
MEDICARE PROGRAMS 

p s 

Employer or Union Name 

Last Name 

Birth date (mm/dd/yyyy) 

Permanent residence 

Street address 

."".nufO, address (only 

name 

above) 

Please take out your Medicare card to VVAU!J'"'"'"'"' 

section. 
.. Please 

Medicare 

" Attach a copy of your Medicare 
letter from Social Security or 

Retirement Board. 

You must have Medicare Part A and 
Medicare Advantage drug 

E P R P 

D 

D 

Apt # 

SAMPLE ONLY 

Number Sex 

Provider Language Preference 
selection D English 

Physician (PCP) name 

D Spanish 

D Other 

1. Are you the retiree? DYes D No 2. Are you covering a spouse or dependents under 

If yes, retirement date (mm/dd/yy): _____ _ this employer or plan? DYes D No 

If no, name of retiree: -----------------------

3. Do you or your spouse work? DYes D No 

If yes, name of spouse: -----------------

Name of dependents: 

4. Do you receive Medicaid benefits? your Medicaid 

5. Do you have End Stage Renal Disease If you answered "yes" to this 
and you don't need regular dialysis anymore, or had a successful kidney transplant, please attach a note 
or records from your doctor showing you don't need dialysis or had a successful kidney transplant. 

6. Some individuals may have other coverage, insurance, Worker's Compensation, 
VA benefits, or state pharmaceutical assistance programs. 

Will you have other prescription drug coverage Net? DYes D No 

If "yes," please list your other coverage 
Name of other coverage: 

H ..... 'HHU'-" ... U.'H (ID) number(s) for this coverage: 
ID # coverage: 

7. Are you a resident in a long-term care facility, home? DYes DNo 
If "yes," please provide the following 
Name of institution: 

��--��--�---------------------------

Address & Phone Number of institution: 

8. Have you had Medicare prescription drug coverage or drug coverage that was at 
Medicare drug coverage since you became to a Medicare drug plan? D 

Please check the box below you would a language other than or 
in another format: Spanish D Chinese 
Please contact Health Net SP Member Services at 1-800-977-7522 users should dial 711) if you need information 
another format or language other than what is listed above. office hours are 8:00 a.m. - 8:00 p.m., 7 days a week. 

Your signature: 

you are the authorized representative, you must sign above and provide the following 
Name: Relationship to Enrollee: 

Address: Phone number: 

White - Medicare Files Net Pink - Member 

6021927 (4110) Material ID# H0562 0027 



near 

care 

or 

Seniority Plus. 

through 

Net Seniority 

Medicare Advantage plan. I 

while out except for 

Net Seniority 

I am a new 

coverage 

""., _n, _·..lTC'"" dialysis 

services contained Health Net 

Hi"Ui'Vvi contract or subscriber agreement) 

NET WILL PAY 

advice concerning Medicare supplement 

Drug as well as assistance 

Savings Program. 

Jommg I acknowledge the Medicare 

information to Medicare and as is necessary treatment, 

care operations. I acknowledge that Net Seniority Plus will my information to Medicare, 

may release it for research follow all applicable Federal statutes and regulations. 

The information on is correct to best knowledge. I I 

1) 

authority is 

Name 

e: 

Health Net® is a registered service mark 

be 

Net, Inc. 

to act on behalf of the 

I read understand the 

above), this 

�H'.H""H and 2) ... 'U""' ..... H"','HU.H�H 

or Medicare. 

reserved. 


