
Anthem Senior Advantage
Enrollment Form – 2007

For Select Counties in 
Kentucky, Indiana and Ohio

(For a complete list of available counties,
please refer to the Summary of Benefits for this plan.)

Please complete all pages and mail to:
Anthem Senior Advantage
OH44B-802
1351 William Howard Taft Road
Cincinnati, OH 45206-9974

A-62 r 1006    IN/KY/OH M0013_07_005 09/2006
White Copy: Return to Anthem      Yellow Copy: Applicant Should Keep

Anthem Blue Cross and Blue Shield is the trade name of:  In Indiana, Anthem Insurance Companies,
Inc. In Kentucky: Anthem Health Plans of Kentucky, Inc. In Ohio, Community Insurance Company.
Independent licensees of the Blue Cross and Blue Shield Association. The Blue Cross and Blue
Shield names and symbols are the registered marks of the Blue Cross and Blue Shield Association. 



Section 2: Benefit Selection — Choose one.
� Basic Plan You Pay $0.00 � Enhanced Plan           You Pay $0.00

Section 3: Health Insurance Card for Medicare Information
Please take out your Medicare Card to complete this section. 

•  Please fill in these blanks 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 both Medicare Part A and Part B to join a
Medicare Advantage plan.

Section 4: Please choose the name of a Primary Care Physician (PCP) from the ASA Provider Directory.Write your choice below.

PCP name ____________________________________________

PCP address ___________________________________________

PCP ID no. _____________________________________________
(As it appears in the directory.)

Is this a new physician for you? � YES � NO

First Name Middle Initial Last Name

Home Street Address/Apt. No. (Cannot use P.O. Box) City State ZIP Code

County Phone No. Sex Date of Birth

Mailing Address (if different from address above) City State ZIP Code

Billing Address (if different from address above) City State ZIP Code

Section 1: Enrollee Data (Please print: Press firmly)

� M � F
Social Security No. (providing
this information is optional)

Important: Since you became eligible for Medicare, have you had any prescription drug coverage or any insurance that included drugs?
� Yes � No If you answer no, your premium may be increased because of a late enrollment penalty. If you answer yes, we may ask
you for proof that your previous prescription drug coverage was at least as good as Medicare’s standard prescription drug coverage
(creditable prescription drug coverage).You can send copies of your proof with this form or you can wait until we ask for it.You don’t have
to send your proof to enroll. However, if we ask you for your proof and you don’t provide it, your premium may be increased because of a
late enrollment penalty. For more information about the late enrollment penalty, visit www.Medicare.gov or call 1-800-MEDICARE.

Name _________________________________________

Medicare Claim Number                                              Sex ____
__ __ __ - __ __ - __ __ __ __ __

Is Entitled To:                                                           Effective Date:
Hospital (Part A) __________________
Medical (Part B) __________________

Section 5: Please Answer the Following Questions

1. Do you have End Stage Renal Disease (ESRD)?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . �Yes � No
(If “Yes,” please see the statement on ESRD on the last page of this form.)

2. Some individuals may have other drug coverage, including other private insurance, TRICARE, 
Federal employee health benefits coverage, VA benefits, or State pharmaceutical assistance 
programs. Will you have other prescription drug coverage in addition to Anthem Senior Advantage? . . �Yes � No
(If “Yes,” please list the name of your other coverage and your identification (ID) number(s) for this coverage below.
Name ___________________________ ID no. ________________________ Group no. ____________________

3. Are you a resident in a long-term care facility, such as a nursing home?  . . . . . . . . . . . . . . . . . . . . . . . . �Yes � No
If “Yes,” please provide the following information.
Name of Facility _________________________________Phone number of Facility (____)______________________ 

Address of Facility _______________________________________________________________________________
4. Are you enrolled in your State Medicaid program? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . �Yes � No

If “Yes,” please provide your Medicaid number. ___________________________________________________



Section 6: Working Aged Survey
The Centers for Medicare and Medicaid Services has requested that Anthem Senior Advantage report the current working status of our
members. For us to report your working status accurately, please complete this survey. Information from this survey will not affect your
Medicare coverage or your membership with Anthem Senior Advantage. Please check the appropriate box:

1. Are you currently working and/or self employed? 
�Yes  (Go to Question 3.)           � No 

2. What is your current status? 
� Retired _ When?  Month ____  Year____  (Go to Question 9.)
� Never worked outside the home, or disabled 

(Go to Question 9.)
3. Before your current position, did you retire from another

company?
� Yes _ When?  Month ____  Year____          � No 

4. Do you currently have health coverage in addition to your
Medicare Advantage through your current employer?
�Yes           � No  (Go to Question 9.)

5. How many employees does your current employer have?
Employees

6. Please fill in the insurance and employer information below.
Note: This information will be used only for coordination
of benefits.
Insurance company _________________________________
Policy number _____________________________________

Effective date of coverage ________________
Employer name ____________________________________
Employer address __________________________________
Employer city _________________ State ____ Zip ________
Employer phone number _____________________________

7. What is your planned date of retirement?  
Month ______  Year______           � Don’t know

8. Do you plan to continue your employer health coverage?
�Yes      � No _ When will/did the coverage end?  

Month ______  Year______ 
9. Are you married? �Yes           � No (Survey is complete.)

10. Spouse’s name ___________________________________
Social Security number

11. Is your spouse currently working and/or self employed?
�Yes  (Go to Question 13.)           � No 

12. What is your spouse’s current status? 
� Retired _ When?  Month ____  Year____  (Survey is complete.)
� Never worked outside the home, or disabled 

(Survey is complete.)
13. Before your spouse’s current position, did your spouse retire

from another company?
� Yes _ When?  Month ____  Year____          � No 

14. Does your spouse have health coverage through his/her
current employer?
�Yes           � No (Survey is complete.)

15. Does your spouse’s health plan include coverage for you?
�Yes           � No (Survey is complete.)

16. How many employees does your spouse’s employer have?
Employees

17. Please fill in the insurance and employer information below.
Note: This information will be used only for coordination
of benefits.
Spouse’s insurance company _________________________
Spouse’s policy number ______________________________

Effective date of coverage ____________________
Spouse’s employer name ____________________________
Spouse’s employer address __________________________
Spouse’s employer city ______________ State ___ Zip _______
Spouse’s employer phone number ______________________

18. What is your spouse’s planned date of retirement?
Month ______  Year______           � Don’t know

19. Has your spouse continued to carry health coverage for you
beyond your Medicare Advantage coverage effective date?
�Yes      � No _ When will the coverage end?  

Month ______  Year______ 
2006-223-MA  03/2006 

Section 7: Please provide your Enrollment Period information.
Typically, you may enroll in a Medicare Prescription Drug Plan only during the Annual Open Enrollment Period (AEP) between
November 15 and December 31 of each year — unless you are newly eligible for Medicare (in your Initial Enrollment Period, or ICEP)
or you are eligible for a Special Enrollment Period (SEP).Please check any statement below that is true for you.
� I am new to Medicare. (ICEP)
� I have both Medicare and Medicaid or my state helps pay 

for my Medicare premiums. (SEP)
� I just moved into a long-term care facility (for example, 

a nursing home or longer-term care). (SEP)
� I recently involuntarily lost my creditable drug coverage  

(that is, coverage that is at least as good as Medicare’s). (SEP)

� I recently moved outside of the service area for my 
current plan. (SEP)

� I was recently approved for extra help paying for 
Medicare prescription drug coverage. (SEP)

� I recently left a PACE program. (SEP) 
� I am either losing coverage I had from an employer or 

leaving employer coverage. (SEP)

Section 8: Important Information — Please Read.
If you currently have health coverage from an employer or union, joining Anthem Senior Advantage could affect your
employer or union health benefits. If you have health coverage from an employer or union, joining Anthem Senior Advantage
may change how your current coverage works. Read the communications your employer or union sends you. If you have questions,
visit their website, or contact the office listed in their communications. If there is no information on whom to contact, your benefits
administrator or the office that answers questions about your coverage can help.



