
Excellus BlueCross BlueShield 
Attn: Enrollment Operations 

PO Box 31790 
Rochester, NY  14603-1790

B-3687Y23 - Rochester Group

Y0028_6177c_C

2023 Medicare Blue Choice® (HMO-POS) and 
Medicare Blue® PPO  Employer/Union Group 

Health Plan Enrollment Request Form



To Enroll in Excellus BlueCross BlueShield, Please Provide the Following Information:

Please Provide Your Medicare Insurance Information

1Rochester Group

EMPLOYER OR UNION NAME:

LAST NAME:

PERMANENT RESIDENCE STREET ADDRESS

MAILING ADDRESS (

BIRTH DATE:

COUNTY:

STREET ADDRESS:

EMAIL ADDRESS:

CITY:

CITY:

STATE:

STATE:

ZIP CODE:

ZIP CODE:

M M  D D  Y Y Y Y

M M  D D  Y Y Y Y

M F

HOME PHONE NUMBER:

FIRST NAME: MIDDLE INITIAL:

EFFECTIVE DATE:

GROUP #:

- OR -

Excellus BlueCross BlueShield is an HMO plan and 

in Excellus BlueCross BlueShield depends on 

Marion CSD 00508549

SUBGROUP/CLASS/ENROLLMENT CODE:

0001

Please check which plan you want to enroll in:
[  ] MBC $15 PCP, $5/$20/$35 Rx, Dental / M004 / CUG

[  ] MBC $15 PCP, $10/$30/$50 Rx, Dental / M004 / CUW

[  ] MB PPO $15 PCP, $5/$20/$35 Rx, Dental / M002 / CXI

[  ] MB PPO $20 PCP, $10/$30/$50 Rx, Dental / M002 / CXY



Please read and answer these important questions:

Please Read and Sign Below
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1

2

Please Choose a Primary Care Physician (PCP):

Please contact Excellus BlueCross BlueShield at 1-877-883-9577 if you need information in an accessible format or in another 

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:       

By completing this enrollment application, I agree to the following:

4

3  
 

prescription

YES NO

YES NO

YES NO

YES NO

Yes, Puerto Rican
Yes, Mexican, Mexican American, Chicano/a

I choose not to answer.

American Indian

Chinese
Japanese

Other Asian
Vietnamese
Asian Indian
Filipino

Korean Guamanian or Chamorro

Samoan
I choose not to answer.



near the U.S. border.

NEITHER MEDICARE NOR EXCELLUS BLUECROSS BLUESHIELD WILL PAY FOR THE 
SERVICES.

Release of Information:

Send completed application to:
Excellus BlueCross BlueShield, Attn: Enrollment Operations, PO Box 31790, Rochester, NY  14603-1790

(continued from page 2)
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NAME:

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

Plan ID#:  _____________________________

ADDRESS:

RELATIONSHIP TO ENROLLEE:

PHONE NUMBER:




