
OMB No. 0938-NEW
Expires: 07/31/2023

INDIVIDUAL ENROLLMENT REQUEST FORM TO ENROLL  
IN A MEDICARE PRESCRIPTION DRUG PLAN (PART D)

Who can use this form? 
People with Medicare who want to join a Medicare 
Prescription Drug Plan 
To join a plan, you must: 
•	 Be a United States citizen or be lawfully  

present in the U.S. 
•	 Live in the plan’s service area 
Important: To join a Medicare Prescription Drug 
Plan, you must also have either, or both: 
•	 Medicare Part A (Hospital Insurance) 
•	 Medicare Part B (Medical Insurance) 

When do I use this form? 
You can join a plan: 
•	 Between October 15–December 7 each year  

(for coverage starting January 1) 
•	 Within 3 months of first getting Medicare 
•	 In certain situations where you’re allowed to  

join or switch plans 
Visit Medicare.gov to learn more about when you can 
sign up for a plan. 

What do I need to complete  
this form? 
•	 Your Medicare Number (the number on your red, 

white, and blue Medicare card) 
•	 Your permanent address and phone number 
Note: You must complete all items in Section 1. The 
items in Section 2 are optional — you can’t be denied 
coverage because you don’t fill them out. 

Reminders: 
•	 If you want to join a plan during fall open enrollment 

(October 15–December 7), the plan must get your 
completed form by December 7. 

•	 We will send you a bill for the plan’s premium. You can 
choose to sign up to have your premium payments 
deducted from your bank account or your monthly 
Social Security (or Railroad Retirement Board) benefit. 

What happens next? 
Send your completed and signed form to:
Cigna Medicare Prescription Drug Plans 
P.O. Box 269005 
Weston, FL 33326-9927
Or fax to this PDP number: 1-800-735-1469 
Once we process your request to join, we will 
contact you.

How do I get help with this form? 
Call Cigna at 1-800-735-1459. TTY users can call 711.
Or, call Medicare at 1-800-MEDICARE  
(1-800-633-4227). TTY users can call 1-877-486-2048. 
En español: Llame a Cigna al 1-800-735-1459/TTY 711 
o a Medicare gratis al 1-800-633-4227 y oprima el 2 
para asistencia en español y un representante estará 
disponible para asistirle.
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Section 1 – All fields on this page are required (unless marked optional)
To Enroll in Cigna Medicare Prescription Drug Plan, Please Provide the Following Information:

Please check which plan  
you want to enroll in:

  Cigna Secure Rx (PDP)
  Cigna Essential Rx (PDP)

   Cigna Extra Rx (PDP)

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

Birth Date: Sex:
 M   
 F

Phone numbers to contact you: 

Primary number  (__ __ __) __ __ __ - __ __ __ __                    Home    Cell 

Alternate number (optional)  (__ __ __) __ __ __ - __ __ __ __    Home    Cell

 (__ __ / __ __ / __ __ __ __)
  (M M /  D D  /  Y  Y  Y  Y)

Permanent Residence Street Address (P.O. Box is not allowed):

City: State: ZIP Code:

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

Street Address:  _________________________  City:  __________________ State:  ____________ ZIP Code:  __________
Emergency Contact (optional): Phone Number:  Relationship to You: 

Your E-Mail Address (optional): 

Please Provide Your Medicare Insurance Information:

Medicare number ________________________________________

Answer these important questions:
Will you have other prescription drug coverage (like VA, TRICARE) in addition to Cigna Medicare Prescription Drug Plan?
  Yes     No

Name of other coverage: Member number for this coverage: Group number for this coverage:

________________________________ ________________________________ ________________________________

IMPORTANT: Read and sign below:

•	 I must keep Part A or Part B to stay in Cigna Medicare Prescription Drug Plan.
•	 By joining this Medicare Prescription Drug Plan, I acknowledge that Cigna will release my information to Medicare, who may 

use it to track beneficiary enrollment, for payment and other purposes applicable to Federal statutes 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. 
•	 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. 
•	 I understand that people with Medicare are generally not covered under Medicare while out of the country, except for limited 

coverage near the U.S. border. 