By completing this enrollment application, I agree to the following: Anthem Senior Advantage is a Medicare Advantage plan, and I will
need to keep my Medicare Parts A and B. I can only be in one Medicare Advantage plan at a time. It is my responsibility to inform you of any
prescription drug coverage that I have or may get in the future. Enrollment in this plan is generally for the entire year. I may leave this plan only
at certain times of the year, or under special circumstances, by sending a request to Anthem Senior Advantage or by calling 1-800-
MEDICARE.TTY/TDD users should call 1-877-486-2048.These numbers are available 24 hours a day, 7 days a week.
Anthem Senior Advantage serves a specific service area. If I move out of the area that Anthem Senior Advantage serves, I need to notify the
plan so I can disenroll and find a new plan in my new area. Once I am a member of Anthem Senior Advantage, I have the right to appeal plan
decisions about payment or services if I disagree. When I receive the Evidence of Coverage document from Anthem Senior Advantage, I will
read it so I know the rules I must follow in order to receive coverage with this Medicare Advantage plan.
I understand that, beginning on the date my Anthem Senior Advantage plan coverage begins, I must get all of my health care from my Anthem Senior
Advantage plan, with the exception of emergency or urgently needed services or out-of-area dialysis services.Medicare beneficiaries are generally not
covered under Medicare while out of the country except for limited coverage in Canada and Mexico.Services authorized by Anthem Senior Advantage
and other services contained in my Anthem Senior Advantage Evidence of Coverage document (also known as a member contract or subscriber
agreement) will be covered.Without authorization, neither Medicare nor my Anthem Senior Advantage Plan will pay for the services.
By joining the Anthem Senior Advantage plan, I attest that I am not receiving any financial support from my current or former employer group or
union (or my spouse’s current or former employer group or union) intended for the purchase of prescription drugs or prescription drug coverage
or to pay for, in whole or in part, my enrollment in a Medicare drug plan.
Release of Information: By joining this Medicare health plan, I acknowledge that the Medicare health plan will release my information to
Medicare and other plans as is necessary for treatment, payment and health care operations.The information on this enrollment form is correct
to the best of my knowledge. I understand that if I intentionally provide false information on this form, I will be disenrolled from the plan. Note:
Failure to agree with all of the terms and conditions in the Release of Information statement above will result in a denial of your enrollment due
to an inability to provide benefits and process claims.
Note Regarding End Stage Renal Disease (ESRD): If you had ESRD but no longer need regular dialysis or have had a successful kidney
transplant, please attach a note or records from your doctor stating this.

Section 9: Application Agreement   Important: Read this information before signing in Section 11 below.

Section 10: Important — Read the Application Agreement above.Then sign below.*

*If anyone helped the individual fill out this form, he or she must sign below:
Signature _____________________________________________Date ________________Relationship _______________________________

I understand that my signature on this application means that I
have read and understand the contents of this application. I have
read and understand the Application Agreement above, includ-
ing the “Release of Information” statement. Further, I agree that
the Evidence of Coverage document governs what rules
must be followed in order to receive coverage with this
Medicare Advantage Plan.
Signature* ________________________________________________

Date* _____________________________________________________

*If the individual cannot sign, another person who is authorized by
state or federal law must sign and must complete the following infor-
mation. Please attach proof of authorization (Durable Power of
Attorney or Guardianship papers).
Name _____________________________________________________

Address ___________________________________________________

Phone No. _________________________________________________

Relationship to Enrollee _____________________________________

White Copy — Return to Anthem Blue Cross and Blue Shield 
Green Copy — Keep for Your Records

Note: The effective date shown below should be the first of the next month after we receive the application — unless a different future date is
requested for a qualified ICEP or SEP applicant. If applicant applies during an AEP, the effective date should be January 1st of the next year.

Applicant: Please Do Not Complete the Following Sections.
For Office Use Only:
Received Date

Premium enclosed (optional): _________________ 
Please check which code to use for commission payment:
� Agent/Broker’s Code No.: _________________________________
� Agency Code No.: _______________________________________

Agent/Broker’s Printed Name: ________________________________

Agency Name: ____________________________________________ 

Street Address  ___________________________________________

City/State/Zip_____________________________________________

Phone No.: (      ) ______________ Fax No.: (      ) _______________

E-Mail Address: ___________________________________________

Office UseProposed Effective Date 
(mo/day/yr) : ______________
Enrollment Period (check one):
� ICEP (Initial Enrollment)     � AEP (Annual Election) 
� OEP (Open Enrollment)     � SEP* (Special Election)
*If checked, give date of SEP event : __________
I helped the applicant fill out this application: � Yes � No

Agent Use Only
Signature _____________________________________
Date  _________________________

For Agent/Broker Use Only:
Telephone enrollment?   � Yes    � No
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Automatic Payment Options


Make Life Easier and Increase Your Peace of Mind


Anthem Blue Cross and Blue Shield is the trade name of:  In Indiana, Anthem Insurance Companies, Inc. In Kentucky: Anthem
Health Plans of Kentucky, Inc. In Ohio, Community Insurance Company. In Virginia, Anthem Health Plans of Virginia, Inc.
(serving Virginia, excluding the city of Fairfax, the town of Vienna and the area east of State Route 123). Independent licensees of
the Blue Cross and Blue Shield Association. The Blue Cross and Blue Shield names and symbols are the registered marks of the
Blue Cross and Blue Shield Association.


