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1-800-MEDICARE (1-800-633-4227)

name of beneficiary
JAnE DoE
medicare claim number sex
000-00-0000-A  FEMALE
is entitled to effective date
HospItAL (pARt A)  07-01-2010
MEDICAL (pARt B)  07-01-2010

section A: Applicant Information (please print and use black ink only.)
last name first name mi sex   Ӂ m     Ӂ f

Home street address (Physical address, not a P.o. box) apt #

city county state ZiP code

mailing address (if different than above) city state ZiP code

billing address (if different than above) city state ZiP code

social security number
___ ___ ___ | ___ ___ | ___ ___ ___ ___ 

date of birth
___ ___ | ___ ___ | ___ ___ ___ ___

age Home Phone number 
(        )

email address (optional)

Have you used tobacco products in any form in the past 12 months? . . . . . . . . . . . . . . . . . . . . . . . . . Ӂ yes Ӂ no
section B: Medicare Information (From your red, white and blue Medicare card.)
NOTE: The below information is required to complete your enrollment. Enrollment in Original 
Medicare is required.

medicare claim number: __________________

Hospital (Part a) effective date: _____________ 
                                                    montH/year

medical (Part b) effective date: _____________ 
                                                    montH/year

is a member of your household enrolled in or applying for a medicare supplement plan with us?
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .   Ӂ yes Ӂ no
if “yes,” you may be eligible for a discount on your premium.* Please provide the following 
information for that household member:   
name _____________________________________ medicare claim number  ___________________________________  
Anthem Blue Cross 0HGLFDUH�6XSSOHPHQW�,GHQWL¿FDWLRQ�1XPEHU� 
_____________________________________________________________

*see the outline of coverage – Premium information page for details.

31283casenabc 08/15

anthem blue cross is the trade name of blue cross of california. independent licensee of the blue 
cross association. ® antHem is a registered trademark of anthem insurance companies, inc. the 
blue cross name and symbol are registered marks of the blue cross association.

Anthem Blue Cross 
P.o. box 9063���oxnard, ca 93031-9063
Application for Medicare supplement  
and Anthem Extras – California
Send no money now!  

For assistance, please contact your Anthem Blue Cross Insurance 
Agent or call us at 1-888-211-9813. To be considered for coverage, 
you must live in the Anthem Blue Cross service area in California. 
Please answer all questions fully.

Ӂ new enrollment     
Ӂ change to existing  

anthem medicare  
supplement Plan
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section C: plan Chosen (Check only one plan under 1 or 2 below.)
1. If you are age 65 or over, oR turning 65 in the next 3 months, the following plan(s)   
 are available to you: 

 medicare supplement:  Ӂ Plan a    Ӂ Plan f    Ӂ Plan n

2. If you are under age 65 and eligible for Medicare due to a disability, the following plan(s) 
 are available to you:     Ӂ Plan a    Ӂ Plan f    Ӂ Plan n

� ,I�XQGHU����� 'HVFULEH�WKH�KHDOWK�FRQGLWLRQ�WKDW�TXDOL¿HG�\RX�IRU�0HGLFDUH�
  __________________________________________________________________________________________ 

  __________________________________________________________________________________________

  do you have end-stage renal disease (esrd)? . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no 

 Please note that individuals who have been diagnosed with end stage renal disease  
 do not qualify for any of these plans.

section D: Effective Date
Your effective date will be the 1st of the month after we receive your completed Application 
and it is approved. upon approval, your effective date cannot be changed. if you provide a future 
effective date, it cannot be more than 90 days after the date we received your completed application 
RU�ZKHQ�¿UVW�HOLJLEOH�IRU�2ULJLQDO�0HGLFDUH� note: effective date of coverage cannot be prior to your 
original medicare effective date.
you can request an initial effective date other than the 1st of the month to ensure continuation of 
coverage only if your existing coverage will terminate on a date other than the end of the month. 
note: after the initial effective date, your policy will move to a 1st of the month anniversary date.

Requested Effective Date: _________  / ________  / _____________
 mm          dd            yyyy

section E: Billing and payment preference
How often do you prefer to be billed? check one:
   Ӂ monthly

Ӂ automatic bank draft*

   Ӂ Quarterly    Ӂ annual**
Ӂ Paper statement (mailed to Billing Address in section a)

*  for automatic bank draft option, please complete the enclosed medicare supplement Premium 
Payment form. automatic bank draft is done on the 6th day of the month for your account.

**  if you sign up for automatic bank draft and annual payments, you will receive only the  
annual discount.

premiums are subject to change on or after the Renewal Date in accordance with the terms of 
the policy. Your premium Billing preference selection does not guarantee your premium for any 
VSHFL¿F�WLPH�SHULRG��5HQHZDO�'DWH�LV�GH¿QHG�DV�*HQHUDOO\�0DUFK����VXEMHFW�WR�VWDWH�DSSURYDO�
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section F: preferred Language
as part of the california language assistance regulation (california code of regulations, section 
�������������$QWKHP�%OXH�&URVV�LV�UHTXLUHG�WR�GHYHORS�D�GHPRJUDSKLF�SUR¿OH�RI�LWV�PHPEHUVKLS��
7KH�UHJXODWLRQ�VSHFL¿FDOO\�LQFOXGHV�SUHIHUUHG�VSRNHQ�DQG�ZULWWHQ�ODQJXDJH�DV�SDUW�RI�WKH�LQIRUPDWLRQ�
QHHGHG�WR�GHYHORS�D�GHPRJUDSKLF�SUR¿OH��,I�\RX�ZRXOG�OLNH�WR�DVVLVW�XV�LQ�RXU�/DQJXDJH�$VVLVWDQFH�
Program (part of our participation in the california language assistance regulation), please complete 
the two questions below.
Important: Completing these questions is strictly voluntary. the information you provide  
will not be used in determining eligibility or insurability.
7R�¿QG�WKH�FRGHV�QHHGHG�WR�DQVZHU�WKH�WZR�TXHVWLRQV�EHORZ��SOHDVH�VHH�WKH�2SWLRQDO�/DQJXDJH�
&RGLQJ�6KHHW��HQFORVHG�ZLWK�WKLV�HQUROOPHQW�IRUP��)RU�HDFK�TXHVWLRQ��¿QG�WKH�DSSURSULDWH�FRGH� 
in the numbered section on the coding sheet and write it below.
Examples: if you prefer to speak Cantonese, please use “W02” to complete Question 1.  
and if your preferred written language is Chinese, please use “ZHo” for Question 2.
1. What is your preferred spoken language? section 1 - code: _______________________

2. What is your preferred written language? section 2 - code: _______________________

for each question, be sure to choose the code most appropriate for you. the codes that are printed in 
bold are more general categories. only use a code in bold if none of the other categories apply to you.

