and I am enrolling in Part D. 

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

■  Other. (please specify) ________________________________________________________________ 

_______________________________________: Signature of Producer or other representative 

_______________________________________: Applicant Signature and Date 

1. Health conditions that you may presently have (preexisting conditions) may not be immediately or fully covered under the new 
policy. This could result in denial or delay of a claim for benefts under the new policy, whereas a similar claim might have been 
payable under your present policy. 

2. State law provides that your replacement policy or certifcate may not contain new preexisting conditions, waiting periods, 
elimination periods or probationary periods. The insurer will waive any time periods applicable to preexisting conditions, 
waiting periods, elimination periods, or probationary periods in the new policy (or coverage) for similar benefts to the extent 
such time was spent (depleted) under the original policy. 

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

Benefts underwritten or administered by Independence Blue Cross and Highmark Blue Shield — 
independent licensees of the Blue Cross and Blue Shield Association. 
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Discrimination is Against the Law 

This Plan complies with applicable Federal civil rights 
laws and does not discriminate on the basis of race, 
color, national origin, age, disability, or sex. This Plan 
does not exclude people or treat them differently 
because of race, color, national origin, age, disability, 
or sex. 

This Plan 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). 

 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 our Civil Rights 
Coordinator.  If you believe that This Plan 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 our Civil 
Rights Coordinator. You can file a grievance in the 
following ways: In person or by mail: ATTN: Civil 
Rights Coordinator, 1901 Market St reet , 
Ph i lade lph ia ,  PA 19103,  By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email: 
civilrightscoordinator@1901market.com. If you need 
help filing a grievance, our 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.jsf or by mail 
or phone at: U.S. Department of Health and Human 
Services, 200 Independence Avenue SW., Room 
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are 
available at 
http://www.hhs.gov/ocr/office/file/index.html. 

Y0041_HM_17_47643 Accepted 10/14/2016    Taglines as of 10/14/2016 IBC7756 (10/16) 
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