
Freedom Blue PPOSM Enrollment Form
Please type or print in ink. This plan is available in limited areas. We cannot consider this
enrollment form complete until we have obtained your Medicare information. Please fill in
these blanks so they look the same as what is on your Medicare card.You need to fill this out,
or you can attach a copy of your Medicare card or your letter of verification from the Social
Security Administration or Railroad Retirement Board.

Please fill in these blanks so they match your Medicare card

Name of Beneficiary

Medicare Claim Number (including alpha letter) Sex

Is Entitled to: Medicare Effective Date:

Part A Hospital Insurance ______ / ______ / ______

Part B Medical Insurance ______ / ______ / ______

1. Applicant Information: Applicant must complete this section.

Name (exactly as it appears on Medicare Card) Social Security Number (optional)

Application for Freedom Blue PPO (Select One): � Plan I � Plan II

Permanent Residence Address, Apt.# (required) City County State Zip

Billing Address (If different from permanent residence) City County State Zip

PO Box City County State Zip

Home Phone Number E-mail Address (optional) Date of Birth: Month/Day/Year
(          )

Emergency Contact (relative or friend) Phone Number Relationship to you
(          )

If converting from a BC Life & Health Group or Individual Plan, indicate which plan

Name of Employer (if a Group Plan) or Individual Plan City State Zip

Group or Certificate Number Termination Date

12006-CO-303 10/14/05

A. I am currently enrolled in a Medicare Advantage plan. � Yes      �No
If yes, your enrollment in Freedom Blue will automatically cancel your membership
in your current Medicare Advantage plan. You cannot be a member of two Medicare
Advantage plans at the same time.

Optional: If question A is yes, please provide name of other Medicare Advantage plan:

________________________________________________________________________



B. If you are enrolling in a plan with a monthly premium, how would you like to pay future plan premiums? 

You can have the monthly premium for this Medicare Advantage plan automatically deducted from your Social
Security check. If you don’t choose this option, you can choose to have your monthly premium automatically
deducted from you checking account or to receive a bill from us each month, which you can pay by mail. Generally
you must stay with the option you choose for the rest of the year.

Note: If you qualify for extra help with your Medicare prescription drug coverage costs, Medicare may cover all 
or some portion of your plan premium. However, because you might be responsible for paying a portion of your
plan’s monthly premium, you must choose one of the payment options below.

Please choose one of the following payment options:

� I would like to deduct from my Social Security Administration benefit check.

� I would like to deduct from my checking account
(complete “Optional Monthly Checking Account Deduction Authorization” form to page 4).

� I would like to receive a premium bill and mail my check to Freedom Blue each month.

C. Effective date of coverage will normally be the first of the month following receipt of the completed application.
Please note: Individuals newly eligible for Medicare may apply up to three months prior to their eligibility date for
Medicare. Their enrollment date will be the same date as their Medicare effective date.

Individuals submitting an application during the Annual Open Enrollment in November must choose 
an enrollment effective date: � December    � January 

2. Health Information

A. Do you have End-Stage Renal Disease (ESRD) or receive routine kidney dialysis treatment? � Yes � No

If you have ESRD or have not yet had a successful kidney transplant, you cannot enroll in Freedom Blue unless
you are already enrolled as a member of any BC Life & Health Plan, or if you were affected by the non-renewal 
of another Medicare Advantage plan after December 31, 1998. If you do not need regular dialysis any more,
or have had a successful kidney transplant, please attach a note or records from your doctor showing that you
don’t need dialysis or have had a successful kidney transplant.

D. Do you or your spouse work? � Yes � No

B. Are you currently eligible for MediCal? � Yes � No
(California state assistance through the Department of Health Services)
If yes: MediCal number:

C. Are you currently a resident in a Medicare certified institution � Yes � No
(such as a skilled nursing facility, rehabilitation hospital, etc.)?
If yes: Name _____________________Address _________________City_____________State ______Zip _____
Institution Phone # ______________________________________Date of Admission into Institution__________

Your answers to the following health information questions will not affect your eligibility to enroll 
in Freedom Blue.
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2. Health Information (cont.)