6HFWLRQ�*��&RQGLWLRQV�RI�$SSOLFDWLRQ��$QVZHU�DOO�TXHVWLRQV��
Please read the six statements below.
Important statements
1. you do not need more than one medicare supplement policy.
2. if you purchase this policy, you may want to evaluate your existing health coverage and decide if 

you need multiple coverages.
���<RX�PD\�EH�HOLJLEOH�IRU�EHQH¿WV�XQGHU�0HGLFDLG�DQG�PD\�QRW�QHHG�D�0HGLFDUH�6XSSOHPHQW�SROLF\�
���,I�DIWHU�SXUFKDVLQJ�WKLV�SROLF\��\RX�EHFRPH�HOLJLEOH�IRU�0HGLFDLG��WKH�EHQH¿WV�DQG�SUHPLXPV�XQGHU�
\RXU�0HGLFDUH�6XSSOHPHQW�SROLF\�FDQ�EH�VXVSHQGHG��LI�UHTXHVWHG�GXULQJ�\RXU�HQWLWOHPHQW�WR�EHQH¿WV�
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 that 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 the suspension.

5. if you are eligible for, and have enrolled in a medicare supplement policy by reason of disability 
DQG�\RX�ODWHU�EHFRPH�FRYHUHG�E\�DQ�HPSOR\HU�RU�XQLRQ�EDVHG�JURXS�KHDOWK�SODQ��WKH�EHQH¿WV�
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 the suspension.

6. 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  
0HGLFDLG�SURJUDP��LQFOXGLQJ�EHQH¿WV�DV�D�4XDOL¿HG�0HGLFDUH�%HQH¿FLDU\��40%��DQG�D�6SHFL¿HG�
/RZ�,QFRPH�0HGLFDUH�%HQH¿FLDU\��6/0%��

(continued)
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6HFWLRQ�*��&RQGLWLRQV�RI�$SSOLFDWLRQ�(continued)

*HQHUDO�,QIRUPDWLRQ
if you lost or are losing other health insurance coverage and received a notice from your prior  
insurer saying you were eligible for guaranteed issue of a medicare supplement insurance policy,  
or that you had certain rights to buy such a policy, you may be guaranteed issue in one or more  
of our medicare supplement plans. Please include a copy of the notice from your prior insurer with  
your application.
(Please answer all questions by marking “Yes” or “No” with an “X.”)

to the best of your knowledge:
1. a. did you turn age 65 in the last 6 months?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

b. did you enroll in medicare Part b in the last 6 months?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no
  if yes, what is the effective date? _______________________

2. are you covered for medical assistance through the state medi-cal program?  . . . . . . . .  Ӂ yes Ӂ 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,
a. Will medi-cal pay your premiums for this medicare supplement policy?  . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no
E��'R�\RX�UHFHLYH�DQ\�EHQH¿WV�IURP�medi-cal other than payments toward 

your medicare Part b premium?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no
3. a. if you had coverage from any medicare plan other than original medicare within the  

past 63 days (for example, a medicare advantage plan, like a medicare Hmo or PPo),  
¿OO�LQ�\RXU�VWDUW�DQG�HQG�GDWHV�EHORZ��,I�\RX�DUH�VWLOO�FRYHUHG�XQGHU�WKLV�SODQ��

 leave “end” blank. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .start ______ / ______ / ______   end ______ / ______ / ______

b. if you are still covered under this plan, but know your coverage will end, what is your 
 expected “end” date.   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .end ______ / ______ / ______

c. if ending, indicate reason why your coverage is ending _______________________________________
d. if you are still covered under the medicare plan, do you intend to replace your current 

coverage with this new medicare supplement policy?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no
H��:DV�WKLV�\RXU�¿UVW�WLPH�LQ�WKLV�W\SH�RI�0HGLFDUH�SODQ"� . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no
f. did you drop a medicare supplement policy to enroll in the medicare plan?  . . . . . . . . . . . . .  Ӂ yes Ӂ no

4. a. do you have another medicare supplement policy in force?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no
b. if so, with what company, and what plan do you have? 

company:_________________________________   Plan:  __________________________________________________

c. if so, do you intend to replace your current medicare supplement policy with  
this policy?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

5. Have you had coverage under any other health insurance within the past 63 days?  . . . . . .  Ӂ yes Ӂ no 
(for example, an employer, union or individual plan)
a. if so, with what company ___________________  and what kind of policy?  ___________________________

b. What are your dates of coverage under the other policy? if you are still covered under the 
other policy, leave “end” blank.  . . . . . . . . .start ______ / ______ / ______   end ______ / ______ / ______

 Policy number _________________  customer service Phone number  _____________________________

c. if you are still covered under this plan, but know your coverage will end,  
what is your expected “end” date. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .end ______ / ______ / ______

d. if ending, reason why your coverage is ending  ___________________________________________________
6. Have you purchased a stand-alone Prescription drug Plan (PdP)?  . . . . . . . . . . . . . . . . . . . . . . . .   Ӂ yes Ӂ no

a. if so, with what company?__________________________________________________________________________

b. PdP effective date:___________________________________
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section H: Health History and Medical provider Information
(If this section applies to you, answer all questions.)

