FORM DOES NOT REQUIRE CLEARANCE
OF OFFICE OF MANAGEMENT AND BUDGET

APPLICATION FOR ENROLLMENT IN MEDICARE
THE MEDICAL INSURANCE PROGRAM Smi
1. SOCIAL SECURITY CLAIM NUMBER 2. FOR AGENCY USE ONLY

& e

3. DO YOU WISH TO ENROLL FOR MEDICAL INSURANCE UNDER MEDICARE?

YES []

4. CLAIMANT'S NAME

Last name First name Middle initial

5. PRINT SOCIAL SECURITY NUMBER HOLDER'S NAME IF DIFFERENT FROM YOURS

6. MAILING ADDRESS (NUMBER AND STREET, P.O. BOX, OR ROUTE)

IF THIS IS A CHANGE OF ADDRESS, CHECK HERE D
7. CITY, STATE, AND ZIP CODE .| 8. TELEPHONE NUMBER

9. WRITTEN SIGNATURE (DO NOT PRINT) - 10. DATE SIGNED

SIGN HERE =l @ — / ‘BAT/ i 24

IF THIS APPLICATION HAS BEEN SIGNED BY MARK (X), A WITNESS WHO KNOWS
THE APPLICANT MUST SUPPLY THE INFORMATION REQUESTED BELOW

11. SIGNATURE OF WITNESS 12. DATE SIGNED

13. ADDRESS OF WITNESS

14. REMARKS

() -

TO: (Check one)
] [ T [ (1 []s) []e) o [lm
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FORM CMS-40B (1-90) EF (10-2001)




U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0787
REQUEST FOR EMPLOYMENT INFORMATION
From: Social Security Administration Telephone No. 610-277-0440

1700 MARKLEY STREET
NORRISTOWN, PA 19401

Employer's Name and Address Date:

Employee's Name:
Employee's Social Security Number:
Claimant's Name:

Claim Number:

Dear Sir/Madam:

We need the following information regarding the above claimant. Please answer the questions below, sign
and date this letter and return it in the enclosed envelope.

You may call at the above telephone number if you have any
questions.

Sincerely,

Office Manager

1. Is (or was) the claimant covered under an Employer Group Health Plan? Yes No

2. If Yes, give the original date the coverage began.

mm/yyyy
3. Has the coverage ended? Yes No
4. If Yes, give the date the coverage ended.
mm/yyyy
5. When did the employee work for your company?
From To Still employed
mm/dd/yyyy mm/dd/yyyy
Signature and Title of Company Official Date Telephone Number

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0787. The time required to complete this information collection is estimated to average 15
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, N2-14-26, Baltimore, Maryland 21244-1850.
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