
 

 
 
First 
 
 
Last 

 

Mem
Com
addr

Resid
(No P

City 

Hom

Emai

Socia

 

Com

If yo
the S
cove
your

 I 
p
e
lo

Signa

If yo

Repr
 

Phon
 

 Name______

 Name______

mber Info
mplete the m
ress, EVEN

dential Addres
P.O. Box)  

 

e Phone  

il  

al Security # 

mplete this

ou do not w
State requi
erage. Plea
r retirement

 do not want t
prescription dr
eligibility rules
ose other cov

ature  

ou are the a

resentative’s N

ne Number 

For cove

____________

____________

ormation 
member info
N IF you rec

ss  

 

 

s section to

ish to enrol
res that you

ase mark th
t system at 

to enroll in the
rug, vision, an

s, if I do not el
verage for rea

authorized r

Name 

 

erage from

___________

___________

 
ormation be
ceive your m

o waive cov

ll in one of t
u affirmativ
e box below
the addres

e MA-PD cove
nd dental cove
ect an MA-PD
sons other th

representat

 February 

___________

____________

elow makin
mail at a Po

Gender 

 

verage sta

the State-s
ely check t
w and sign 
ss above. 

erage. I under
erage will end
D plan at this 
an voluntary t

tive, you mu

Bure

1 

1, 2014 thr

________ 

_______ 

R
r
b
S
1
P
C

ng sure to e
ost Office b

 M    

 

arting Febr

ponsored M
he box belo
this section

rstand that my
d January 31, 
time, I cannot
termination or

ust sign abo

Add
 

Rela
 

eau of Ben
CIP 

rough Dec

Return all 8
retirement s
below postm
State Unive
1901 Fox D
P.O. Box 2
Champaign

enter your p
box. 

State 

Cell Ph

F D

 

ruary 1, 20

Medicare A
ow indicatin
n. Once sig

y election me
 2014. I also u
t re-enroll in C
r nonpayment

ove and pro

dress 

ationship to M

State of 
Central M

efits—Grou
 Open E

cember 31,

8 pages of 
system at th
marked by 

versity Reti
Drive 
2710 
n, Il 61825-

physical res

 

hone  

Date of Birth: 

14 

Advantage p
ng that you 
gned, simpl

eans that my c
understand th
CIP at any tim
t of premium. 

Date 

ovide the fo

Member 

 Illinois Dep
Manageme
up Insuran

Enrollme

 2014  

this form to
he address
December
irement Sy

-2710 

sidential stre

Zip 
Code 

 MM D

 

plans being
do not wan
y return this

current medic
hat under the 

me in the future
 

  

ollowing info

partment o
nt Services
ce Division

ent Form

o your 
s shown 
r 13, 2013.
ystem 

eet 

 

DD YYYY 

  

 offered, 
nt the 
s form to 

al, 
current CIP 
e unless I 

ormation. 

f 
s 
n

m 

 



 

Hea

Med
mak
encl
mem
will b

 C

 U

If yo
pers
and 
both

PCP

Nam

Curre

PCP

Nam

Curre

PCP

Nam

Curre

PCP

Nam

Curre

althcare P

dical Optio
ke your elec
losed Your 
mbers will b
be provided

Coventry Adva

UnitedHealthc

ou elected H
son. Use th
your depen

h the name 

P for Memb

e  

ent patient of 

P for Spous

e  

ent patient of 

P for Other

e  

ent patient of 

P for Other

e  

ent patient of 

Plan Elec

ns: To hav
ction by che
Retiree He

be enrolled 
d automatic

antra HMO (A

are Group Me

HMO cover
e provider d
ndents. Eac
of the phys

ber 

 PCP? 

se/Civil Un

 PCP? 

r Dependen

 PCP? 

r Dependen

 PCP? 

 

ction 

ve medical a
ecking the b
ealthcare De
in the same

cally if you e

AB) 

edicare Advan

age, you m
directory pr
ch person o
sician and t

 Yes    N

nion Partne

 Yes    N

nt 1 

 Yes    N

nt 2 

 Yes    N

and prescri
box next to 
ecision Gui
e plan. Visi
elect one o

ntage PPO (A

must select a
rovided by 
on the plan 
the required

No 

er 

No 

No 

No 

Bure

2 

ption drug 
one of the 

ide for plan
on and den
f the new M

AE) 

a primary c
Humana or
may select

d 10-digit “P

eau of Ben
CIP 

coverage a
MA-PD pla

ns available
ntal coverag
MA-PD plan

 Humana B

 Humana H

care physici
r Coventry A
t a different
PCP Numb

State of 
Central M

efits—Grou
 Open E

after Januar
ans below. 
e in your are
ge for you a
ns (options 

Benefit Plan H

Health Plan H

ian (PCP) f
Advantra to
t PCP. The
er” for each

PCP 
Number 

PCP 
Number 

PCP 
Number 

PCP 
Number 

 Illinois Dep
Manageme
up Insuran

Enrollme

ry 31, 2014
See the ma

ea. All cove
and your de
indicated b

HMO (AC) 

HMO (AD) 

for each cov
o select a P
e directories
h physician

 

 

 

 

partment o
nt Services
ce Division

ent Form

4, please 
ap in the 
ered family 
ependents 
below): 

vered 
PCP for you
s include 
n. 

f 
s 
n

m 

u 



 

Dep
Plea

 I 

I wish

 

If add
Medi
requi

I wish

 

I wish

 

* Non
not 
dep

pendent E
ase select a

 wish to contin

h to drop my: 

ding a depend
care Parts A 
ired to add an

h to add a: 

h to add a: 

n-Medicare me
 be allowed to 
pendent either 

Elections
all the actio

nue coverage

  Spous

 Other 

dent, you mus
and B, you m

ny dependent.

 Spouse

 Other D

 Non-M

 Non-M

eans the depen
change to one
enrolls in Medi

 

 
ns in this se

 for my curren

se/Civil Union

 Dependent (e

st complete th
must also ente
. Documentat

e/Civil Union 

Dependent w

Medicare* Spo

Medicare* Oth

ndent is not enr
 of the new MA
care Parts A a

ection that 

ntly enrolled d

n Partner 

enter depend

he “Dependen
r the Medicar
ion requireme

Partner who i

ho is enrolled

ouse/Civil Uni

her Dependen

rolled in Medica
A-PD plans at t
and B, or your d

Bure

3 

apply.

dependents. 

ent’s name) _

nt Information”
re ID card num
ents are listed

is enrolled in 

d in Medicare 

on Partner  

nt  

are Parts A an
this time; you w
dependent is d

eau of Ben
CIP 

__________

” section on p
mber and effe
d on page 8.  

Medicare Par

Parts A and B

 

d B. If you are 
will instead, rem
dropped from yo

State of 
Central M

efits—Grou
 Open E

__________

page 4. If the d
ective date info

rts A and B 

B 

 adding a non-
main in your cu
our CIP covera

 Illinois Dep
Manageme
up Insuran

Enrollme

__________

dependent is 
ormation. Doc

-Medicare depe
urrent health pla
age. 

partment o
nt Services
ce Division

ent Form

_________

enrolled in 
cumentation i

endent, you wil
an until your 

f 
s 
n

m 

_ 

s 

l 



 
Dep
Com
addi
docu
for e
are 

Spo

First 
 

Relat

Socia

 

Spo

If this
If the
this s
Medi

Medi

IS 

Othe

First 
 

Relat

Socia

 

Othe

If this
If the
sectio
Medi

Medi

IS 

pendent I
mplete the s
ing your eli
umentation
each person
NOT addin

ouse/Civil U

 Name 

tionship to Re

al Security # 

 

ouse/Civil U

s dependent d
e dependent d
section. Either
care card.  

icare Claim N

 ENTITLED T

er Depend

 Name 

tionship to Re

al Security # 

 

er Depend

s dependent d
e dependent d
on. Either fill i
care card.  

icare Claim N

 ENTITLED T

nformatio
section belo
gible spous
 to add the 
n being add
ng any dep

Union Part

etiree  

Union Part

does not have
does have Me
r fill in the bla

Number 

TO:  

 Effective

dent 

etiree  

dent Health

does not have
does have Me
in the blanks 

Number 

TO:               

 Effective

 

on 
ow for each
se, civil unio
dependent

ded. Compl
pendents, s

tner of Mem

Middle N
 

tner—Medi

e Medicare Pa
edicare Parts A
nks below so 

 

HOSP

e Date MM 

Middle N
 

h Insurance

e Medicare Pa
edicare Part A
below so they

 

             HOSP

e Date MM 

h dependen
on partner o
t, in additio
lete the sec
skip to pag

mber 

Name 

icare Healt

arts A and B, 
A and B, use 
 they match th

PITAL (Part A)

M 

Name 

e 

arts A and B, 
A and B, use t
y match the re

PITAL (Part A

M 

Bure

4 

t that you a
or depende
n to providi

ction below 
ge 5. 

