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Blue Shield of California
An independent member of the Blue Shield Association

Medicare Prescription Payment Plan participation request form

The Medicare Prescription Payment Plan is a voluntary payment option that works with your
current drug coverage to help you manage your out-of-pocket Medicare Part D drug costs by
spreading them across the calendar year (January-December). This payment option might help
you manage your expenses, but it doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for
your prescription drug costs through programs like Extra Help from Medicare or a State
Pharmaceutical Assistance Program (SPAP). Call your plan for more information.

Complete all fields unless marked optional

FIRST name: LAST name: MIDDLE Initial
(optional):

Medicare

Number: - -

Birth Date: Phone

(MM/DD/YYYY) / / Number: | ( )

Permanent Residence street address
(don't enter a P.O. Box unless you're experiencing homelessness):

City: County (optional): State: ZIP code:

Mailing address, if different from your permanent address (P.O. Box allowed):
Address City: State: ZIP code:

Read and Sign Below:

[l lunderstand this form is a request to participate in the Medicare Prescription Payment Plan.
Blue Shield of California will contact me if they need more information.

[0 lunderstand that signing this form means that I've read and understand the form and the
attached terms and conditions

[l Blue Shield of California will send me a notice to let me know when my participation in the
Medicare Prescription Payment Plan is active. Until then, | understand that I'm not a partici-
pant in the Medicare Prescription Payment Plan.

Signature: Date:
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If you're completing this form for someone else, complete the section below. Your signature
certifies that you're authorized under State law to fill out this participation form and have

documentation of this authority available if Medicare asks for it.

FIRST name: LAST name: MIDDLE Initial
(optional):

Address (street, city, state, ZIP code):

Phone Relationship

Number: | ( ) To Participant:

How to Submit This Form:

Submit your completed form to:

Blue Shield of California
Mailstop: 1003

MPPP Election Dept.
13900 N. Harvey Ave
Edmond, OK 73013

Fax: 440-557-6525

Email: ElectMPPP@RxPayments.com

You can also complete the participation request form online by logging in to your Blue Shield

of California or submit your request via telephone (833) 696-2087 (TTY: 711).

If you have questions or need help completing this form, call us at (833) 696-2097,
8am-8pm, 7 days a week. TTY users can call 711.




Terms and Conditions for Participation in the Medicare Prescription Payment Program
1. No Fees or Interest

The Medicare Prescription Payment Program (M3P) does not charge any fees or interest, and no credit check is
required to enrollin the program.

2. Plan Participation Confirmation

Once Blue Shield of California reviews your Medicare Prescription Payment Program request form, we will send you
a letter confirming your participation in the Medicare Prescription Payment Plan.

3. Notification to Pharmacy

Upon acceptance into the Medicare Prescription Payment Program, we will inform your pharmacy that you are
using this payment option.

4. Applicability
This payment option applies only to Medicare Part D covered drugs processed after your election is confirmed.
5. Cost Sharing

When you fill a prescription for an eligible drug, you will pay zero dollars at the pharmacy. However, you will still be
responsible for your cost share of the drug associated with your Medicare Part D benefit under your plan that can
be paid through a monthly invoice.

6. Monthly Invoices

Each month, you will receive an invoice detailing the amount you owe, the due date, and information on how to
make a payment. Monthly payments are required while you carry a balance, but you can pay the balance in full at
any time.

7. Calculation of Monthly Payments

The formula for calculating the minimum monthly payment (referred to as the “maximum monthly cap”) differs for
the first month of participation versus the remaining months of the year. The maximum monthly cap calculations
include specifics of a participant’s Part D drug costs (previously incurred costs and new out-of-pocket costs), as
well as the number of months remaining in the plan year and the amount outstanding. As such, the amount can
vary from person to person and month to month, with the expectation that the total balance will be completely
paid off by January 31st of the next calendar year.

8. Missed Payments and Plan Termination

If you miss a payment, you will receive a reminder notice to make your payment within 15 calendar days of the
payment due date. You will be considered to have failed to pay your monthly billed amount after the conclusion of
a two-month grace period. If you do not pay your bill by the end of the two-month grace period, you will be removed
from the Medicare Prescription Payment Program. However, you will still be required to pay the amount you owe
and may not be able to re-enroll in The Medicare Prescription Payment Program. If you are removed from the
Medicare Prescription Payment Plan, you’ll still be enrolled in your Medicare health or drug plan.

