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deductibles, and co-insurance. Additionally, those who qualify will not be subject to the coverage gap or a late 
enrollment penalty. Many people are eligible for these savings and don’t even know it. For more information 
about this extra help, contact your local Social Security office, or call Social Security at 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. 

 
If you don’t select a payment option, you will get a bill each month. 

 
Please select a premium payment option: 

 
 Get a monthly bill. 

 
 Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit 
check.  

                                I get monthly benefits from:     Social Security    RRB 
 

(The Social Security/RRB deduction may take two or more months to begin after Social Security or RRB 
approves the deduction. In most cases, if Social Security or RRB accepts your request for automatic deduction, 
the first deduction from your Social Security or RRB benefit check will include all premiums due from your 
enrollment effective date up to the point withholding begins. If Social Security or RRB does not approve your 
request for automatic deduction, we will send you a paper bill for your monthly premiums.) 

Please read and answer these important questions: 
1. Do you have End-Stage Renal Disease (ESRD)?    Yes    No 

If you have had a successful kidney transplant and/or you don’t need regular dialysis any more, please attach 
a note or records from your doctor showing you have had a successful kidney transplant or you don’t need 
dialysis, otherwise we may need to contact you to obtain additional information. 

2. Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal 
employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs. 

 
Will you have other prescription drug coverage in addition to Leon Cares?    Yes    No 
If “yes,” please list your other coverage and your identification (ID) number(s) for this coverage: 

Name of other coverage: ID # for this coverage: Group # for this coverage: 

3. 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 & Phone Number of Institution (Number and Street): 
________________________________________________________________________________________ 

4. Are you enrolled in your State Medicaid program?    Yes    No 
 

If yes, please provide your Medicaid number: __________________________________________________________

5.  Do you or your spouse work?    Yes     No 

Please choose the name of a Primary Care Physician (PCP), clinic or health center: 
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Release of Information: By joining this Medicare health plan, I acknowledge that Leon Cares will release my 
information to Medicare and other plans as is necessary for treatment, payment and health care operations. I also 
acknowledge that Leon Cares 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 my signature (or the signature of the person authorized to act on my behalf under the laws of the 
State 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 above), this signature certifies that 1) this person is authorized 
under State law to complete this enrollment and 2) documentation of this authority is available upon request 
from Medicare. 
 
I consent to receive calls from Leon Medical Centers Health Plans related to my health and other healthcare 
related services at the phone number(s) listed above, including my wireless number. I understand that I may be 
charged for such calls by my wireless carrier and agree to receive these calls regardless of charges that can 
potentially be incurred. 

Signature: Today’s Date: 

If you are the authorized representative, you must sign above and provide the following information: 
 
Name:___________________________________________________________________________________ 

Address:_________________________________________________________________________________ 

Phone Number: (  )  -    

Relationship to Enrollee: ______________________________________ 

Office Use Only: 
Name of staff member/agent/broker (if assisted in enrollment):      
Plan ID#:   H5410-001   Effective Date of Coverage:    
ICEP/IEP:  AEP:  SEP(type):  Not Eligible:   

 
Agent/Broker ID#:  Agent/Broker Signature:  Date:   

 

All Cigna products and services are provided exclusively by or through operating subsidiaries of Cigna 
Corporation, including Cigna Health and Life Insurance Company, Cigna HealthCare of South Carolina, Inc., 
Cigna HealthCare of North Carolina, Inc., Cigna HealthCare of Georgia, Inc., Cigna HealthCare of Arizona, Inc., 
HealthSpring Life & Health Insurance Company, Inc., HealthSpring of Tennessee, Inc., HealthSpring of Alabama, 
Inc., HealthSpring of Florida, Inc., Bravo Health Mid-Atlantic, Inc., and Bravo Health Pennsylvania, Inc. 
HealthSpring of Florida, Inc. operates under the assumed name of “Leon Medical Centers Health Plans” in the 
Miami-Dade service area. The Cigna name, logos, and other Cigna marks are owned by Cigna Intellectual 
Property, Inc. “Leon Medical Centers” is a registered trademark of Leon Medical Centers. Leon Medical Centers 
Health Plans is an HMO plan with a Medicare contract. Enrollment in Leon Medical Centers Health Plans 
depends on contract renewal. 

 