Date

 

th Insuranc

 check this bo
 the informatio
he red, white 

) 

YY 

Date

 

 check this bo
the informatio
ed, white and 

A) 

YY 

eau of Ben
CIP 

are adding t
ent, you mu
ing Medica
only if you

Last Nam
 

e of Birth 

ce 

ox  and co
on on the dep
and blue Med

Effective

Last Nam
 

e of Birth 

ox  and co
on on the depe
 blue Medicar

Effec

State of 
Central M

efits—Grou
 Open E

to your cov
ust provide 
re Part A a
 are adding

me 

Gen

MM DD 

  

ntinue to the 
pendent’s Med
dicare card O

MEDIC

e Date 

me 

Gen

MM DD 

  

ntinue to the 
endent’s Med
re card OR att

      ME

ctive Date 

 Illinois Dep
Manageme
up Insuran

Enrollme

verage. If yo
the necess

and Part B i
g a depende

nder  M   

YYYY

 

next section. 
dicare card to
R attach a co

CAL (Part B) 

MM 

der  M

YYYY

 

next section. 
icare card to 
tach a copy o

EDICAL (Part 

MM 

partment o
nt Services
ce Division

ent Form

ou are 
sary 
nformation
ent. If you 

  F 

Y 

 
o complete 
opy of the 

YY 

    F 

Y 

 
complete this

of the 

 B) 

YY 

f 
s 
n

m 

 



 
 

All 

Que

Do yo

Insur

Que

Do yo

Insur

Do y
and/o
docto

If yes

Que

Do yo

Insur

Do y
and/o
docto

If yes

Que

Do yo

Insur

Do y
and/o
docto

If yes

Individua

estions for 

ou work? 

rance Plan Na

estions for 

ou work? 

rance Plan Na

you have End
or you do not 
or indicating s

s, what is the 

estions for 

ou work? 

rance Plan Na

you have End
or you do not 
or indicating s

s, what is the 

estions for 

ou work? 

rance Plan Na

you have End
or you do not 
or indicating s

s, what is the 

als Enrolli

Member  

 Yes   

ame 

Spouse/C

 Yes   

ame 

d-Stage Rena
 need regular 
such; otherwis

 date of your f

Other Dep

 Yes   

ame 

d-Stage Rena
 need regular 
such; otherwis

 date of your f

Other Dep

 Yes   

ame 

d-Stage Rena
 need regular 
such; otherwis

 date of your f

 

ing in Cov

 No If you ha

Civil Union 

 No If you ha

al Disease (ES
 dialysis any m
se, we may ne

first dialysis tr

pendent 1 

 No If you ha

al Disease (ES
 dialysis any m
se, we may ne

first dialysis tr

pendent 2 

 No If you ha

al Disease (ES
 dialysis any m
se, we may ne

first dialysis tr

verage M

ave insurance

Partner 

ave insurance

SRD)? If you 
more, please 
eed to contact

reatment:  

ave insurance

SRD)? If you 
more, please 
eed to contact

reatment:  

ave insurance

SRD)? If you 
more, please 
eed to contact

reatment:  

Bure

5 

Must Answ

e provided by 

e provided by 

 have had a s
 attach a not
t you to obtain

Month  

e provided by 

 have had a s
 attach a not
t you to obtain

Month  

e provided by 

 have had a s
 attach a not
t you to obtain

Month  

eau of Ben
CIP 

wer These

y your employe

y your employe

successful kid
te or records
n additional in

y your employe

successful kid
te or records
n additional in

y your employe

successful kid
te or records
n additional in

State of 
Central M

efits—Grou
 Open E

e Questio

yer, complete t

Effective Dat

 

yer, complete t

Effective Dat

 

dney transplan
s from your 
nformation.  

Yea

yer, complete t

Effective Dat

 

dney transplan
s from your 
nformation.  

Yea

yer, complete t

Effective Dat

 

dney transplan
s from your 
nformation.  

Yea

 Illinois Dep
Manageme
up Insuran

Enrollme

ons 

the informatio

te   MM          

the informatio

te   MM          

nt  Yes

ar  

the informatio

te   MM          

nt  Yes

ar  

the informatio

te   MM          

nt  Yes

ar  

partment o
nt Services
ce Division

ent Form

on below: 

     YY 

on below: 

     YY 

s    No 

on below: 

     YY 

s    No 

on below: 

     YY 

s    No 

f 
s 
n

m 



 

AUT
Rea

I auth
unde
and t
enrol
verify
imme

I cert
depe
Unive
Illinoi
repay
Prog

By co

 Th
be
in 
ce

 Th
so

 O
w
to
M
pa
Fe

 I u
us
un
pl
co

 I u
no

Relea
and o
inform

THORIZAT
ad this sect

horize premiu
erstand that if 
true. I agree to
llment and ad
y that the amo
ediately conta

tify that, to the
endents listed 
ersities Retire
is, Departmen
yment of all p
ram. 