*8$5$17(('�,668(�5,*+76�127,&(��%HIRUH�DQVZHULQJ�DQ\�+HDOWK�+LVWRU\�RU�0HGLFDO�
Information Questions, please read this important information regarding Medicare supplement 
*XDUDQWHHG�,VVXH�ULJKWV�
You are not required to provide health information during a period of guaranteed issuance.  
you are not required to answer the Health History or medical information questions in this application  
if you are entitled to a guaranteed issue medicare supplement Plan. if you qualify for enrollment  
on the basis of guaranteed issue, you will not be denied coverage. 
We require applicants to sign an authorization requested by the federal Health insurance Portability 
and accountability act of 1996 (HiPaa) to use or obtain medical information; however, if you qualify for 
Guaranteed acceptance into an anthem blue cross medicare supplement Plan, you will not be required 
to sign that authorization.
Please refer to the 0HGLFDUH�6XSSOHPHQW�*XDUDQWHHG�,VVXH�Guideline provided with this application 
to determine if you qualify for Guaranteed acceptance into an anthem blue cross medicare 
supplement Plan.
If you think you qualify for guaranteed acceptance into an Anthem Blue Cross Medicare 
supplement plan, write the number of your qualifying situation, as described in the Guideline,  
in the box below and sign where indicated.
i have read and i understand the medicare supplement Guaranteed issue Guideline, which was 
provided to me with this application. i believe that i qualify for guaranteed acceptance based on  
situation number _________� i have attached proper documentation, if necessary, to validate my eligibility 
for guaranteed acceptance.
signature:_______________________________________________________ Date:______________
you must already be enrolled in medicare Parts a and b to apply for these plans. 
If you do not qualify for enrollment on the basis of guaranteed issue, you must complete the 
questions below.
note: if the answer to any of the following questions is “yes,” you might not be eligible for coverage.
���$UH�\RX�FXUUHQWO\�FRQ¿QHG��RU�KDV�FRQ¿QHPHQW�EHHQ�UHFRPPHQGHG�WR�D�EHG��KRVSLWDO�� 

nursing facility or other care facility, or do you need the assistance of a wheelchair for  
any daily activity? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

2. Within the past two years, have you been hospitalized two or more times, been  
FRQ¿QHG�WR�D�QXUVLQJ�KRPH�IRU�D�WRWDO�RI�WZR�ZHHNV�RU�ORQJHU��RU�EHHQ�WR�WKH� 
emergency room more than three times? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

3. Within the past two years, have you been advised to have surgery that has not yet  
been done, or advised that you will need to be admitted to a hospital, skilled nursing  
facility or rehabilitation facility? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

����:LWKLQ�WKH�SDVW�¿YH�\HDUV��KDYH�\RX�EHHQ�WROG�\RX�KDG��EHHQ�FRQVXOWHG�IRU�WUHDWPHQW� 
of, sought treatment for, had treatment recommended for, received treatment for, been  
hospitalized for, or taken or been advised by a physician to take prescription drugs for  
any of the following conditions:
a. Heart conditions, including but not limited to, heart attack, open heart surgery,  

placement of pacemaker, heart valve replacement, angioplasty, aneurysm,  
congestive heart failure, enlarged heart, cardiovascular heart disease, coronary  
DUWHU\�GLVHDVH��SHULSKHUDO�YDVFXODU�GLVHDVH��DWULDO�¿EULOODWLRQ��YHQWULFXODU�WDFK\FDUGLD�� 
transient ischemic attack (tia) or stroke? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

b. alzheimer’s disease, Parkinson’s disease, senile dementia, organic brain  
disorder or other senility disorder? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

c. any respiratory condition, including but not limited to, chronic obstructive  
pulmonary disease (coPd) or emphysema (excluding allergies)? . . . . . . . . . . . . . . . . . . . . . . . .  Ӂ yes Ӂ no

(continued)
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section H: Health History and Medical provider Information (continued)

(If this section applies to you, answer all questions.)
d. internal cancer, leukemia, Hodgkin’s disease, insulin dependent diabetes,  

chronic kidney disease (including end-stage renal disease), kidney/renal failure,  
kidney/renal dialysis, cirrhosis of the liver, any organ transplant (except cornea),  
als (lou Gehrig’s disease), amputation or joint replacement due to disease? . . . . . . . . . Ӂ yes Ӂ no

e. sought medical treatment or consultation for bipolar illness, major depression,  
schizophrenia, psychosis, alcoholism or drug abuse?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ӂ yes Ӂ no 

���+DYH�\RX�HYHU�EHHQ�GLDJQRVHG�DV�KDYLQJ�DFTXLUHG�LPPXQH�GH¿FLHQF\�V\QGURPH� 
(aids) or aids-related complex (arc)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ӂ yes Ӂ no

6. are you taking any prescription medications?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Ӂ yes Ӂ no
7. in the past year, have you visited the same medical provider for 8 or more  

consecutive months for medical advice or treatment for the same condition?  . . . . . . . . . . . . Ӂ yes Ӂ no
For each question you answered “YEs” above, please provide complete details below.  
(see the example as a guideline). if additional space is needed, attach a separate sheet.

Item 
#

6SHFL¿F�LOOQHVV��
injury, procedure, 

surgery, 
hospitalization  

or condition

name of  
Medication

and  
'DWHV�RI�8VH

provider name,
Address,  

telephone  
(with area code), 

and Fax for Doctor

Dates of illness, injury,
procedure, surgery,

hospitalization  
or condition

Begin End/
Current

Note: This row is an example of how to complete this section. Please begin with next row.