Cigna Medicare Prescription Drug Plan  
2022 Individual Enrollment Form
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IMPORTANT: Read and sign below (continued):
•	 Cigna Medicare Prescription Drug Plan serves a specific service area. If I move out of the area that Cigna Medicare 

Prescription Drug Plan serves, I need to notify the plan so I can disenroll and find a new plan in my new area. I understand that 
I must use network pharmacies, except in an emergency when I cannot reasonably use Cigna Medicare Prescription Drug Plan 
network pharmacies.

•	 I understand that my signature (or the signature of the person legally authorized to act on my behalf) on this application means 
that I 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 enrollment, and 
2. Documentation of this authority is available upon request by Medicare.

Signature: Today’s date:

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

Name:  ___________________________________________________________________________________________
Address:  ________________________________________________________________________________________
Phone Number:  (__ __ __) __ __ __ - __ __ __ __
Relationship to Enrollee ______________________________________________________________________________

Attestation of Eligibility for an Enrollment Period
Skip this section if you are enrolling between October 15 – December 7

Please complete – if you are enrolling outside of October 15 – December 7.
Typically, you may enroll in a Medicare Prescription Drug Plan only during the annual enrollment period from October 15 
through December 7 of each year. Additionally, there are exceptions that may allow you to enroll in a Medicare Prescription Drug 
Plan outside of the annual enrollment period. 

Please read the following statements carefully and check the box if the statement applies to you. By checking any of the 
following boxes you are certifying that, to the best of your knowledge, you are eligible for an Enrollment Period. If we later 
determine that this information is incorrect, you may be disenrolled.
 I am new to Medicare. 
 I recently moved outside of the service area for my current plan or I recently moved and this plan is a new option for me.  

I moved on (insert date) _______________________________________________________________. 
 I recently returned to the United States after living permanently outside of the U.S. I returned to the U.S. on  

(insert date) ________________________________________________________________________.
 I have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or I get Extra Help, but I haven’t  

had a change. 
 I live in or recently moved out of a Long-Term Care Facility (for example, a nursing home or long-term care facility).  

I moved/will move into/out of the facility on (insert date) _________________________________________. 
 I recently left a PACE program on (insert date) _______________________________________________. 
 I recently involuntarily lost my creditable prescription drug coverage (as good as Medicare’s). I lost my drug coverage on  

(insert date) _______________________________________________________________________.
 I am leaving employer or union coverage on (insert date) _______________________________________.
 I belong to a pharmacy assistance program provided by my state. 
 My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan. 
 I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly received, had a change,  

or lost Extra Help) on (insert date) ________________________________________________________.



Attestation of Eligibility for an Enrollment Period
Skip this section if you are enrolling between October 15 – December 7 (continued)

 I was enrolled in a plan by Medicare (or my state) and I want to choose a different plan. My enrollment in that plan started 
on (insert date) _____________________________________________________________________.

 I recently had a change in my Medicaid (newly received, had a change, or lost Medicaid) on (insert date)  
________________________________________________________________________________.

 I am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage Open Enrollment 
Period (Jan 1 -March 31)

 I recently was released from incarceration. I was released on (insert date) __________________________________.
 I recently obtained lawful presence status in the U.S.  I got this status on (insert date) ________________________.
 I was affected by a weather-related emergency or major disaster (as declared by the Federal Emergency Management Agency 

(FEMA)). One of the other statements here applied to me, but I was unable to make my enrollment because of the natural disaster.
If none of these statements applies to you or you’re not sure, please contact Cigna Medicare Prescription Drug Plan at 
1-800-735-1459 (TTY 711) to see if you are eligible to enroll. We are open 8 a.m.–8 p.m. Eastern Time, 7 days 
a week. Our automated phone system may answer your call during weekends from April 1 – Sept. 30.

Section 2 – All fields that follow below are optional 
Answering these questions is your choice. You can’t be denied coverage because you didn’t fill them out.

Please check one of the boxes below if you would prefer that we send you information in a language other than English 
or in another format:   Spanish    Braille 
Please contact Cigna Medicare Prescription Drug Plan at 1-800-735-1459 if you need information in another format or language 
than what is listed above. TTY users should call 711. Our office hours are 8 a.m.–8 p.m. Eastern Time, 7 days a week. Our 
automated phone system may answer your call during weekends from April 1 – Sept. 30.