Blue Shield of California will reinstate a participant who has been terminated from the Medicare Prescription
Payment Plan if the individual demonstrates good cause for failure to pay the program billed amount within the
two-month grace period and pays all overdue amounts billed.



9. Opting Out

You can leave the Medicare Prescription Payment Plan at any time by contacting Blue Shield of California at 833-
696-2087 (TTY — 711). Leaving will not affect your Medicare drug coverage and other Medicare benefits.
Keep in mind:

e Ifyou still owe a balance, you are required to pay the amount you owe, even though you’re no longer
participating in this payment option. You will continue to receive an invoice each month for any outstanding
amount until your balance is paid in full.

e You can choose to pay your balance all at once or be billed monthly.

You will pay the pharmacy directly for new out-of-pocket drug costs after you leave the Medicare Prescription
Payment Plan.

10. Disenrollment and New Medicare Drug Plan Enrollment

If you leave or are disenrolled from your current Blue Shield of California plan for any reason, or change to a new
Medicare drug plan or Medicare health plan with drug coverage (like a Medicare Advantage Plan with drug
coverage), and you still owe any balances, you are required to pay the amount you owe, even though you’re no
longer participating in this payment option. You will continue to receive an invoice each month for any outstanding
amount until your balance is paid in full. Upon disenrollment, you remain responsible for the amount due under
the existing Medicare Prescription Payment Plan.

Contact your new plan if you’d like to participate in the Medicare Prescription Payment Plan through your new plan.

11. Address Updates

SimplicityRx administers this program on behalf of Blue Shield of California. Any contact information or
communication preferences you provide during election or directly through your Medicare Prescription Payment
Plan Payment Portal will only be used for your Medicare Prescription Payment Plan Program, and may not be
communicated back to Blue Shield of California for use on other Blue Shield of California communications.

12. Communications

By providing us with your contact information, you consent to our contacting you by any means you have provided
regarding important information about your Medicare Prescription Payment Program account. This consent allows
us to use text messaging for informational and account service calls, but not for telemarketing or sales calls. This
may also include contact from companies working on our behalf to service your account.
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NONDISCRIMINATION NOTICE

Discrimination is against the law. Blue Shield of California complies with applicable state laws and
federal civil rights laws and does not discriminate on the basis of race, color, national origin,
ancestry, religion, sex, marital status, pregnancy or related conditions, sex characteristics, sex
stereotypes, gender, gender identity, sexual orientation, age, or disability. Blue Shield of California
does not exclude people or treat them differently because of race, color, national origin, ancestry,
religion, sex, marital status, pregnancy or related conditions, sex characteristics, sex stereotypes,
gender, gender identity, sexual orientation, age, or disability.

Blue Shield of California provides:

e Aids and services at no cost to people with disabilities to communicate effectively with us,
such as:
v" Qualified sign language interpreters
v' Written information in other formats (large print, audio, accessible electronic formats,
other formats)

< Language services to people whose primary language is not English, such as:
v" Qualified interpreters
v"Information written in other languages

If you need these services, contact Blue Shield of California Customer Service using the number on
the back of your member ID card.

If you believe that Blue Shield of California has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, ancestry, religion, sex, marital status,
pregnancy or related conditions, sex characteristics, sex stereotypes, gender, gender identity,
sexual orientation, age, or disability, you can file a grievance with:

Blue Shield of California Civil Rights Coordinator

P.O. Box 5588, El Dorado Hills, CA 95762-0011

Phone: (844) 831-4133 (TTY: 711)

ax: (844) 696-6070

Email: BlueShieldCivilRightsCoordinator@blueshieldca.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the
Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW, Room 509F, HHH Building
Washington, D.C. 20201

Phone: 1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Blue Shield of California is an independent member of the Blue Shield Association
A20275MAD_0724 Y0118_24_452D1_C 08072024
H2819_24 452D1_C Approved 08202024
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Multi-Language Insert
Multi-Language Interpreter Services

English We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-800-776-4466. Someone who
speaks English can help you. This is a free service.

Spanish Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor
llame al 1-800-776-4466. Alguien que hable espanol le podrd ayudar. Este es un servicio gratuito.