4a Congestive  
Heart Failure

Lanoxin
Dr. John Doe

10 High Street, Suite 45
Anywhere, US 19222

1-555-555-1000 (phone)
1-800-555-2000 (fax)

11/1999 7/2005

1/2001 7/2005

name of Primary care Physician  _______________________________________________________________  

address  _______________________________________________________________________________________

Phone ( _______ ) ____________________ fax ( _______ ) ___________________________________________
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section I: Anthem Extras packages (Additional premiums Apply)
to be eligible for this coverage, you must be at least 65 years of age or older when the policy 
becomes effective. 
7KHVH�RSWLRQDO�EHQH¿WV are available to you at an additional premium and are not part of the 
medicare supplement Plans that we offer. if you enroll in anthem extras, you will receive separate 
GRFXPHQWDWLRQ��LGHQWL¿FDWLRQ�FDUG�DQG�ELOOV�UHODWHG�WR�\RXU�HQUROOPHQW�LQ�anthem extras.
if you currently have medical or dental coverage through anthem blue cross, please provide your 
,GHQWL¿FDWLRQ�1XPEHU��________________________________________________________________ 
if you are still covered under this plan, leave “end” blank.    start ____ / ____ / ____ end ____ / ____ / ____

if you are a current anthem blue cross member, what insurance do you have with us?
Ӂ�individual Health       Ӂ individual dental
Ӂ�Group Health  Ӂ Group dental        Ӂ Group vision 

the effective date will be the same as the effective date on page 2 of the medicare 
supplement application. 
Anthem Extras offerings:
Ӂ standard Package  Ӂ Premium Plus Package 
Ӂ Premium Package  Ӂ Premium Plus dental (only) 

Billing/payment options:
select one: Ӂ�monthly    Ӂ Quarterly    Ӂ semi-annual    Ӂ annual
select one: Ӂ�Paper statement (mailed to Billing Address in section a)

Ӂ��automatic bank draft (Premium deducted same day as your effective date –
anthem extras Premium Payment form required)

section J: Authorizations and Agreements
i, the applicant or my authorized representative, certify that i or my authorized representative have  
read, or had read to the applicant, the completed application, and understand this application in its 
entirety and have personally completed this application.
i, the applicant or my authorized representative, acknowledge any false statement or 
misrepresentation on the Application may result in loss of coverage under the policy and that it is 
my/our responsibility for accurately completing this application. i understand that i am not eligible for any 
EHQH¿WV�LI�DQ\�LQIRUPDWLRQ�UHTXHVWHG�RQ�WKLV�$SSOLFDWLRQ��HYHQ�LQIRUPDWLRQ�DERXW�P\�0HGLFDUH�FRYHUDJH��
is false, incomplete or omitted. i understand that the company may void all coverage up to twenty-four 
months from the original effective date of the policy, to the extent of material misrepresentation only in 
the event that i failed to accurately respond to questions on this application. in addition, i understand 
that i am responsible for notifying anthem blue cross of any changes to information on this application 
or new information that is discovered after the submission of my application but before my coverage 
becomes effective, including changes in my medical condition if not eligible for Guaranteed issue.
i understand and agree to the conditions of application and the authorization and agreements in this 
application. if applicable, i also understand and agree to the notice to applicant regarding replacement 
of medicare supplement insurance or medicare advantage (replacement notice) provided with this 
application. if my application is accepted, it will become part of the agreement between the company 
and myself.
i, the applicant or my authorized representative, acknowledge receipt of:
��&KRRVLQJ�D�0HGLJDS�3ROLF\��A Guide to Health Insurance for People with Medicare, and 
��WKH�Outline of Coverage.

i, the applicant or my authorized representative, understand that the selling agent (if applicable)  
has no authority to promise coverage or to modify the company’s underwriting policy or terms of any 
company coverage.

(continued)
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section J: Authorizations and Agreements (continued)

i, the applicant, am currently enrolled in an anthem blue cross�KHDOWK�SROLF\�FHUWL¿FDWH�DQG�ZLVK� 
to cancel that policy when this medicare supplement application is approved and my enrollment  
LV�FRQ¿UPHG�

$QWKHP�%OXH�&URVV�,GHQWL¿FDWLRQ�1XPEHU� _______________________________________________________

i, the applicant or my authorized representative, acknowledge responsibility for any overdraft fees 
permitted by state law.
,��WKH�DSSOLFDQW�RU�P\�DXWKRUL]HG�UHSUHVHQWDWLYH��XQGHUVWDQG�WKDW�WKHUH�LV�D�VL[�PRQWK�EHQH¿W�ZDLWLQJ�
period for coverage of any condition for which i received medical treatment or advice within the six 
months prior to the effective date of this medicare supplement policy. i understand that the time i was 
FRYHUHG�XQGHU�DQ\�RWKHU�KHDOWK�LQVXUDQFH�ZLOO�EH�FRXQWHG�WRZDUG�WKLV���PRQWK�EHQH¿W�ZDLWLQJ�SHULRG��LI�
there is not a break in coverage greater than 63 days between the termination of the other coverage and 
the effective date of this medicare supplement policy.
i, the applicant or my authorized representative, understand that if i incur an illness or change in medical 
condition during the time between the date i sign this application and the effective date of coverage, 
i must notify anthem blue cross in writing of any such illness or change, and such notice shall be a 
condition of my coverage. (this does not apply if i am applying during my open enrollment period or 
qualify for guaranteed-issue coverage for another reason.)
i, the applicant or my authorized representative, understand that anthem blue cross may convert 
my payment by check to an electronic automated clearinghouse (acH) debit transaction. the debit 
WUDQVDFWLRQ�ZLOO�DSSHDU�RQ�P\�EDQN�VWDWHPHQW�DOWKRXJK�P\�FKHFN�ZLOO�QRW�EH�SUHVHQWHG�WR�P\�¿QDQFLDO�
institution or returned to me. this acH debit transaction will not enroll me in any anthem blue cross 
automatic debit process and will only occur each time i send a check to anthem blue cross. any 
UHVXEPLVVLRQV�GXH�WR�LQVXI¿FLHQW�IXQGV�PD\�DOVR�RFFXU�HOHFWURQLFDOO\��,�XQGHUVWDQG�WKDW�DOO�FKHFNLQJ�
transactions will remain secure and my payment by check constitutes acceptance of these terms.
i understand that anthem blue cross may need to collect personal information about me from 
outside sources in order to approve my medicare supplement application. Personal and privileged 
information may only be disclosed to outside parties without my authorization if such disclosure 
is permitted by both the Health insurance Portability and accountability act (HiPaa) Privacy 
regulations (45 c.f.r. Parts 160 and 164) and state law. i also understand that under the HiPaa 
Privacy regulations and state law, i have a right to see and correct personal information that 
anthem blue cross collects about me, and that i may receive a more detailed description of my 
rights under these laws by writing to anthem blue cross.
i hereby authorize, at the request of anthem blue cross, any medical professional, hospital, clinic 
RU�RWKHU�PHGLFDO�RU�PHGLFDOO\�UHODWHG�IDFLOLW\��JRYHUQPHQW�DJHQF\�RU�RWKHU�PHGLFDO�SHUVRQ�RU�¿UP��WR�
disclose information, including copies of records concerning advice, care or treatment provided to 
me in order for anthem blue cross to review and evaluate my medicare supplement application.
this authorization does not extend to the disclosure of a provider’s notes taken during 
psychotherapy sessions that are maintained separately from the provider’s other medical records. 
this authorization will expire upon completion of the application process. i understand that i may 
revoke this authorization at any time by giving written notice of my revocation to: anthem blue 
cross, P.o. box 9063, oxnard, ca 93031-9063. i understand that revocation of this authorization 
will not affect any action taken in reliance on this authorization before you received my written notice 
of revocation.

(continued)
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section K: Binding Arbitration
5(48,5(0(17�)25�%,1',1*�$5%,75$7,21
the following provision does not apply to class actions:
,)�<28�$5(�$33/<,1*�)25�&29(5$*(��3/($6(�127(�7+$7�$17+(0�%/8(�&5266�
$1'�$17+(0�%/8(�&5266�/,)(�$1'�+($/7+�,1685$1&(�&203$1<�5(48,5(�%,1',1*�
ARBItRAtIon to sEttLE ALL�',6387(6�,1&/8',1*�%87�127�/,0,7('�72�',6387(6�
5(/$7,1*�72�7+(�'(/,9(5<�2)�6(59,&(�81'(5�7+(�3/$1�32/,&<�25�$1<�27+(5� 
,668(6�5(/$7('�72�7+(�3/$1�32/,&<�$1'�&/$,06�2)�0(',&$/�0$/35$&7,&(��,)�7+(�
$02817�,1�',6387(�(;&(('6�7+(�-85,6',&7,21$/�/,0,7�2)�60$//�&/$,06�&2857� 
It is understood that any dispute including disputes relating to the delivery of services under  

the plan/policy or any other issues related to the plan/policy, including any dispute as to medical 
malpractice, that is as to whether any medical services rendered under this contract were 
unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will 
be determined by submission to arbitration as provided by California law, and not by a lawsuit 
or resort to court process except as California law provides for judicial review of arbitration 
proceedings. Both parties to this contract, by entering into it, are giving up their constitutional 
right to have any such dispute decided in a court of law before a jury, and instead are accepting 
WKH�XVH�RI�DUELWUDWLRQ��7+,6�0($16�7+$7�<28�$1'�$17+(0�%/8(�&5266 AnD/oR AntHEM 
%/8(�&5266 /,)(�$1'�+($/7+�,1685$1&(�&203$1<�$5(�:$,9,1*�7+(�5,*+7�72�$� 
-85<�75,$/�)25�%27+�0(',&$/�0$/35$&7,&(�&/$,06��$1'�$1<�27+(5�',6387(6�
,1&/8',1*�',6387(6�5(/$7,1*�72�7+(�'(/,9(5<�2)�6(59,&(�81'(5�7+(�3/$1�32/,&<�
25�$1<�27+(5�,668(6�5(/$7('�72�7+(�3/$1�32/,&<�
Signature (Required) 

Applicant’s Signature Date of Signature

section L: policy Issuance

Important: This Application cannot be processed until the applicant signs below. By signing below, 

WKH�DSSOLFDQW�FHUWL¿HV�WKDW�KH�VKH�XQGHUVWDQGV�DQG�DJUHHV�WR�WKH�$XWKRUL]DWLRQV�DQG�$JUHHPHQWV�
outlined in the Application.

please do not cancel your present coverage, if any, until you receive  
documentation from Anthem Blue Cross, such as an ID card or written 

QRWL¿FDWLRQ��VKRZLQJ�WKDW�\RXU�$SSOLFDWLRQ�KDV�EHHQ�DSSURYHG�

to ensure timely processing, verify the following:

1) complete, sign and date all sections as indicated by signature boxes.

2)  if you want the convenience of automatic bank draft for payment purposes, be sure to complete
the premium payment Form.

3)  if replacing other coverage, the replacement notice is signed and dated by both you and your
insurance agent (if applicable) and returned with your application.

(continued)
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section L: policy Issuance (continued)

please mail the entire Application (including any additional forms) to the address below:
Anthem Blue Cross 
P.o. box 9063  
oxnard, ca 93031-9063 
oR – Fax to: 877-270-4084 

signature of applicant, or authorized representative (if applicable)* 
;

date

* if signed by an authorized representative, a copy of the authority to represent applicant must
be attached to application (such as a Power of attorney).

SEND NO MONEY NOW – PAYMENT IS NOT DUE UNTIL YOUR APPLICATION 

IS APPROVED AND YOU RECEIVE YOUR PREMIUM NOTICE.

section M: Agent/Broker Information only: if application is being made through an agent/broker,  
he or she must complete the following, and the notice of replacement included with the application, 
if appropriate. (Attach additional sheets if necessary.)

Important: before this form can be processed, the agent/broker’s current health and life license must 
EH�RQ�¿OH��,Q�DGGLWLRQ��WKH�DJHQW�EURNHU�PXVW�EH�DSSRLQWHG�ZLWK�XV�

agent/broker’s Printed name:
________________________________________ 
Phone no. ( _________ )_____________________
fax no. ( _________ )_______________________
street address _____________________________
city______________ state_____ ZiP code______
email address: ____________________________

agent/broker no.: 
____________________________________
agency no.: 
____________________________________
(any commission will be processed using 
WKHVH�LGHQWL¿FDWLRQ�QXPEHUV��

Attestation - please check one of the following:
Ӂ i did not assist this applicant in completing and/or submitting this application by phone, e-mail or in person.
Ӂ  i certify that the applicant has read, or i have read to the applicant, the completed application. to the 

best of my knowledge, the information on this application is complete and accurate. i explained to the 
applicant, in easy-to understand language, the risk to the applicant of providing inaccurate information 
and the applicant understood the explanation. i certify that the applicant realizes that any false statement 
or misrepresentation in the application may result in loss of coverage under the policy.

agent: if you state any material fact that you know to be false, you are subject to a civil penalty 
of up to ten thousand dollars ($10,000).

