
                                                                                  

 

 

 
 

  
    

 
 

               

5327800 517710MUSENMUB 2022 GRS PPO Enrollment Election Form

 

All fields on this form are required unless noted with an asterisk* 

Group sponsor name: 

 

Group #: 

 
 

   

Requested effective date of coverage: 

(__ __/__ __/__ __ __ __) 
(MM/DD/YYYY) 

Generally, the effective date of enrollment will be the 
first of the month following the enrollment receipt date, 
unless a future date is requested and is allowed. 

FIRST name: LAST name:  MIDDLE initial: 

Birthdate: (MM/DD/YYYY ) 

(__ __/__ __/__ __ __ __) 

Sex: 
M F 

Phone number: ( ) 
Cell  Other 

Permanent residence street address (do not enter a P.O. Box. Note: For individuals experiencing 
homelessness, a P.O. Box may be considered your permanent residence address.): 

City: State: ZIP code: 

Mailing address, if different from your permanent address (P.O. Box allowed): 

Street address: City: State: ZIP code: 

(Optional) Email address:*_____________________________________________ 
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Please read and answer these important questions 

1. Are you the retiree?  Yes     No 

If “yes,” retirement date (month/date/year):  _________________ 

If “no,” name of retiree: ____________________________________ Retiree Medicare ID #: _____________ 

2. Do you work?      Yes     No 

Does your spouse work?      Yes     No 

3. Do you have other medical insurance?      Yes     No 

If “yes,” what is the name of the health plan (e.g., Aetna, Humana, Cigna)? ______________________ 

What are the effective dates of coverage? __________________________________ 

4. Are you a resident in a long-term care facility, such as a nursing home?      Yes     No 

If “yes,” please provide the following information: 

Name of institution: _______________________________________________________________________ 

Address (number and street) and phone number of institution: ____________________________________ 

_______________________________________________________________________________________ 

5. Will you have other prescription drug coverage (like VA or TRICARE) in addition to this plan?  Yes  No 
Name of other coverage:  Member number for this coverage:  Group number for this coverage: 

___________________________ _____________________________ _______________________________ 

  
      

 

 



 

           

    
                                                                                       

 

 

  

   
 

   
   

 

  
  

  
  

  
  

   
 

  
 

 

  
 

 
 

   
  

   
 

   

  

  

  

  

  

For individuals helping enrollee with completing this form only 

Complete this section if you’re an individual (i.e. agents, brokers, SHIP counselors, family members,  
or other third parties) helping an enrollee fill out this form. 

Name: ______________________________________ Relationship to enrollee: ___________________________________ 

Signature: __________________________________ National Producer Number 
(Agents/Brokers only): ______________________________________ 

 



 

 
   

  
 

  
 

   
 

   
 

 

   
 

 
  

      

     
       

        
         

      

   

 