ompleting this

he Medicare A
e in only one 
 another Med
ertain times of

he MA-PD HM
o I can disenro

nce I am a m
ill read the Ev

o get coverage
Medicare while
ay any applica
ederal require

understand th
se network pr
nderstand tha
an and other 
ontract or sub

understand th
or agents of M

ase of Inform
other plans as
mation for res

ION, CERT
tion carefu

ms as establi
my pension c
o abide by all
ministration o

ounts of the in
act my retirem

e best of my k
 are eligible fo

ement System
nt of Central M
remiums the 

s enrollment a

Advantage pla
MA-PD plan a

dicare health a
f the year if an

MO networks 
oll and find a 

ember of an M
vidence of Co
e with this MA
e out of the co
able plan prem
ements. 

hat, if electing 
oviders, exce

at I will have to
 services cont

bscriber agree

hat the provide
MA-PD plans o

mation: By joi
s is necessary
search and oth

 

TIFICATION
ully. 

shed annually
check is insuff
 College Insu

of the plan I ha
nsurance dedu
ent system. 

knowledge, th
or coverage u

m within 30 day
Management 
Program mad

application, I a

ans with presc
at a time and 
and prescriptio
n enrollment p

serve specific
new plan in m

MA-PD plan, 
verage docum

A-PD plan. I un
ountry except f
miums within 

 an MA-PD H
ept for emerge
o pay more fo
tained in my M

ement) will be 

ers in the netw
or their affiliat

ning an MA-P
y for treatmen
her reasons w

N, AGREEM

y to be deduc
ficient, I will be
rance Progra
ave elected. I
uctions are ac

e information 
nder the crite
ys of the date
Services (CM

de on behalf o

agree to the fo

cription drugs
I understand 
on drug plan. 
period is avail

c areas. If I m
my new area. 

I have the righ
ment from the
nderstand tha
for limited cov
the grace per

MO plan, beg
ency or urgent
or services tha
Medicare plan
 covered.  

works are inde
tes. 

PD health plan
nt, payment of
which they can

Bure

6 

MENT 

cted from my p
e direct billed
m rules. I agr
 understand it
ccurate. I und

 provided on t
ria described 

e any depende
MS) may impos
of the enrolled

ollowing:  

s (MA-PD plan
that my enrol
 Once I enroll
lable or under

ove out of tha
 

ht to appeal p
 plan I have c

at people with
verage near th
riod. The effec

ginning on the
tly needed se
at I receive fro
n Evidence of 

ependent con

n, I acknowled
f claims and h
n do under Fe

eau of Ben
CIP 

pension chec
. The informa

ree to furnish 
t is my respon
erstand that i

this form is tru
 on page 8. I 
ent ceases to
se a financial

d individuals, a

ns) have cont
lment in this p
l, I may leave 
r certain spec

at service area

plan decisions
chosen when 
 Original Med
he U.S. borde
ctive date of d

e date MA-PD
ervices or out-
om non-netwo
 Coverage do

ntractors in pri

dge that they 
health care op
ederal law. 

State of 
Central M

efits—Grou
 Open E

k for those pla
ation containe
additional info
nsibility to rev
f my deductio

ue and accura
understand th
 be eligible fo
 penalty, inclu
as well as exp

racts with the
plan will autom
 this plan or m

cial circumstan

a, I need to no

s about payme
 I get it to kno
dicare are not 
er. I may also 
disenrollment 

 HMO plan co
-of-area dialys
ork providers. 
ocument (also

ivate practice

 will release m
perations. Med

 Illinois Dep
Manageme
up Insuran

Enrollme

ans I have se
d in this Form
ormation requ
view my pensi
ons are not co

ate and that a
hat I must not
or coverage. T
uding, but not
penses incurr

e Federal gove
matically end 
make changes
nces.  

otify my retire

ent or service
w which rules
 usually cover
 be disenrolle
 is in accorda

overage begin
sis services. I 
 Services auth
 known as the

 and are neith

my information
dicare may al

partment o
nt Services
ce Division

ent Form

elected. I 
m is complete 
uested for 
ion check and

orrect I must 

any 
tify the State 
The State of 
t limited to, 
red by the 

ernment. I can
 my enrollmen
s only at 

ement system

e if I disagree. 
s I must follow
red under 

ed if I do not 
nce with 

ns, I can only 
 also 
horized by the
e member 

her employee

n to Medicare 
so use this 

f 
s 
n

m 

d 

n 
nt 

 

 I 
w 

e 

s 

 



 
Sig
Mem

Signa

If you

Repr

 