Paying Your Plan Premium:

You can pay your monthly plan premium (including any late enrollment penalty you may owe) by mail, Electronic Funds Transfer (EFT), 
or credit card each month. You can also choose to pay your premium by automatic deduction from your Social Security or Railroad 
Retirement Board benefit check each month. If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be 
notified by the Social Security Administration. You will be responsible for paying this extra amount in addition to your plan premium. 
You will either have the amount withheld from your Social Security or Railroad Retirement Board benefit check or be billed directly by 
Medicare. Do NOT pay the Part D-IRMAA extra amount to Cigna Medicare Prescription Drug Plan.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you qualify, Medicare could 
pay for 75% or more of your drug costs including monthly prescription drug premiums, annual deductibles, and co-insurance. 
Additionally, those who qualify won’t have a coverage gap or a late enrollment penalty. Many people are eligible for these  
savings and don’t even know it. For more information about this Extra Help, contact your local Social Security office, or call  
Social Security at 1-800-772-1213. TTY users should call 1-800-325-0778. You can also apply for Extra Help online at  
www.socialsecurity.gov/prescriptionhelp.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or part of your plan 
premium. If Medicare pays only a portion of this premium, we will bill you for the amount that Medicare doesn’t cover.

If you don’t select a payment option, you will receive a bill each month.

Please select a premium payment option:
 Receive a bill
 Electronic funds transfer (EFT) from your bank account each month. Please enclose a VOIDED check or provide the 

following:
Account holder name: ________________________________ Account type:    Checking    Saving
Bank routing number: __ __ __ __ __ ___ __ __ __ __  Bank account number: __ __ __ __ __ ___ ___ ___ __ __ __ __



Paying Your Plan Premium (continued):

 Credit Card. Please provide the following information: 

Type of card: ________________ Name of Account holder as it appears on card:__ __ __ __ __ __ ___ __ __ __ __
Account number: __ __ __ __ __ __ __ _ __ _ __ __ __ __ __ __ __ __ Expiration Date: __ __ /__ __ __ __ (MM/YYYY)

	 Automatic	deduction	from	your	monthly	Social	Security/Railroad	Retirement	Board	(RRB)	benefit	check.	(Depending	on	
the	date	your	enrollment	is	processed,	you	may	receive	a	premium	invoice	for	the	first	month	you	are	enrolled.	If	Social	
Security/Railroad	Retirement	Board	accepts	your	request	for	deduction,	the	deduction	from	your	benefit	check	may	take	
several	months	to	take	effect.	Therefore,	your	first	deduction	may	include	the	premiums	for	several	months.	If	Social	
Security/the Railroad Retirement Board does not approve your request for automatic deduction, we will send you a paper 
bill for your monthly premiums.) 

I get monthly benefits from:   Social Security    RRB
After Medicare has approved your enrollment, you will have additional payment options to choose from.   
Visit Cigna.com/PartDPremiumPayment for online payment options and details.

Medicare Prescription Drug Plan Use Only:

Plan ID #: ________________  Effective Date of Coverage:____________________  IEP: ________  AEP: ________   

SEP (Type): _________________________________________

Name of Plan Representative/Agent/Broker: _________________________________________

Producer Use Only:
The person that is discussing plan options with you is either employed by or contracted directly or indirectly with Cigna.  
The person may be compensated based on your enrollment in a plan.

Producer Last Name:  ___________________________  Producer First Name:  ___________________________
Cigna Agent ID:  _______________________________  Producer License Number*:  ______________________
Producer Agency: _____________________________________________________________________________
Producer must provide how the enrollment was completed:

 Face-to-face meeting  Walk-in  Sales event   Through mail      Telephone

Producer Signature: _____________________________________________   Date:  ___________________
Producer Phone: (__ __ __) __ __ __ - __ __ __ __   Producer E-mail:  ___________________________________
Producer needs to provide Effective Date, IEP, AEP, or SEP information in the box above.

* License Number in State where policy was sold.