(continued)
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section M: Agent/Broker Information only (continued): if application is being made through an 
agent/broker, he or she must complete the following, and the notice of replacement included with the 
application, if appropriate. (Attach additional sheets if necessary.)

+DYH�\RX�VROG�DQ\�RWKHU�KHDOWK�LQVXUDQFH�SROLFLHV�WR�WKH�DSSOLFDQW�LQ�WKH�ODVW�¿YH�\HDUV��HLWKHU�LQ�
force or not?    Ӂ yes     Ӂ no

if yes, list all health insurance policies sold:

Company name
policy/

&HUWL¿FDWH
number

type of
Coverage

policy 
Effective

Date

policy  
term Date

(if applicable)

i have read and understand the application. i certify that i have given the applicant the  
Guide to Health Insurance for People with Medicare and the Outline of Coverage for the policy 
applied for, and that the applicant has both medicare Part a and Part b. the policy applied  
for will not duplicate any health insurance coverage. i have requested and received documentation 
WKDW�LQGLFDWHV�WKDW�WKH�SROLF\�DSSOLHG�IRU�ZLOO�QRW�GXSOLFDWH�DQ\�FRYHUDJH��,�KDYH�YHUL¿HG�WKH�
information in the replacement notice section.

Agent/Broker’s signature: ; ___________________________ Date of signature: _________

muya zhang
Anyhealth Insurance

Office Computer
Stamp



Notice to Applicant Regarding Replacement of  
Medicare Supplement Insurance or Medicare Advantage

Anthem Blue Cross 
P.O. Box 9063, Oxnard, CA 93031-9063

Save This Notice! It May Be Important to You in the Future.
According to information you have furnished, you intend to terminate your existing Medicare Supplement 
insurance or Medicare Advantage and replace it with a policy to be issued by Anthem Blue Cross. 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 new coverage carefully. Compare it with all accident and sickness coverage you now 
KDYH��,I��DIWHU�GXH�FRQVLGHUDWLRQ��\RX�¿QG�WKDW�SXUFKDVH�RI�WKLV�0HGLFDUH�6XSSOHPHQW�FRYHUDJH�LV�D�ZLVH�
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, Agent, Broker 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 (check one):
Ӂ��$GGLWLRQDO�EHQH¿WV�
Ӂ��1R�FKDQJH�LQ�EHQH¿WV��EXW�ORZHU�SUHPLXPV�
Ӂ��)HZHU�EHQH¿WV�DQG�ORZHU�SUHPLXPV�
Ӂ  My plan has outpatient prescription drug coverage and I am enrolling in Medicare Part D.
Ӂ  Disenrollment from a Medicare Advantage plan. Please explain reason for disenrollment.

 _________________________________________________________
Ӂ� Other. (please specify) ______________________________________________________
1.  Note: If the issuer of the Medicare Supplement policy being applied for does not, or is otherwise

prohibited from imposing pre-existing condition limitations, please skip to Statement 2 below.
Health conditions which you may presently have (pre-existing conditions) may not be immediately
RU�IXOO\�FRYHUHG�XQGHU�WKH�QHZ�SROLF\��7KLV�FRXOG�UHVXOW�LQ�GHQLDO�RU�GHOD\�RI�D�FODLP�IRU�EHQH¿WV�
under the new policy, whereas a similar claim might have been payable under your present policy.

����6WDWH�ODZ�SURYLGHV�WKDW�\RXU�UHSODFHPHQW�SROLF\�RU�FHUWL¿FDWH�PD\�QRW�FRQWDLQ�QHZ�SUH�H[LVWLQJ�
conditions, waiting periods, elimination periods or probationary periods. The insurer will waive 
any time periods applicable to pre-existing conditions, waiting periods, elimination periods, or 
SUREDWLRQDU\�SHULRGV�LQ�WKH�QHZ�SROLF\��RU�FRYHUDJH��IRU�VLPLODU�EHQH¿WV�WR�WKH�H[WHQW�VXFK�WLPH� 
was spent (depleted) under the original policy.

3.  If you still wish to terminate your present policy and replace it with new coverage, be certain to
truthfully and completely answer all questions on the Application concerning your medical and health
history. Failure to include all material medical information on an Application may provide a basis for
the company to deny any future claims and to refund your premium as though your policy had never
been in force. After the Application has been completed and before you sign it, review it carefully to
be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want 
to keep it.
_____________________________________________
(Signature of Agent, Broker or Other Representative)*
Typed Name and Address of Issuer, Agent or Broker
_____________________________________________        _____________________________
(Applicant’s Signature) (Date)
*Signature not required for direct response sales

WPAPP004M(Rev. 6/13)-CA +RPH�2I¿FH�&RS\



Notice to Applicant Regarding Replacement of  
Medicare Supplement Insurance or Medicare Advantage

Anthem Blue Cross 
P.O. Box 9063, Oxnard, CA 93031-9063

Save This Notice! It May Be Important to You in the Future.
According to information you have furnished, you intend to terminate your existing Medicare Supplement 
insurance or Medicare Advantage and replace it with a policy to be issued by Anthem Blue Cross. 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 new coverage carefully. Compare it with all accident and sickness coverage you now 
KDYH��,I��DIWHU�GXH�FRQVLGHUDWLRQ��\RX�¿QG�WKDW�SXUFKDVH�RI�WKLV�0HGLFDUH�6XSSOHPHQW�FRYHUDJH�LV�D�ZLVH�
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, Agent, Broker 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 (check one):
Ӂ��$GGLWLRQDO�EHQH¿WV�
Ӂ��1R�FKDQJH�LQ�EHQH¿WV��EXW�ORZHU�SUHPLXPV�
Ӂ��)HZHU�EHQH¿WV�DQG�ORZHU�SUHPLXPV�
Ӂ  My plan has outpatient prescription drug coverage and I am enrolling in Medicare Part D.
Ӂ  Disenrollment from a Medicare Advantage plan. Please explain reason for disenrollment.