Phon
 

Spo

Signa

If you

Repr

 

Phon
 

Othe

Signa

If you

Repr

 

Phon
 

Othe

Signa

If you

Repr

 

Phon
 

natures—
mber 

ature 
 

u are the auth

resentative’s N

ne Number 

ouse/Civil U

ature 
 

u are the auth

resentative’s N

ne Number 

er Depend

ature 
 

u are the auth

resentative’s N

ne Number 

er Depend

ature 
 

u are the auth

resentative’s N

ne Number 

—All Enrol

horized repres

Name 

Union Part

horized repres

Name 

dent 1 

horized repres

Name 

dent 2 

horized repres

Name 

You must 

 

llees (Cur

sentative, you 

tner 

sentative, you 

sentative, you 

sentative, you 

return all 

rrent and

 must sign ab

 must sign ab

 must sign ab

 must sign ab

8 pages of

Bure

7 

d New) Mu

bove and prov

Addres

 

Relatio
 

bove and prov

Addres

 

Relatio
 

bove and prov

Addres

 

Relatio
 

bove and prov

Addres

 

Relatio
 

f this form 

eau of Ben
CIP 

ust Sign 

vide the follow

ss  

onship to Enro

vide the follow

ss  

onship to Enro

vide the follow

ss  

onship to Enro

vide the follow

ss  

onship to Enro

to your re

State of 
Central M

efits—Grou
 Open E

Date 

wing informatio

ollee 

Date 

wing informatio

ollee 

Date 

wing informatio

ollee 

Date 

wing informatio

ollee 

etirement s

 Illinois Dep
Manageme
up Insuran

Enrollme

 

on. 

 

on. 

 

on. 

 

on. 

system. 

partment o
nt Services
ce Division

ent Form

f 
s 
n

m 



 
Dep

If yo
to en
Peri
and 
effec

If yo
appr

 
 

pendent D

ou are addin
nroll in one
od, but you
enrolls in M
ctive date o

ou are addin
ropriate doc

Relati

Spouse o

Natural C

Stepchild
through a

Adopted 

Adjudica
through a

Parent 

Adult Ve
(IRS/non

Disabled

 

Documen

ng a depen
 of the MA-

u will remain
Medicare P
of the depe

ng a depen
cumentatio

onship of 
You

or Civil Union

Child through 

d or civil union
age 25 

 Child through

ated Child/Leg
age 25 

teran Child  
n-IRS) through

d 

 

tation Re

dent who is
-PD plans. Y
n in your cu
arts A and 
ndent’s cov

dent for the
n as indica

Dependen
u 

 Partner 

 age 25 

n partner’s ch

h age 25 

gal Guardians

h age 29 

equiremen

s not enrolle
You may a
urrent healt
B, or the d

verage will 

e first time,
ated below:

t To 

Marr

Birth

ild Birth
the c

Marr
child

Adop

hip Cour

Birth

Copy

Birth

Proo

Vete

Copy

Birth

State
Socia

Copy

Bure

8 

nts 

ed in Medic
dd your de
h plan until
ependent is
be Februar

you must p

Do

riage certificat

 certificate 

 certificate ind
child’s parent,

riage/civil unio
’s parent is yo

ption certificat

rt documentat

 certificate of 

y of the memb

 certificate, an

of of Illinois res

erans’ Affairs R

y of the memb

 certificate, an

ement from th
al Security dis

y of the memb

eau of Ben
CIP 

care Parts A
pendent du
l that depen
s dropped f
ry 1, 2014. 

provide you

ocumentati

te or civil unio

dicating your 
 and  

on partnership
our spouse/ci

te stamped by

tion signed by

 member indic

ber’s tax retur

nd 

sidency, and 

Release form 

ber’s tax retur

nd a 

he Social Secu
sability determ

ber’s tax retur

State of 
Central M

efits—Grou
 Open E

A and B, yo
uring the Op
ndent eithe
from your c
 

ur retiremen

ion Requir

on partnership

spouse/civil u

p certificate in
vil union partn

y the circuit cl

y a judge 

cating parent’

rn 

 DD-214 (or e

rn  

urity Administ
mination, and 

rn for depende

 Illinois Dep
Manageme
up Insuran

Enrollme

ou will not b
pen Enrollm
r becomes 

coverage. T

nt system w

red 

p certificate 

union partner 

ndicating the 
ner 

lerk 

’s name and  

equivalent), an

tration with th
 a 

ents 26 and o

partment o
nt Services
ce Division

ent Form

be allowed 
ment 

eligible for 
The 

with the 

is 

 

nd a 

e 

older 

f 
s 
n

m 