Chinese Mandarin Hf Ti2 Bt R 2RIV IFAR Sy, B EDIEMES OC TIEBESZG IR G (R (T BE [m], AN RIETE
LIENIEARSS, 152 1-800-776-4466, AT LIE A GRREREIE, X8 TRk,

Chinese Cantonese A H MY (i FE s ZEM O P ] REAF G RE M), A UL IR &1 iNEE Ik, M5
GV 1%, GHECE 1-800-776-4466, HAMFaEF I N B ERERAHY), & & —HRERE.
Tagalog Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang
makakuha ng tagasaling-wika, tawagan lamang kami sa 1-800-776-4466. Maaari kayong
tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French Nous proposons des services gratuits d'interprétation pour répondre a toutes vos question:
relatives & notre régime de santé ou d'assurance-médicaments. Pour accéder au service
d'interprétation, il vous suffit de nous appeler au 1-800-776-4466. Un interlocuteur parlant
Francais pourra vous aider. Ce service est gratuit.

Vietnamese Chung t6i cé dich vu théng dich mién phi dé tra loi cdc cdu hoéi vé chueong sirc khée va
chuong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-800-776-4466 sé c6 nhdan vién
ndi tiéng Viét givp d& qui vi. Bay la dich vu mién phi .
German Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-776-4466.
Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.
Korean 3A= 95 By T okF Bgo #3 Aol g3l =8l 5 9 AP A&
At YUtk B9 Au| 25 o] 8512 H 3} 1-800-776-4466 ¥ 2= F-o]3] T4 A L.
ol she BAsl ot = AUk o] AulaE REE ¢F T
Russian Ecau y Bac BO3HUKHYT BONPOCHI OTHOCUTE/IbHO CTPAXx0BOro UAU MeAUKAMEHTHOTO NAaHa, Bbl
MOKeTe BOCNO0/1b30BaTbCA HAWIMMK BecnaaTHbIMKM yCyramy nepeBoaYymMKkos. YTobbl BOCNob30BaTbCA
yc/lyramm nepeBoayunKka, no3BoHMTe Ham no TenepoHy 1-800-776-4466. Bam OKaxKeT NOMOLLb COTPYAHMUK,
KOTOPbIV rOBOPUT NO-PYyCCKU. [JaHHan ycayra 6ecnnatHas.
Jymanll Wl 4y 0¥ Jgan ) dnally (3lati Aliul (g} e AaDU Aplaall (o )58l an ylall Cledd 2233 W) Arabic
(s aa sie o Aplae dead oda cline Ly Ay ) Gaadhy Lo (sl 6 5 1-800-776-4466 o W Juail) (o su clhle (il

Hindi SHR WA 1 &dl DI Ao &b IR H 3G fhdt 1 Uy & Sd1d &= o oI gHR UM oI gHINan
JaTt IuaT . Th GHIIT UTed R o ToTT, S §H 1-800-776-4466 TR DI B, HIs Hidd S (gl
STl § 3MUD! UGG PR bl 5. I8 U GUd 4dl 5.

Italian E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul

nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-776-4466.
Un nostro incaricato che parla ltalianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese Dispomos de servigos de interpretacdo gratuitos para responder a qualquer
questdo que tenha acerca do nosso plano de saude ou de medicagdo. Para obter um intérprete,
contacte-nos através do nimero 1-800-776-4466. Ird encontrar alguém que fale o idioma
Portugués para o ajudar. Este servigo € gratuito.
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French Creole Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konsenan
plan medikal oswa dwdg nou an. Pou jwenn yon entepret, jis rele nou nan 1-800-776-4466. Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystac z pomocy ttumacza
znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-776-4466. Ta Uerugo jest bezptatna.

Japanese it o) fi E (i HE(RIE & L5 LTI T 7 > ICBEY & THERC 1’9“67_ =, RO
RY—E22h0) 23 &9, @IRE A% 21212, 1-800- 776 4466 12 B < 728 1,
HARGEE GRS N & 2SR LT, SR EROF— E2TT,

Hmong Peb muaj cov kev pab cuam txhais lus pab dawb los teb tej lus nug uas koj muaj hais
txog ntawm peb li kev noj gab haus huv los sis lub phiaj xwm tshuaj kho mob. Kom tau txais
tus kws pab cuam txhais lus, tsuas yog hu rau peb ntawm 1-800-776-4466. Muaj cov paub
lus Hmoob tuaj yeem pab tau koj. Qhov no yog pab dawb.

