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Federal Employee Program.

FEP Medicare Prescription Drug Program Voluntary Enroliment Form

This form is for individuals who are not automatically enrolled in the FEP Medicare Prescription Drug
Program (MPDP) but want to enroll and meet the eligibility requirements.

Eligibility Requirements
As a Blue Cross and Blue Shield Service Benefit Plan member, you can enroll in MPDP if you:

e Are a permanent resident of the U.S. or a U.S. territory.
e Have Medicare A and/or B primary.

There is no restriction on when you can enroll if you meet these requirements.
Instructions

Please read these instructions carefully before you fill out the form on the next page.
To complete the form, you will need the following items:

1. Your Medicare member ID card

2. Your FEP member ID card

Once you have the information above, fill out the form completely. Then you send it to:

FEP Medicare Prescription Drug Program
P.O. Box 3539
Scranton, PA 18505

Important: If there are multiple people in your household eligible for MPDP, you will each need to
send in your own form.

Questions

If you have any questions about this form, please call 1-888-338-7737 (TTY: 711).
(Next page)
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The FEP Medicare Prescription Drug Program (MPDP) is a prescription drug plan with a Medicare contract. Enroliment in
MPDP depends on contract renewal. By enrolling in this benefit, you authorize us to send information related to your
prescription drug coverage to Medicare. The Blue Cross and Blue Shield Federal Employee Program® and FEP® are
trademarks owned by the Blue Cross Blue Shield Association.



Name and Contact Information

First Name: Last Name: Middle Initial:
Write exactly as shown on your FEP member ID card. Write exactly as shown on your FEP member ID card.

Birth Date: Sex: Male [] Female [_]

Format: MM/DD/YYYY

Permanent U.S. Address (cannot be a PO box)

Street Address:

City: State: Zip Code:
Phone Number: Email (Optional):

Mailing Address (if different than permanent address above)

Street Address:

City: State: Zip Code:

Health Plan Information

Medicare Member ID:

Get this 11 character ID from your Medicare ID card.

FEP Plan Name:FEP Blue Focus
Get this from your FEP member ID cgrd. . PBP ID: 806

FEP Member ID: R

Get the 8 numbers that follow the letter "R" on your FEP ID card.

Acknowledgement

| understand that by enrolling in the FEP Medicare Prescription Drug Program (MPDP) | must keep my
Medicare Part A and/or B coverage. | also know that this means that the Service Benefit Plan 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 below). Your response to this form is voluntary. However, failure to respond may affect
enrollment in the plan.

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

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. | 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. 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:

Authorized Representative (if applicable, sign above and fill in the fields below)

Name: Phone Number:

Address: Relationship to Member:




Communication Preferences (this section is optional)

Would you like to receive materials in a language other than English?
No

Yes, Spanish

Yes, Other

Would you like to receive materials in large print?
No
Yes
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