 _________________________________________________________
Ӂ� Other. (please specify) ______________________________________________________
1.  Note: If the issuer of the Medicare Supplement policy being applied for does not, or is otherwise

prohibited from imposing pre-existing condition limitations, please skip to Statement 2 below.
Health conditions which you may presently have (pre-existing conditions) may not be immediately
RU�IXOO\�FRYHUHG�XQGHU�WKH�QHZ�SROLF\��7KLV�FRXOG�UHVXOW�LQ�GHQLDO�RU�GHOD\�RI�D�FODLP�IRU�EHQH¿WV�
under the new policy, whereas a similar claim might have been payable under your present policy.

����6WDWH�ODZ�SURYLGHV�WKDW�\RXU�UHSODFHPHQW�SROLF\�RU�FHUWL¿FDWH�PD\�QRW�FRQWDLQ�QHZ�SUH�H[LVWLQJ�
conditions, waiting periods, elimination periods or probationary periods. The insurer will waive 
any time periods applicable to pre-existing conditions, waiting periods, elimination periods, or 
SUREDWLRQDU\�SHULRGV�LQ�WKH�QHZ�SROLF\��RU�FRYHUDJH��IRU�VLPLODU�EHQH¿WV�WR�WKH�H[WHQW�VXFK�WLPH� 
was spent (depleted) under the original policy.

3.  If you still wish to terminate your present policy and replace it with new coverage, be certain to
truthfully and completely answer all questions on the Application concerning your medical and health
history. Failure to include all material medical information on an Application may provide a basis for
the company to deny any future claims and to refund your premium as though your policy had never
been in force. After the Application has been completed and before you sign it, review it carefully to
be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want 
to keep it.
_____________________________________________
(Signature of Agent, Broker or Other Representative)*
Typed Name and Address of Issuer, Agent or Broker
_____________________________________________        _____________________________
(Applicant’s Signature) (Date)
*Signature not required for direct response sales

WPAPP004M(Rev. 6/13)-CA applicant copy



Medicare Supplement Guaranteed Issue Guideline

Important: Please note this guide is only a summary, and is intended to help you identify the different 
situations that may qualify you for a Guaranteed Acceptance into an Anthem Blue Cross Medicare 
Supplement plan. 

Listed below are situations in which a Medicare applicant/member has the right to purchase a Medigap 
policy. These rights are commonly called Guaranteed Issue rights. In these circumstances, acceptance into a 
Medicare Supplemental policy is guaranteed regardless of the applicant’s medical condition(s). 

Anthem Blue Cross offers certain Medicare Supplement plans on a Guaranteed Issue basis. The plans 
available may vary depending on the individual’s Guaranteed Issue situation. 

Situations

1. Part B effective date: You are eligible for Guaranteed Issue if you are (a) at least 65 years of age, or (b)
if you are under age 65 and do not have end-stage renal disease; and you apply for an Anthem Blue
Cross Medicare Supplement plan prior to or during the six-month period beginning with the first day
of the month of your Part B effective date. With your application, you must submit evidence that
you have Medicare Parts A and B.

2. Disabled and receiving Medicare benefits prior to your 65th birthday: Upon your 65th birthday,
you will receive a six-month Guaranteed Issue period beginning with the first of the month in which
you reach age 65. With your application, you must submit evidence that you have Medicare Parts A
and B.

3. Termination of coverage or reduction of coverage under a group-sponsored health plan: If you are
receiving health care coverage through your group employer and you decide to terminate the group
plan, or the benefits of the group plan are reduced, you are entitled to a six-month Guaranteed Issue
period beginning on the date of termination or benefit reduction. With your application, you must
provide proof of disenrollment or benefit reduction.

4. Medicare Advantage (MA) coverage ends due to the Plan leaving the program or area: You are
entitled to a Guaranteed Issue period beginning on the date you receive the notice of termination of
your MA plan and ending 123 days after the date of such termination to select a Medigap plan from
any company in the area. With your application, you must provide proof of disenrollment.

5. Termination of health care for military retiree or spouse or dependents due to military base
closure, or if the base no longer offers services, or if you relocated: If you are a Medicare-eligible
military retiree or dependent and at least 65, you are entitled to a six-month Guaranteed Issue period
beginning the date you lost health care services at the military base. With your application, you must
provide proof of termination of prior insurance.

29753CASENABC 06/12
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6. Upon becoming eligible for Medicare benefits at age 65, you enrolled in a MA plan and then
disenrolled within 12 months: You are entitled to a Guaranteed Issue period of 63 days beginning
with the date of disenrollment from the MA plan. With your application, you must provide proof of
prior insurance.

7. Disenroll from a Select, PACE or MA plan within one year of leaving a Medigap policy for
the first time. You are entitled to re-enroll in your original Medigap policy within 63 days of your
disenrollment in one of these plans, beginning with the date of termination. This must be your first
time enrolled in a Select, PACE or MA plan. With your application, you must provide proof of prior
insurance.

8. Birthday Rule: You are entitled to acceptance into equal or lesser value plans for 30 days beginning
on your birthday. You must have a Medicare Supplement plan and, with your application, you must
provide proof of prior coverage.

9. Leave your plan as a result of fraud committed by the plan: You are entitled to a 63-day Guaranteed
Issue period beginning with the latter of the date of termination or the fraud determination date. With
your application, you must provide proof of prior coverage and provide a determination letter stating
the plan was at fault.

10. Your Anthem Blue Cross MA plan reduces benefits, increases the cost sharing amount or
premium or discontinues a provider who currently furnishes services to you for other than good
cause related to quality of care, its relationship or contract: If any one of these events occurs,
you are entitled to a Guaranteed Issue period beginning on the date such reduction, increase or
discontinuance occurs and ending 63 days following that date. With your application, you must
provide proof of prior coverage.

11. Another carrier’s MA plan in which you are enrolled reduces benefits, increases premium by 15
percent or more; or increases the physician, hospital or drug copayments by 15 percent or more, or
discontinues a provider who currently furnishes services to you for other than good cause related to
quality of care, its relationship or contract, and that carrier and its affiliates do not offer Medicare
Supplement products in your area. You have a Guaranteed Issue right that can only be exercised
during the MA annual open enrollment period, except when the MA plan discontinues its
relationship with the treating provider. You must provide proof of prior coverage.