Ukrainian Mu Hagaemo 6e3KOLWITOBHI Nocayru nepeknagaya, wob sianosictu Ha byab-AKi 3aNUTaHHA WOAO0
HaLLIOro NaaHy NiKyBaHHA YM HAaAAHHA NiKapCcbKkux 3acobis. LLLlob ckopucTaTnca nocnyramu nepeknagava,
npocto 3atenedoHyiite Ham 3a Homepom 1-800-776-4466. Bam moyKe AONOMOITU XTOCb, XTO PO3MOB/IAE
YKpaiHcbKoto. Lle 6e3KkowToBHa nocnyra.

Navajo Dii ats’iis baa ahaya éi doodago azee’ bee aa ahay3 bina’iditkidgo éi na ata’ hodoolnihii hélg.
Ata’ halne’é bmuyego kojj’ 1-800-776-4466 béésh bee hodiilnih. Diné k’ehji yatti'i nika adoolwot. Dii
t'aa jiik’eh bee ana’awo.

Punjabi U=t gt fHI3 A 3991 U8's 59 33 oA & AT'S © A" O 89 73 d% He3 THIE
ATt QuaET Ia| 8 g T B, 7S 1-800-776-4466 '3 I S| Urrsl 98 & Jgt &
fene 3t 3T3 Hee a9 Aaw J1 fog 89 Has A= JI

Khmer s SIﬁJﬁHﬁ“UﬁILUL‘(’]ﬂJH‘IﬁImUjﬁﬁﬁﬁitﬁu'[:glﬁtﬁﬁjﬂﬂjﬁS‘I

INEUHFTH“IGH‘I SHsmn L[ﬁILBTHQﬁJG’IUfUIUJﬁH INHJQQEUGTSHFTU‘FTT,LUW]HJH‘IFTHTF?
ﬁJHQJﬁJﬁQHﬁIUJHEﬁ‘IHT,mB] 800-776-44661 Hﬁﬂmmﬁiwmgmm?ﬂﬁﬂlgimﬁﬁtﬁﬁﬁmS“I
ifl]ﬁT,S HSﬁﬁItb’iS‘l 194

Mien Yie mbuo mbenc dugv maaih tengx wang-henh nzie faan waac mienh liouh dau waac bun
muangx dongh nzunc baav meih maaih waac naaic taux yie mbuo gorngv taux yie nyei heng-
wangc jauv-louc a’fai ndie-daan. Liouh lorx zipv longc faan waac nor, douc waac lorx taux yie
mbuo yiem njiec naaiv 1-800-776-4466. Maaih mienh gorngv benx Mienh waac haih tengx nzie
dugv meih. Naaiv se benx wang-henh nzie weih jauv-louc oc.

Lao womS‘)JJm&)w‘)m?oE)L)csemcwamaummumvggmmvvmoa ,Umonuse W90 G
cccavmuemaagwoncsv cwa?m“losumewvsv w;gccm?mm‘)woncsvmcul 800-776-4466. 1
WIFIVI0 FIVIOFOBUIV. vccuvuomv?oeucs@m

Armenian Utig Unin huuwbt] h &0 wbdXwup pupgdubswwl dunwjnipjniblbbpn ™ Jdbn
wnnneuyuwhwwlb Jud nintnph wjwbh htwn juydud QEn gubljugud hupghl yunwuhwbb ] ni hwdwp :
pPunpgUuwlhs n1bblw] nt hwdwup wyupquuytbu qubgquhunte dtg 1-800-776-4466
htnwhnuwhwdwunpny: QAtg ogbh hwjtntlb hdwgnn punpgdwbhsn: cwnwjnipini b wbyxXwn E:
J:\.J\JLQLQJJULJQALC‘)LAJ}AJJ&Q\}MM;)AA.}UHAJGAﬁ\J\ u@q\‘)‘shwea‘)uuuhu Farsi
o84S € 3 580 i T1-800-776-4466 o jled 4 Lo L CodlS ¢ aleS aa jie (LA () 0 a3 Gl
Thai Mu1Ing Nfivimsauniiianavdiauaasnauf s Auguawidauwrus U 2a9A oL
winsiadNITuINITaIN TU5aTNINLIIN 1-800-776-4466 finunid1unsanan1 lnglainadiavidan
usnsfitduuinisns
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