
Section 1. APPLICANT INFORMATION 

PERSONAL INFORMATION
 

PLAN OPTIONS
 

PLAN A*         PLAN B         PLAN C*          PLAN F          High-Deductible PLAN F        PLAN N
      

EFFECTIVE DATE
 

CareFirst BlueCross BlueShield is the business name of CareFirst of Maryland, Inc. and is an independent licensee of the Blue Cross and Blue 
Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association. ®’ Registered trademark of CareFirst of Maryland, Inc.

FOR BROKER USE ONLY:  Name: SSN/Tax ID #: CareFirst-Assigned ID#:
Contracted Broker:  
Sub-Agent/Sub-Agency:
Writing Agent:

INSTRUCTIONS 

 Send no money with this application

Give careful attention to all questions in this 
application. Accurate, complete information 
is necessary before your application can be 
processed. If incomplete, the application will 
be returned and delay your coverage.

MediGap-65 Application

CALL 1-800-275-3802

OFFICE USE ONLY:

  

A private not for-profit health service plan incorporated under the laws of the state of Maryland.

EBCA 542015926 98D
Thomas Musembi

Thomas Musembi

RxMom.com Insurance
CareFirst BCBS Medigap Processing
3600 Saint Johns Ln Ste D
Ellicott City MD 21042
Or Securely Fax to (866) 204-8857

Fax Application to (866)204-8857



Section 2. MEDICARE COVERAGE INFORMATION 

You must have both Medicare Part A (hospital) and Medicare Part B (medical/
surgical) coverage or will obtain Medicare coverage before the effective date of this MediGap-65 
policy.

 HEALTH INSURANCE       MEDICARE HOSPITAL (PART A)           MEDICARE MEDICAL/SURGICAL
 CLAIM NUMBER:  EFFECTIVE DATE:           (PART B) EFFECTIVE DATE:

Section 3. ELIGIBILITY INFORMATION 

PLEASE ANSWER ALL QUESTIONS 
BELOW. PLEASE MARK YES OR NO WITH AN “X” BELOW.

To the best of your knowledge and belief:



Section 3. ELIGIBILITY INFORMATION continued 

 ADDITIONAL CONSUMER INFORMATION 



Section 4. PRIOR COVERAGE INFORMATION  

WITHIN THE PAST 63 DAY PERIOD WERE YOU ENROLLED UNDER:

first time

first time
first time

for the first



Section 5. CREDITABLE COVERAGE INFORMATION 

 If you answered YES, please go to the next question. If you answered 
NO, please skip ahead to Section 6.

 If you answered YES, please go to the next question. If you answered 
NO, please skip ahead to Section 6.

 If you answered NO, please go to the next question. If you answered 
YES, you will NOT have to meet the pre-existing condition waiting 
period. You must submit evidence of the Creditable Coverage along  
with this application. Please skip ahead to Section 6.

 If you answered YES, then the 90 day pre-existing condition waiting 
period will be reduced by the number of months of your Creditable  
Coverage. You must submit evidence of the Creditable Coverage  
along with this application.

 Section 4. PRIOR COVERAGE INFORMATION, continued 

WITHIN THE PAST 63 DAY PERIOD WERE YOU ENROLLED UNDER:

If you answered YES to any portion of questions 1-5 in Section 4 or YES to parts a, b and c of question 6 in 
Section 4. 1) You will NOT have to meet the pre-existing condition waiting period. 2) You must submit evidence 
of the date of termination or disenrollment of the other plan along with this application. 3) You do NOT have to 
complete Section 5 and can skip to Section 6.



  Section 6. CONDITIONS OF ENROLLMENT (PLEASE READ THIS SECTION CAREFULLY) 

This information is subject to verification. Failure to complete any section may delay the processing of your 
application and/or claims payment. If we determine that additional information is needed, you will receive an 
authorization to release that information. Failure to execute an authorization may result in the denial of your 
application for coverage.

I hereby apply for an individual Medigap policy for the plan checked. This application is subject to acceptance, 
exclusions and all other provisions contained in such policy. I agree to pay the charge for the policy as billed.

I have carefully read this application and agree to the terms specified herein. To the best of my knowledge, 
the foregoing statements are complete, true and correctly recorded, and are representations made to induce 
the issuance of, and form part of, the consideration for the policy for which I have applied.

Please sign and date the application.
This application is not complete unless signed and dated.

WARNING: Any person who knowingly and willfully presents a false or fraudulent claim for payment or a loss 
or benefit or who knowingly and willfully presents false information in an application for insurance is guilty of 
a crime and may be subject to fines and confinement in prison.

(Applicant’s Signature – DO NOT PRINT) X Date

Section 5. CREDITABLE COVERAGE INFORMATION,continued  

Creditable Coverage means

Creditable Coveragedoes not include

Creditable Coverage does not include

Creditable Coverage does not include

Creditable Coverage does not include

 NOTE: MUST BE SIGNED 