12. If you lost coverage because you moved out of the service area of your plan, you are entitled to a
Guaranteed Issue period for up to six months following the termination of your contract. With your
application, you must provide proof, such as a letter from your prior carrier stating, “You will no
longer have coverage due to moving out of the covered service area.”

13. If you had Medi-Cal or Medicaid benefits and have lost eligibility for those benefits, you are
guaranteed acceptance into a Medicare Supplement plan, provided that you apply within six months
of losing eligibility that you received from Medi-Cal or Medicaid. With your application, you must
provide a copy of the notice of loss of eligibility that you received from Medi-Cal or Medicaid.

Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross 
Association. ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross 
names and symbols are registered marks of the Blue Cross Association.

29753CASENABC 06/12
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Anthem Blue Cross
P.O. Box 9063
Oxnard, CA 93031-9063
Fax: 1-877-270-4084

Medicare Supplement
Simplify Your Life! It saves you valuable time and money. 

Pay annually and save $48 or sign up for monthly Automatic Bank Draft and save $2 per month … it is easy to sign up!
(Available on Medicare Supplement policies with an effective date on or after June 1, 2010.)

� EXISTING MEMBER (Changing Medicare Supplement Payment Option to Automatic Bank Draft)

Medicare Supplement Identification Number (as shown on Medicare Supplement ID card): __________________________

(Allow 6-8 weeks to process your authorization. Continue to pay as billed until receiving a confirmation letter that we have 
set up Automatic Bank Draft for your premiums.) Please return this form to: Anthem Blue Cross, P.O. Box 9063, Oxnard, CA 
93031-9063.

� NEW APPLICANT (Initial Submission of a Medicare Supplement Application)

I understand that the premium for the coverage I have selected is $__________________.*

*If your application is accepted and the amount you indicated is less or more than the actual premium amount, the difference
will be reflected as a debit or credit on the first bill you receive. If the amount received is not within our payment guideline 
threshold, we will notify you. To ensure proper payment setup, this form MUST be returned with your Application.

Premiums are subject to change on or after the policy renewal date in accordance with the terms of the Policy. Your 
Premium Billing Preference selection does not guarantee your Premium for any specific time period. The policy renewal 
date is defined as generally March 1, subject to state approval. Please refer to your Outline of Coverage for additional 
information regarding changes in Premiums.

BILLING FREQUENCY PREFERENCE (For Existing Medicare Supplement Member and New Applicant)

Deduct Premium:     � Monthly

Quarterly and Annual Premium Billing Preferences are only available by paper billing statement as shown in the Billing 
Preference section in the Application.

Premium Payment Form for 
Medicare Supplement and Anthem Extras Packages

With Automatic Bank Draft, Blue Cross of California (Anthem Blue Cross)  
will automatically draft your premium directly from your checking account.

Full Name (please print) Phone

Home Street Address (Physical Address, not a P.O. Box) Apt #

City County State ZIP Code

Mailing Address (if different than above) City State ZIP Code

Billing Address (if different than above) City State ZIP Code

48406MUSENMUB_001
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Anthem Extras Packages

�  EXISTING MEMBER (Changing Anthem Extras Packages Payment Option to Automatic Bank Draft)

Anthem Extras Identification Number (as shown on Anthem Extras ID card):  ______________________________________

Billing number (starting with SR):  _________________________________________________________________________

(Allow 6-8 weeks to process your authorization. Continue to pay as billed until receiving a confirmation letter that we have 
set up Automatic Bank Draft for your premiums.)

�  NEW APPLICANT (Initial Submission of a Anthem Extras Packages Application)

I understand that the premium for the coverage I have selected is $__________________.*

*If your application is accepted and the amount you indicated is less or more than the actual premium amount, the difference
will be reflected as a debit or credit on the first bill you receive. If the amount received is not within our payment guideline 
threshold, we will notify you. To ensure proper payment setup, this form MUST be returned with your Application.

BILLING FREQUENCY PREFERENCE (For Existing Anthem Extras Member and New Applicant)

Frequency (select one):     � Monthly       � Quarterly       � Semi-Annually       � Annually

Banking Information For Any Medicare Supplement and 
Anthem Extras Packages Selected Above

BANK INFORMATION (For Existing Member and New Applicant)

Deduct Premium From: � Checking Account Start Date: _____/____/_____

Is this a business account: � Yes � No

Account Holder Name(s):

Name of Financial Institution:

Bank Routing/Transit Number (9 digits) 

_____ _____ _____ _____ _____ _____ _____ _____ _____

Bank Account Number

________________________________________________

(continued)
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Anthem Blue Cross is the trade name of Blue Cross of California. Independent licensee of the Blue Cross Association. ANTHEM is 
a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are registered marks of the Blue 
Cross Association.

Automatic Bank Draft Payment: I hereby authorize the Company to make withdrawals from the account indicated above for 
the then-current premium(s), and the designated financial institution named above to debit the same account.

I understand that I am responsible to pay my premiums on schedule until set up on Automatic Bank Draft. If any premiums 
are owed to Anthem Blue Cross when set up, I authorize my bank to draft both the past due premium along with current 
premium(s) to ensure my coverage stays in effect. If I close this account, it is my responsibility to provide notification at least 
two weeks in advance of closing the account. I acknowledge responsibility for any overdraft fees permitted by state law.

I understand that this authorization is in effect until I either submit written notification or by phone, allowing reasonable time 
to act upon my notification. (Exception: In the event payment is returned due to insufficient funds, you will be converted to 
paper billing.) I also understand that if corrections in the debit amount are necessary, it may involve an adjustment (credit 
or debit) to my account. I understand Anthem Blue Cross and my financial institution have the right to discontinue the bank 
draft if they wish to do so. I understand my monthly bank statement will reflect the premium transaction and that I will not 
receive a bill.

Return this authorization as indicated above. No service fees apply when paying by Automatic Bank Draft.

Account Holder’s Signature (as it appears on your bank account) Date

Refer to the image below to identify where to locate the Routing Number and Bank Account Number. Do not include the 
check number as part of the Routing or Account Number.