PRIVACY ACT STATEMENT 
The	Centers	 for	Medicare	&	Medicaid	Services	(CMS)	collects	 information	 from	Medicare	plans	 to	 track	beneficiary	enrollment	 in	Medicare	Advantage	
(MA)	or	Prescription	Drug	Plans	(PDP),	improve	care,	and	for	the	payment	of	Medicare	benefits.	Sections	1851	and	1860D-1	of	the	Social	Security	Act	
and 42 CFR §§ 422.50, 422.60, 423.30 and 423.32 authorize the collection of this information. CMS may use, disclose and exchange enrollment data from 
Medicare	beneficiaries	as	specified	in	the	System	of	Records	Notice	(SORN)	“Medicare	Advantage	Prescription	Drug	(MARx)”,	System	No.	09-70-0588.	
Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan.

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna Corporation, including Cigna Health and Life Insurance 
Company. The Cigna name, logos, and other Cigna marks are owned by Cigna Intellectual Property, Inc. Cigna complies with applicable Federal civil rights 
laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. Cigna cumple con las leyes federales de derechos civiles 
aplicables y no discrimina por motivos de raza, color, nacionalidad, edad, discapacidad o sexo. English: ATTENTION: If you speak English, language 
assistance services, free of charge are available to you. Call 1-800-222-6700 (TTY 711). Spanish: ATENCIÓN: Si habla español, tiene a su disposición 
servicios gratuitos de asistencia lingüística. Llame al 1-800-222-6700 (TTY 711). Chinese: 注意：如果您使用繁體中文，您可以免費獲得語言援 
助服務。請致電 1-800-222-6700 (TTY 711). Enrollment in Cigna depends upon contract renewal. Cigna Medicare Prescription Drug Plan is a Medicare 
Prescription Drug Plan (PDP) with a Medicare contract.
917954 c 07/21 © 2021 Cigna. Some content provided under license.
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Multi-language Interpreter Services 
English – ATTENTION: If you speak English, language assistance services, free of charge are 
available to you. Call �������������� �(TTY 711). 

Spanish – ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia 
lingüística. Llame al��������������� �(TTY 711). 

Chinese – ὀព㸸ዴᯝᝍ⏝⦾㧓୰ᩥ㸪ᝍྍ௨ච㈝⋓ᚓㄒゝຓ᭹ົࠋㄳ⮴㟁 
�������������� �(TTY 711)ࠋ 

TiӃng ViӋt (Vietnamese) – CHÚ Ý: NӃu bҥn nói TiӃng ViӋt, có các dӏch vө hӛ trӧ ngôn ngӳ miӉn phí 
dành cho bҥn. Gӑi sӕ �������������� (TTY: 711). 

)UHQFK�&UHROH�±�$7$16<21��6L�Z�SDOH�.UH\RO�$\LV\HQ��JHQ�VHYLV�HG�SRX�ODQJ�NL�GLVSRQLE�JUDWLV�SRX� 
RX��5HOH� �������������� ��77<�������� 

Korean – 㭒㦮��䞲ῃ㠊⯒�㌂㣿䞮㔲⓪�ἓ㤆��㠎㠊�㰖㤦�㍲゚㓺⯒�ⶊ⬢⪲�㧊㣿䞮㔺�㑮�㧞㔋┞┺� 
�������������� (TTY: 711) ⻞㦒⪲�㩚䢪䟊�㭒㕃㔲㡺. 

3ROLVK�±�8:$*$��-HĪHOL�PyZLV]�SR�SROVNX��PRĪHV]�VNRU]\VWDü�]�EH]SáDWQHM�SRPRF\�MĊ]\NRZHM�� 
=DG]ZRĔ�SRG�QXPHU��������������� ��77<�������� 

)UHQFK�±�$77(17,21���6L�YRXV�SDUOH]�IUDQoDLV��GHV�VHUYLFHV�G
DLGH�OLQJXLVWLTXH�YRXV�VRQW�SURSRVHV� 
JUDWXLWHPHQW��$SSHOH]�OH��������������� ��$76��������� 