E. Some individuals may have other drug coverage, including other private insurance, TRICARE,
Federal employee health benefits coverage, VA benefits, or state pharmaceutical assistance programs.
Will you have other prescription drug coverage in addition to Freedom Blue?     � Yes � No

If yes: please list your other coverage and your identification (ID) number(s) for this coverage.

Name of other coverage ID # for this coverage Group # for this coverage

__________________________ __________________________ __________________________

__________________________ __________________________ __________________________

3. "Lock-In" Agreement and Requirements

I understand that I, as a member of Freedom Blue, beginning on the effective date of my coverage, must receive all of
my health care from contracted providers with the exception of emergency or urgently needed services or for out-of
area- renal dialysis.The use of non-plan providers is allowed, but may cost more. I understand that services authorized
by Freedom Blue and all other services detailed in my Evidence of Coverage/Member Services Guide will be covered
under my Freedom Blue plan. I also understand that without authorization, neither Freedom Blue nor Medicare will
pay for these services.

I understand that all plan benefits, conditions, limitations and exclusions of coverage are detailed in the Freedom 
Blue Evidence of Coverage/Member Services Guide, which is given to me when I become a member.

Initial: _____

Please Read This Important Information

If you currently have health coverage from an employer or union, joining Freedom Blue could affect your
employer or union health benefits or may change how your current coverage works. Read the communications
your employer or union sends you. If you have questions, visit their website, or contact the office listed in their
communications. If there is no information on whom to contact, your benefits administrator or the office that
answers questions about your coverage can help.
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F. Do you, either on your own or through your spouse, have any health insurance other   � Yes � No
than Medicare, such as private insurance, Workers’ compensation, or VA benefits?

If yes: What kind of health insurance do you have?__________________________________________________

Name of Insurance Carrier ______________________________________________________________________

Employer Name ______________________________________________________________________________

Other Carrier’s Address (City, State, Zip) ___________________________________________________________

Policyholder Name ______________________________________Policy Number _________________________



I understand that the effective date of coverage referenced in Section 1 of this application, is when I can begin
using Freedom Blue services, and that BC Life & Health will send me written notification of the effective date of 
my enrollment in Freedom Blue, usually the 1st of the month after receipt by BC Life & Health. I understand that I
should not cancel or drop any supplemental insurance I currently have until I receive written notice of my actual
effective date from BC Life & Health.

I understand that I must maintain my Medicare Part A and Part B insurance by continuing to pay the Part B 
premiums and the Part A premiums, if applicable.

I understand that I can be a member of only one Medicare Advantage plan at a time, and that by enrolling in
Freedom Blue, I will automatically be disenrolled by the Centers for Medicare & Medicaid Services (CMS) from 
any other Medicare Advantage plan of which I am currently a member.

It is my responsibility to inform you of any prescription drug coverage that I have or may get in the future.

I understand that it is my responsibility to inform BC Life & Health prior to a permanent move out of the Freedom
Blue service area or leaving the Freedom Blue service area for a temporary move of more than six months. My
absence, under these two conditions means that BC Life & Health may take action to disenroll me from Freedom
Blue and return me to traditional Medicare for medical coverage.

I understand that enrollment in this plan is generally for the entire year. I may disenroll from Freedom Blue only at
certain times of the year, or under certain circumstances, by sending a written request to Freedom Blue  Member
Services, the Social Security Office, the Railroad Retirement Board, or by calling 1-800-MEDICARE (TTY/TDD: 1-877-
486-2048). I understand that I must continue to receive all my health care from Freedom Blue providers until 
BC Life & Health informs me of the effective date of disenrollment.

I understand that as a member of Freedom Blue, I have the right to ask about the plan’s decision about payment 
or services if I disagree. Once I am a member of Freedom Blue, I have the right to appeal plan decisions about 
payment or services if I disagree.

I further understand and acknowledge the selling agent has no authority to promise me coverage or to modify 
BC Life & Health underwriting policy or terms of any BC Life & Health coverage.

