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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 | 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 | 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.
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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 | 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 espafiol: Llame a Cigna al 1-800-735-1459/TTY 711
0 a Medicare gratis al 1-800-633-4227 y oprima el 2
para asistencia en espafiol y un representante estara
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 |[] Cigna Secure Rx (PDP) L1 Cigna Extra Rx (PDP)
you want to enroll in: [ Cigna Essential Rx (PDP)
LAST Name: FIRST Name: Middle Initial |0 Mr.[0 Mrs.
(] Ms.
Birth Date: Sex: Phone numbers to contact you:
/1) (&M (Primarynumber (_____ ) - _______ [1 Home [1 Cell

(MM/DD/YYYY) OF

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

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?
[1Yes [INo

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

IMPORTANT: Read and sign below:

* | must keep Part A or Part B to stay in Cigna Medicare Prescription Drug Plan.

* By joining this Medicare Prescription Drug Plan, | 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 enroliment form is correct to the best of my knowledge. | understand that if | intentionally provide false
information on this form, | will be disenrolled from the plan.

* | understand that people with Medicare are generally not covered under Medicare while out of the country, except for limited
coverage near the U.S. border.
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IMPORTANT: Read and sign below (continued):

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

* | understand that my signature (or the signature of the person legally authorized to act on my behalf) on this application means
that | have read and understand the contents of this application. If signed by an authorized representative (as described above),
this signature certifies that:

1. This person is authorized under State law to complete this 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 enroliment 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 enroliment 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 Enroliment Period. If we later
determine that this information is incorrect, you may be disenrolled.

[ ] I'am new to Medicare.

[ 1 I recently moved outside of the service area for my current plan or | recently moved and this plan is a new option for me.
| moved on (insert date)

[ ] Irecently returned to the United States after living permanently outside of the U.S. | returned to the U.S. on
(insert date)

[ 1 I'have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get Extra Help, but | haven't
had a change.

[ 1 Ilive in or recently moved out of a Long-Term Care Facility (for example, a nursing home or long-term care facility).
| moved/will move into/out of the facility on (insert date)

[ 1 Irecently left a PACE program on (insert date)

[ 1 Irecently involuntarily lost my creditable prescription drug coverage (as good as Medicare’s). | lost my drug coverage on
(insert date)

[ ] lam leaving employer or union coverage on (insert date)
[ ] Ibelong to a pharmacy assistance program provided by my state.

[ 1 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)

[ ] l'was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My enrollment in that plan started
on (insert date)

[ 1 Irecently had a change in my Medicaid (newly received, had a change, or lost Medicaid) on (insert date)

[ 1 lam enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage Open Enroliment
Period (Jan 1 -March 31)

[ ] Irecently was released from incarceration. | was released on (insert date)
[ ] Irecently obtained lawful presence status in the U.S. | got this status on (insert date)

[ ] lwas 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 | 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: [1 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 abill

[1 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):

L] 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.)

| 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: |EP: 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  [] Salesevent [ ] Through mail [] Telephone

Producer Signature: Date:

- Producer E-mail:

N D

Producer Phone: (

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 enroliment 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: ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingiistica. Llame al 1-800-222-6700 (TTY 711). Chinese: ;¥ & : IR AEAEREAR » WA IS EESLES1E
BhARFS o 55 BE 1-800-222-6700 (TTY 711). Enroliment in Cigna depends upon contract renewal. Cigna Medicare Prescription Drug Plan is a Medicare
Prescription Drug Plan (PDP) with a Medicare contract.
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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 1-800-222-6700 (TTY 711).

Spanish - ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linglistica. Llame al 1-800-222-6700 (TTY 711).

Chinese — V35 : ANSLEE FHEEE R S0, AT DA B SRR S RIS, 7578

1-800-222-6700 (TTY 711),

Tiéng Viét (Vietnamese) - CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro ngdén ngr mién phi
danh cho ban. Goi s6 1-800-222-6700 (TTY: 711).

French Creole - ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou
ou. Rele 1-800-222-6700 (TTY: 711).

Korean - +2]: 3t 0] & A}&-3FA = 4, olo] A M) A5 F 52 o]g31a 4= 3l
1-800-222-6700 (TTY: 711) Ho 2 A3lel FAA Q.

i
)
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U

Polish - UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowe;j.
Zadzwon pod numer 1-800-222-6700 (TTY: 711).

French— ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposes
gratuitement. Appelez le 1-800-222-6700 (ATS: 711).

Arabic - 1-800-222-6700 & doail. laally cll sl 65 4y galll Baclusall cileda Gl Aalll JSH Gaati i€ 13); 4l sl
(711 oS5 mal) il 8 )

Russian - BHUMAHWE: Ecnu Bbl roBopuTe Ha pyCcCKOM SA3blke, TO BaM OOCTYMHbI 6ecnnaTtHble
ycnyru nepesoga. 3soHute 1-800-222-6700 (tenetann: 711).

Tagalog— PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng
tulong sa wika nang walang bayad. Tumawag sa 1-800-222-6700 (TTY:711).

Farsi/Persian - 2 e o8 Ll (51 OSG) p gemr (H hgad S (o0 S i o) 4 R s s
Aode ol (TTY:711) 1-800-222-6700 L

German - ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche

Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-222-6700 (TTY: 711).

Portuguese - ATENCAO: Se fala portugués, encontram-se disponiveis servigos linguisticos, gratis.
Ligue para 1-800-222-6700 (TTY: 711).

Italian — ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-800-222-6700 (TTY: 711).

Japanese - {EEFIH | HAGRZAE S NAY G, HHOSHRE CHHW T ET,
1-800-222-6700 (TTY:711) £ T, BEFEICTTHF{E I Z I W,

Navajo -Dii baa akd ninizin: Dii saad bee vanitti’go Diné Bizaad, saad bee aka’anida’awo’déé”, ('aa jik"eh, é

14 hélé, koji” hadiilnih 1-800-222-6700 (TTY 711).

Gujarati - 3 Uatl: %l AR Al Al &, Al otot:g & UM USL2A AU AHRL HIZ GUud U
8. Slot 52U 1-800-222-6700  (TTY: 711).

Urdu JS- i (e e ladd (S a3e (S ) Sl s e s 53l &) lajua
< (.711:TTY) 1-800-222-6700





