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 I recently involuntarily lost my creditable prescription drug coverage (as good as 
      Medicare’s).  I lost my drug coverage on (insert date) _____________________________. 
 

 I am leaving employer or union coverage on (insert date) ___________________________. 
 

 I belong to a pharmacy assistance program provided by my state. 
 

 My plan is ending its contract with Medicare, or Medicare is ending its contract with my 
      plan. 
 

 I am making this enrollment request between January 1 and February 14, and I 
     recently ended my enrollment in a Medicare Advantage plan. I left my Medicare Advantage 
     plan on (insert date) _____________________. 
 
 
If none of these statements applies to you or you’re not sure, please contact Medi-CareFirst 
BlueCross BlueShield at (888) 857-6118 to see if you are eligible to enroll. We are open 
(October 15 to February 14): 8 a.m. to 8 p.m., 7 days a week; (February 15 to October 14):   
8 a.m. to 8 p.m., Monday through Saturday.  TTY/TDD users should call (800) 855-2880. 
 
 
Signature:________________________________Date:________________________ 
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