I understand that plan benefits, conditions, limitations and exclusions of coverage are detailed in the Freedom 
Blue Evidence of Coverage/Member Services Guide, which is given to me when I become a member.

I acknowledge that I have read and understand the Freedom Blue outpatient prescription drug benefit as
described in the Freedom Blue Summary of Benefits, a copy of which has been provided to me. I am aware that
only those prescription drugs included in the Freedom Blue approved Formulary list will be covered under the plan.

I understand that BC Life & Health requires binding arbitration to settle all disputes, including claims of medical
malpractice. California Health and Safety Code Section 1363.1 requires specified disclosures in this regard, including
the following notice:“It is understood that 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 
incompletely 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 the use of arbitration.” Both parties also agree 
to give up any right to pursue on a class basis any claim or controversy against the other.

Continue on page 5

4. Please Read and Sign Below
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I have personally read and completed this application. I understand that receipt of money with this Enrollment
form does not create Freedom Blue Coverage. Coverage will come into effect only if this application is approved 
by BC Life & Health. I, the applicant, acknowledge that I have read and understand the Enrollment form and the
accompanying marketing materials in their entirety. If signed by a person authorized to act on my behalf, 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 Freedom Blue or by Medicare.

x _______________________________ x _______________________________

Applicant’s Signature Date of Signature
(or signature of Legal Guardian or GDPA)

Please refer to the Freedom blue Evidence of Coverage/Member Services Guide for a complete listing of all plan
benefits, conditions, limitations and exclusions of coverage.

4. Please Read and Sign Below (cont.)
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Freedom Blue is a RPPO with a Medicare Advantage contract. Anyone with Medicare may apply. You must be entitled
to Part A and be enrolled in Part B, and continue to pay your Medicare Part B premiums. Copayments, restrictions,
and limitations may apply. Benefits are subject to change annually upon contract renewal with the Medicare program.

11660CA  11/05

Agent Only

1. 1) I have reviewed with the applicant and given to them a copy of the Summary of Benefits for the policy
applied for. I additionally certify that the applicant is entitled to Part A and enrolled in Part B of Medicare.

2. I have assisted the applicant in filling out this application. � Yes           � No

Agent’s Signature _________________________________ Date_________________________________________

Print Agent’s Name ________________________________ Agent Number ________________________________

Appointment Set By (TM#) __________________________ Telephone Number ____________________________

Street Address ____________________________________ City__________________ State ________ Zip ______

Amount Paid w/App. $ ______________

If the plan you are applying for has a monthly premium, please enclose a check payable to BC Life & Health  
for one month’s premium in the pocket attached to page 4. Insert signed, dated check face up.

Blue Cross Use Only

Group # _________________________________________ Effective Date of Coverage_______________________

ICEP ____________________ AEP ___________________ SEP (type)______________ OEP _________________

Plan Rep. Initials___________________________________ Agent Number ________________________________

Applicant: Please return the completed enrollment form to your agent or to:

Freedom Blue
P.O. Box 9154
Oxnard, CA 93031-9154



�

�



I have personally read and c
form does not create Freed
by BC Life & Health. I, the ap
accompanying marketing m
signature certifies that:

1) this person is authorized 

2) documentation of this au

x ______________________

Applicant’s Signature
(or signature of Legal Guard

Please refer to the Freedom
benefits, conditions, limitati

A
s a conven

ien
ce to m

e,I req
u

est an
d

 au
th

orize you to p
ay an

d
 ch

arg
e to m

y accoun
t ch

ecks d
raw

n
 on

 th
at accoun

t b
y an

d
 p

ayab
le to th

e ord
er

of BC
 Life &

 H
ealth

 p
rovid

ed
 th

ere are su
fficien

t collected
 fun

d
s in

 said
 accoun

t to p
ay th

e sam
e up

on
 p

resen
tation

.I ag
ree th

at your rig
h

ts in
resp

ect to each
 su

ch
 d

eb
t sh

all b
e th

e sam
e as if it w

ere a ch
eck d

raw
n

 on
 you

 an
d

 sig
n

ed
 p

erson
ally b

y m
e.I au

th
orize BC

 Life &
 H

ealth
 to in

itiate
d

eb
its (an

d
/or correction

s to p
reviou

s d
eb

its) from
 m

y accou
n

t w
ith

 th
e fin

an
cial in

stitu
tion

 in
d

icated
 for p

aym
en

t of m
y BC

 Life &
 H

ealth
 d

u
es.