Arabic��� �������������� �ϡϗέΑ�ϝλΗ���ϥΎΟϣϟΎΑ�ϙϟ�έϓϭΗΗ�ΔϳϭϐϠϟ�ΓΩϋΎγϣϟ�ΕΎϣΩΧ�ϥΈϓ�ˬΔϐϠϟ�έϛΫ�ΙΩΣΗΗ�Εϧϛ�Ϋ·���ΔυϭΣϠϣ 
��711�ϡϛΑϟϭ�ϡλϟ�ϑΗΎϫ�ϡϗέ� 

5XVVLDQ�±�ȼɇɂɆȺɇɂȿ��ȿɫɥɢ�ɜɵ�ɝɨɜɨɪɢɬɟ�ɧɚ�ɪɭɫɫɤɨɦ�ɹɡɵɤɟ��ɬɨ�ɜɚɦ�ɞɨɫɬɭɩɧɵ�ɛɟɫɩɥɚɬɧɵɟ� 
ɭɫɥɭɝɢ�ɩɟɪɟɜɨɞɚ��Ɂɜɨɧɢɬɟ��������������� ��ɬɟɥɟɬɚɣɩ��������� 

7DJDORJ�±�3$81$:$��.XQJ�QDJVDVDOLWD�ND�QJ�7DJDORJ��PDDDUL�NDQJ�JXPDPLW�QJ�PJD�VHUELV\R�QJ� 
WXORQJ�VD�ZLND�QDQJ�ZDODQJ�ED\DG��7XPDZDJ�VD� �������������� �77<�������� 

LDQ��� ΩηΎΑ�̶ϣ�ϡϫέϓ�Ύϣη�̵έΑ�ϥΎ̴ϳέ�ΕέϭλΑ�̶ϧΎΑί�ΕϼϳϬγΗ�ˬΩϳϧ̯�̶ϣ�ϭ̴Ηϔ̳�̶γέΎϓ�ϥΎΑί�ϪΑ�έ̳��ϪΟϭΗ� 

,WD

°

�Ωϳέϳ̴Α�αΎϣΗ���77<�711) �������������� ΎΑ�
)DUVL�3HUV

*HUPDQ�±�$&+781*��:HQQ�6LH�'HXWVFK�VSUHFKHQ��VWHKHQ�,KQHQ�NRVWHQORV�VSUDFKOLFKH� 
+LOIVGLHQVWOHLVWXQJHQ�]XU�9HUI�JXQJ��5XIQXPPHU���������������� ��77<�������� 

3RUWXJXHVH�±�$7(1d2��6H�IDOD�SRUWXJXrV��HQFRQWUDP�VH�GLVSRQtYHLV�VHUYLoRV�OLQJXtVWLFRV��JUiWLV�� 
/LJXH�SDUD� �������������� ��77<�������� 

OLDQ�±�$77(1=,21(��,Q�FDVR�OD�OLQJXD�SDUODWD�VLD�O
LWDOLDQR��VRQR�GLVSRQLELOL�VHUYL]L�GL�DVVLVWHQ]D� 
OLQJXLVWLFD�JUDWXLWL��&KLDPDUH�LO�QXPHUR��������������� ��77<�������� 

-DSDQHVH�±�注意事項：日本語を話される場合、無料の言語支援をご利用いただけます。� 
�������������� ��77<�������まで、お電話にてご連絡ください。 

Navajo – WL¶JR�'LQp�%L]DDG��VDDG 
�������������� (TTY 711). 

Gujarati – dk p k k p �;X_ȸV�IWh��Ks�S\�ȤK^hSj�Zs_Sh�es��Ss�WW�ɃɀD�[hch�deh]�dahB�S\h^h�\hN
Jp �������������� ��77<���������YsW�D^s������ 

έΩέΑΧ��έ̳�̟�ϭΩέف�ΗϟϭΑ�ˬ؏ϳ٫�ϭΗ�̟�ϭ̯�ϥΎΑί�̶̯�ΩΩϣ�̶̯�ΕΎϣΩΧ�Εϔϣ�؏ϳϣ�ΏΎϳΗγΩ�؏ϳل�٫�ϝΎ̯Urdu 
�̭������ :TTY) �������������� 




