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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

does not 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

NAME First Last Mi

Medicare Number

Birth Date Phone

(MM/DD/YYYY) Number

Permanent Residence Street Address (PO Box not allowed, unless experiencing homelessness) County (Optional)
Apt # City State ZIP

Mailing Address, if different from your permanent address (PO Box allowed)

Apt # City State ZIP

Read and Sign Below

¢ | understand 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.

¢ | understand that signing this form means that | have read and understand the form and the attached
terms and conditions.

¢ 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 | am not a participant in the
Medicare Prescription Payment Plan.

¢ | understand that Blue Shield of California will automatically renew my participation in the Medicare
Prescription Payment Plan at the beginning of each calendar year, unless | contact Blue Shield of
California to opt out.

Signature Date
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If you are completing this form for someone else, complete the section below. Your signature
certifies that you are authorized under State law to fill out this participation form and have
documentation of this authority available if Medicare asks for it.

NAME First Last ]
Address

Apt # City State ZIP
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 at Activate.RxPayments.com, or call us

at (833) 696-2087 (TTY:711) to submit your request via telephone.

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



mailto:ElectMPPP@RxPayments.com
file://grooperfiles/Grooper/Healthcare/Echo/SimplicityRx%20Enrollment/activate.rxpayments.com

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 enroll in 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
atwo-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 If youstill 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.

* 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:

» Aids and services at no cost to people with disabilities to commmunicate 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)

Fax: (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.nhs.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_0725 Y0118_25_042A1_COM_C 08202025
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Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak [insert language], free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible formats are also
available free of charge. Call 1-800-776-4466 (TTY: 711) or speak to your provider.
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Blue Shield of California is an independent member of the Blue Shield Association
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PYCCKNU

BHUMAHMWE: Ecnun Bbl rOBOpPUTE Ha PYCCKUIM, BaM AOCTYMHbI 6ecniaTHble YCAYrU A3bIKOBOM NOAAEPMKKM.
CooTBeTcTBYHOLME BCNOMOraTe/ibHble CPeacTBa M YCIYTU NO NPeaoCcTaBAeHU0 MHGOPMALUUK B AOCTYMHbIX
dopmaTax TaKKe npegocrasasatoTcs 6ecnnatHo. MNossoHute no tenedpoHy 1-800-776-4466 (TTY: 711) nnu
obpaTuTechb K CBOEMY NOCTABLUMKY YCAYT.

Espanol

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linguistica.
También estdn disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Liame al 1-800-776-4466 (TTY: 711) o hable con
su proveedor.

Tagalog

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong
sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na format. Tumawag sa

1-800-776-4466 (TTY: 711) o makipag-usap sa iyong provider.
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YKpaiHCbKa moBa

YBATA: AKL10 BM pO3MOB/AETE YKPAiHCbKa MOBa, BaM A0CTYMNHi 6e3K0oLWTOBHI MOBHi nocayru. BianosiaHi
AOMNOMIKHi 3aco0bu Ta nocnyrv Ana HagaHHA iHpopMaLii y 4OCTYNHUX GOpMaATax TaKOXK A0CTYMHi 6€3KOLITOBHO.
3atenedoHyiite 3a Homepom 1-800-776-4466 (TTY: 711) abo 3BepHiTbCA A0 CBOro NOCTaYaNbHUKa».

Viét

LUU Y: Néu ban ndi tiéng Viét, ching téi cung cdp mién phi cdc dich vy hé tro ngdn ngir. Cac h~5 tro
dich vu phu hgp dé cung cap théng tin theo cdc dinh dang dé tiép cadn cing dugc cung cdp mién phi.
Vui lbng goi theo s6 1-800-776-4466 (Ngudi khuyét tat: 711) hodc trao déi véi ngudi cung cdp dich vu
cua ban.
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