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Employer/Union Group Medicare 

Prescription Drug Plan Enrollment Form



To Enroll in Simply Prescriptions, Please Provide the Following Information:

Please contact Simply Prescriptions if you need information in another language or format (Braille).
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Please Provide Your Medicare Insurance Information

Paying Your Plan Premium

Please take out your red, white and blue Medicare 
card to complete this section.

• Fill out this information as it appears on your 
Medicare card. 

- OR -

• Attach a copy of your Medicare card or your 
letter from Social Security or the Railroad 
Retirement Board.

Simply Prescriptions is a PDP plan with a Medicare 
contract. Enrollment in Simply Prescriptions depends 
on contract renewal.

EMPLOYER OR UNION NAME:

LAST NAME:

(   )PHONE NUMBER:

FIRST NAME: MIDDLE INITIAL:

( _ _ / _ _ / _ _ _ _ )
M M  D D  Y Y Y Y

GROUP #:

BIRTH DATE: (  )( _ _ / _ _ / _ _ _ _ )
M M  D D  Y Y Y Y

SEX: HOME PHONE NUMBER:M
F

MR.
MRS.
MS.

EMAIL ADDRESS:

PERMANENT RESIDENCE STREET ADDRESS (P.O. BOX IS NOT ALLOWED):

STREET ADDRESS: CITY: STATE: ZIP CODE:

MAILING ADDRESS (ONLY IF DIFFERENT FROM YOUR PERMANENT RESIDENCE ADDRESS):

STREET ADDRESS: CITY: STATE: ZIP CODE:

Name (as it appears on your Medicare card):

Medicare Number:

HOSPITAL (Part A) 

MEDICAL (Part B) 

a Medicare prescription drug plan.

SUBGROUP/CLASS/ENROLLMENT CODE: EFFECTIVE DATE:

EMERGENCY CONTACT:

RELATIONSHIP TO YOU:

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you qualify, Medicare could pay for 
75% or more of your drug costs including monthly prescription drug premiums, annual deductibles, and co-insurance. Additionally, 
those who qualify won’t have a coverage gap or a late enrollment penalty. Many people are eligible for these savings and don’t even 

1-800-772-1213. 
TTY users should call 1-800-325-0778. You can also apply for Extra Help online at www.socialsecurity.gov/prescriptionhelp.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or part of your plan premium. 
If Medicare pays only a portion of this premium, we will bill you for the amount that Medicare doesn’t cover.



Please Read This Important Information

Please read and answer these important questions:
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Please contact Simply Prescriptions at 1-877-883-9577 if you need information in an accessible format or in another language. 

If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already have prescription drug coverage from 
your Medicare Advantage Plan that will meet your needs.  By joining Simply Prescriptions, your membership in your Medicare Advantage 

that your Medicare Advantage Plan sends you and if you have questions, contact your Medicare Advantage Plan. 

1 Are you the retiree? YES NO

2 Do you or your spouse work? YES NO

3  
 

prescription YES NO

4 Are you a resident in a long-term care facility, such as a nursing home? YES NO

Please check one of the boxes below if you would prefer that we send you information in a language other than 
English or in an accessible format:          

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.
 No, not of Hispanic, Latino/a, or Spanish origin
 Yes, Puerto Rican
 Yes, another Hispanic, Latino/a, or Spanish origin

 Yes, Mexican, Mexican American, Chicano/a
 Yes, Cuban
 

What’s your race? Select all that apply.
 American Indian  

 Chinese
 Japanese

 Other Asian
 Vietnamese
 Asian Indian
 Filipino

 Korean
 
 White
 Black or African American

 Guamanian or Chamorro
 
 Samoan
 

 If yes, retirement date (month/date/year):

 Name of Institution:

 Address & Phone Number of Institution (Number and Street):

 If no, name of retiree:



coverage can help.
By completing this enrollment application, I agree to the following:
Simply Prescriptions is a Medicare drug plan and has a contract with the Federal Government. I understand that this prescription drug 
coverage is in addition to my coverage under Medicare; therefore, I will need to keep my Medicare Part A or Part B coverage.  It is my 
responsibility to inform Simply Prescriptions of any prescription drug coverage that I have or may get in the future.  I can only be in one 

will end that enrollment. Enrollment in this plan is generally for the entire year. Once I enroll, I may leave this plan or make changes if an 

circumstances.

reasonably use Simply Prescriptions network pharmacies.  Once I am a member of Simply Prescriptions, I have the right to appeal plan 
decisions about payment or services if I disagree.  I will read the Evidence of Coverage document from Simply Prescriptions when I get it to 
know which rules I must follow to get coverage.
I understand that if I leave this plan and don’t have or get other Medicare prescription drug coverage or creditable prescription drug 
coverage (as good as Medicare’s), I may have to pay a late enrollment penalty in addition to my premium for Medicare prescription drug 
coverage in the future.
I understand that if I am getting assistance from a sales agent, broker, or other individual employed by or contracted with Simply 
Prescriptions, he/she may be paid based on my enrollment in Simply Prescriptions.
Counseling services may be available in my state to provide advice concerning Medicare supplement insurance or other Medicare 

Release of Information:  By joining this Medicare prescription drug plan, I acknowledge that Simply Prescriptions will release my 
information to Medicare and other plans as is necessary for treatment, payment and health care operations.  I also acknowledge that 
Simply Prescriptions will release my information, including my prescription drug event data, to Medicare, who may release it for research 
and other purposes which follow all applicable Federal statutes and regulations.  The information on this enrollment form is correct to the 
best of my knowledge. I understand that if I intentionally provide false information on this form, I will be disenrolled from the plan.
I understand that my signature (or the signature of the person authorized to act on my behalf under State law where I live) on this 
application means that I have read and understand the contents of this application.  If signed by an authorized individual (as described 

authority is available upon request by Medicare.

Please send completed application to:  
Simply Prescriptions, Attn: Enrollment Operations, PO Box 31790, Rochester, NY  14603-1790

(continued from page 2)
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Medicare Prescription Drug Plan Use Only:

Agent/Broker Signature:  ______________________________ NPN:  #_____________________ Date Received:  ______________

_______________  _____________

Name of plan representative/agent/broker (if assisted in enrollment

AEP / MA OEP _________________

  __________________

Plan ID#:  _____________________________

ADDRESS: PHONE NUMBER:

RELATIONSHIP TO ENROLLEE:NAME:



Discrimination is Against the Law 

Our Health Plan complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex.  Our Health Plan does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex. 

Our Health Plan: 

Provides free aids and services to people with disabilities to communicate effectively with us, such 
as: 

Qualified sign language interpreters 
Written information in other formats (large print, audio, accessible electronic formats, other 
formats) 

Provides free language services to people whose primary language is not English, such as: 

Qualified interpreters 
Information written in other languages 

If you need these services, contact our dedicated Medicare Customer Care representatives at 
1-877-883-9577, (TTY: 1-800-662-1220).  Monday - Friday, 8 a.m. - 8 p.m. 
From October 1 - March 31, 8 a.m. - 8 p.m., 7 days a week. 

If you believe that our Health Plan has failed to provide these services or discriminated in another 
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: 

Advocacy Department 
Attn: Civil Rights Coordinator 
PO Box 4717 
Syracuse, NY  13221 
Telephone Number: 1-800-614-6575 (TTY: 1-800-662-1220) 
Fax Number: 315-671-6656 

You can file a grievance in person, or by mail or fax. If you need help filing a grievance, our Health 
Plan’s 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 

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

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