A-2460 rev. 9/06  IN/KY/OH/VA IA-07-EN-MA-001
08/2006


Looking for a way to make life easier? To avoid the
hassle of monthly bill paying, Anthem Blue Cross and
Blue Shield offers Automatic Payment Options. You
have two options to choose from: 


1) Bank Account Withdrawal: Have your monthly
premium automatically withdrawn from you bank
account when your bill is due.
– or –
2) SSA Deduction: Have your monthly premium
automatically deducted from your Social Security
check. 


Both of these services are provided at no additional
charge. By signing up for one of these services today, you
get increased administrative efficiency and the peace of
mind that comes with knowing your monthly premium is
paid on time, every time. 


Advantages of Automatic Payment 
■■ Uninterrupted Claim Payment and Coverage


Automatic payment eliminates potential interruptions
in coverage. 


■■ Reduced Paperwork
Fill out one simple form now to end monthly checks
and possible mail delays. (Note: With either of these
options, billing statements will not be sent to you.)


■■ Quick and Easy Sign-Up
Complete the Customer Information and one of the
Authorization Forms on the reverse. Then make a
copy for your records and mail this sheet to the
address shown on the right. You will receive a letter
indicating when your bank withdrawal or Social
Security deduction will begin.


Important Information
Anthem must receive confirmation of your membership
from the federal government (the Centers for Medicare


and Medicaid Services – CMS) before your automatic
bank withdrawal or Social Security deduction can begin.
This could take several months. 
As a result, several months of premium could be
deducted from your bank account or Social Security
check the first time. After that, your premium will be
up-to-date and only one premium will be withdrawn
each month. 


If you choose an automatic payment option, you usually
must continue that option for the rest of the year. 


If you qualify for extra help with your Medicare
prescription drug costs and Medicare covers some of
your premium, you can still choose an automatic
payment option. 


If You Have Questions
If you have questions, please call the Member Service
Department, 8 a.m. to 8 p.m., seven days a week.


If you live in Indiana, Kentucky or Ohio, 
call 1-800-467-1199.


If you live in Virginia, call 1-866-827-9866.


If you are hearing or speech impaired and have access to
a TTY/TDD system, please use the following numbers:


In Indiana, Kentucky and Ohio, call 
1-888-853-7754


In Virginia, call 1-800-828-1120


Mail your completed form to:
Medicare Advantage Plans
Anthem Blue Cross and Blue Shield 
Mail Location OHO403-B038
1351 William Howard Taft Road
Cincinnati, OH 45206-1775


Medicare Advantage Plans







Financial Institution Information
Financial institution name Name on account


Financial institution street address City State ZIP code


Account no. Bank ABA routing no. 


Account type: o Checking/NOW o Savings o Other (If other, please specify.)
(Please attach a blank, voided check for checking account deduction or a blank deposit slip
for savings account deduction.)


I authorize the financial institution named above to allow Anthem Insurance Companies, Inc., dba Anthem
Blue Cross and Blue Shield (Anthem), to deduct my Medicare Advantage Plan premium payments, and any other
related payments, from my account identified above. This authorization will remain in effect unless I provide
written notice of its termination to Anthem and the above-named financial institution. Anthem and the financial
institution will be given reasonable time to act on my request. I understand that this form is valid for 60 days
after CMS confirmation of my membership. If automatic bank withdrawal is not established with my bank by
that time, I will need to complete a new authorization form.
Printed name of person signing at right   Authorized signature on this account Date


For Anthem Use Only:  Authorized Anthem signature Date


(Please complete for either bank account or Social Security deduction option.)
Last name First name MI


Identification number on Anthem membership card (if known)


Customer street address City State ZIP code


Customer contact person Phone no. 


Check One: o Choosing an option for the first time   Requested effective date
o Changing options or information


I would like the premium for my Medicare Advantage plan deducted from my SSA monthly benefit check.
I understand that my signature (or the signature of the person authorized to act on my behalf under the laws of the
State where I reside) below means that I have read and understand the contents of this form. If signed by an
authorized individual (as described above), this signature certifies that 1) this person is authorized under State law
to complete this form and 2) documentation of this authority is available upon request by Anthem Blue Cross and
Blue Shield or by Medicare. 


Authorized signature* Date


*If you are the authorized representative, you must provide the following information:
Name Phone no. Relationship to enrollee


Street Address City State ZIP code


Bank Account Withdrawal Authorization Form


Customer Information


Social Security Deduction Authorization Form