This authority is to rem
ain in effect until revoked

 b
y m

e in w
riting,and

 until you actually receive such notice,I ag
ree that you shall b

e fully p
rotected

in
 h

on
orin

g
 any su

ch
 d

eb
t.I fu

rth
er ag

ree th
at if any su

ch
 d

eb
t b

e d
ish

on
ored,w

h
eth

er w
ith

 or w
ith

ou
t cau

se an
d

 w
h

eth
er in

ten
tion

ally or in
ad

-
verten

tly,you
 sh

all b
e u

n
d

er n
o liab

ility w
h

atsoever even
 th

ou
g

h
 su

ch
 d

ish
on

or resu
lts in

 forfeitu
re of in

su
ran

ce.

P
lease attach

 a b
lan

k ch
eck m

arked
 "V

O
ID

".

Su
b

scrib
er_________________________________

So
cial Secu

rity N
u

m
b

er
______________________

G
ro

u
p

 N
u

m
b

er_____________________________
B

an
k N

am
e

________________________________

x
___________________________

D
ate

________
x__________________________

D
ate

__________

A
u

th
o

rized
 Sig

n
a

tu
re(s) a

s it/th
ey a

p
p

ea
r in

 th
e fin

a
n

cia
l in

stitu
tio

n’s reco
rd

s;a
ll a

u
th

o
rized

 p
erso

n
s m

u
st sig

n
.

C
o

m
p

lete th
is fo

rm
 to

 en
ro

ll in
 th

e O
p

tio
n

al M
o

n
th

ly C
h

eck
in

g
 A

cco
u

n
t D

ed
u

ctio
n

 A
u

th
o

rizatio
n

 P
ro

g
ram

IF
 Y

O
U

 H
A

V
E 

A
 M

O
N

TH
LY

 P
LA

N
 P

RE
M

IU
M

,P
LE

A
SE

 E
N

C
LO

SE
 IT

 IN
 T

H
IS

 P
O

C
K

ET
.

If 
yo

u
 w

is
h

 t
o

 e
n

ro
ll 

in
 t

h
e 

O
p

ti
o

n
al

 M
o

n
th

ly
 C

h
ec

ki
n

g
 A

cc
o

u
n

t 
D

ed
u

ct
io

n
 A

u
th

o
ri

za
ti

o
n

 P
ro

g
ra

m
,p

le
as

e 
co

m
p

le
te

 
th

e 
fo

rm
 o

n
 t

h
e 

o
th

er
 s

id
e.

In
cl

u
d

e 
a 

b
la

n
k 

ch
ec

k 
m

ar
ke

d
 V

O
ID

.A
 d

ep
o

si
t 

sl
ip

 is
 n

o
t 

ac
ce

p
ta

b
le

.

Se
n

io
r 

Se
rv

ic
es

 T
o

ll-
Fr

ee
 N

u
m

b
er

1-
87

7-
81

1-
31

07
  (

TT
Y:

1-
88

8-
87

7-
53

78
)

M
o

n
d

ay
 –

 T
h

u
rs

d
ay

 8
:0

0 
a.

m
.t

o
 6

:0
0 

p
.m

.,
Fr

id
ay

 8
:0

0 
a.

m
.t

o
 3

:0
0 

p
.m

.

P
LE

A
SE

 E
N

C
LO

SE
 Y

O
U

R
 P

A
Y

M
EN

T 
IN

 T
H

IS
 P

O
C

K
ET



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /FRA <>
    /ENU (Use these settings to create PDF documents with higher image resolution for improved printing quality. The PDF documents can be opened with Acrobat and Reader 5.0 and later.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308000200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e30593002537052376642306e753b8cea3092670059279650306b4fdd306430533068304c3067304d307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


