GENERAL INSTRUCTIONS (Continued)

9. US Family Health Plan is a TRICARE Prime enrollment option for eligible individuals and
families who live in seven specific parts of the country: Seattle, Washington; Cleveland,
Ohio; Portland, Maine; Brighton, Massachusetts; Staten Island, New York; Baltimore,
Maryland; and Houston, Texas. The primary difference between other TRICARE options
and the US Family Health Plan is that US Family Health Plan may be used by uniformed
service retirees and their eligible family members who are age 65 or older.

10. For enrollment or PCM changes in the US Family Health Plan, submit the completed
Application/PCM Change Form to the US Family Health Plan address listed below. For
questions regarding enrollment/PCM changes in the US Family Health Plan, contact the US
Family Health Plan member services at:

US Family Health Plan

Enrollment Management, Dept. 4568
[City, State, 9-digit ZIP Code]
[1-800-XXX-XXXX]

MAILING INSTRUCTIONS

1. Submit the completed Application/PCM Change Form to the address below. For
enrollment or PCM changes in the US Family Health Plan please see instruction 10 above.

[Contractor’'s Name]
[Street Address]
[City, State, 9-digit ZIP Code]
Applications can be mailed to the contractor identified above or dropped off at a TRICARE

Service Center (TSC). Contact the local TSC in person or call the telephone number listed
below in instruction 3 to determine when your new or transferred enrollment will begin.

2. For additional information on TRICARE, contact the local TRICARE Service Center (TSC) or
visit the TMA website at www.tricare.osd.mil.

3. For enrollment assistance, please call TriWest Healthcare Alliance
at  1.888-TRIWEST (1-888-874-9378)

PAY INSTRUCTIONS

1. If you have elected monthly allotment from retired pay as the payment method for your
TRICARE Prime enrollment fees, you must complete an allotment authorization letter
provided. If you select this type of payment, you must make the first quarterly payment by
check at the time of application.

2. If you elected electronic funds transfer (EFT) as the payment method for your TRICARE
Prime enrollment fees, ensure you provide your banking information in Section VI, Part B of
the enrollment application form. If you select this type of payment, you must make the
first quarterly payment by check at the time of application.

3. If you elected credit card as the method for your TRICARE Prime enrollment, ensure you
provide your credit card information in Section VI, Part C of the enroliment application
form. If you select this type of payment, these payments are made either quarterly or
annually.
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SPONSOR SOCIAL SECURITY NUMBER

SPONSOR NAME (Last, First, Middle Initial) (Must match DEERS)

sary)

. INFORMATION
inue as neces

(053" Golfbonal capies-of this poge 16 Cons

a. FAMILY MEMBER NAME (Last, First, Middle Initial) (Must match DEERS)

b. DATE OF BIRTH (YYYYMMDD)

RESIDENCE ADDRESS (Street/P.O. Box, Apartment No., City, State, ZIP Code)

Same as
Sponsor

MAILING ADDRESS (/f different from residence address)

Same as
Sponsor

[¢)

. RELATIONSHIP TO SPONSOR Spouse Former Spouse Child

—

. TELEPHONE NUMBERS (1) HOME (2) WORK

(Include Area Code)

. PRIMARY CARE MANAGER (PCM) PREFERENCE (Honoring your preferences depends

upon availability and local MTF policy. Contact your TRICARE Service Center,
preferred MTF or US Family Health Plan Member service for availability of PCMs.)
(Complete all that apply.)

(1)

1st CHOICE
PCM NAME Same as Sponsor

MTF/CLINIC
(/f knOWﬂ) 2nd CHOICE

Same as Sponsor

(2)

PCM No Preference Flight Medicine Pediatrics

SPECIALTY Family/General Internal Medicine

(3)

Practice
IIZEIE/'I:%RERNEIS)ER No Preference Male Female

a. FAMILY MEMBER NAME (Last, First, Middle Initial) (Must match DEERS)

b. DATE OF BIRTH (YYYYMMDD)

RESIDENCE ADDRESS (Street/P.O. Box, Apartment No., City, State, ZIP Code)

Same as
Sponsor

MAILING ADDRESS (/f different from residence address)

Same as
Sponsor

®

RELATIONSHIP TO SPONSOR Spouse Former Spouse Child

—h

TELEPHONE NUMBERS (1) HOME (2) WORK
(Include Area Code)

PRIMARY CARE MANAGER (PCM) PREFERENCE (Honoring your preferences depends
upon availability and local MTF policy. Contact your TRICARE Service Center,
preferred MTF or US Family Health Plan Member service for availability of PCMs.)
(Complete all that apply.)

(1)

1st CHOICE
PCM NAME Same as Sponsor

MTF/CLINIC
(If known) 2nd CHOICE

Same as Sponsor

(2) PCM No Preference Flight Medicine Pediatrics
SPECIALTY Family/General . .
Practice Internal Medicine
(3) IIZEIE/'I:%RERNEIS)ER No Preference Male Female
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SPONSOR SOCIAL SECURITY NUMBER

SPONSOR NAME (Last, First, Middle Initial) (Must match DEERS)

1. IS THE RETIREE OR ARE ANY RETIREE FAMILY MEMBERS ELIGIBLE FOR Yes
MEDICARE BASED ON DISABILITY OR END STAGE RENAL DISEASE? No
If Yes, provide a copy of the Medicare card for each family member that is under the age
__ | of 65 and entitled to Medicare.
E 2. ARE ANY ENROLLING FAMILY MEMBERS OR IS THE RETIREE Yes
O |CURRENTLY COVERED BY OTHER HEALTH INSURANCE (not a TRICARE
= |Supplement)? No
8 If Yes, provide the name of the other health insurance and the insurance identification
¢) |number:
) | REASON FOR CHANGE (X one per affected family member)
(29 Name
% Move Other (Explain)
1O
= s |Name
zZ %_) Move Other (Explain)
©)
E X
'6 O |Name
'{',J) LZL Move Other (Explain)
O
(<,E) Name
IﬁI:J Move Other (Explain)
¢ | Please read and sign only if you are outside the service area.
L Your enrollment application indicates that your current address is outside the service
' >|area. You may travel to a location where there is a provider network and enroll at that
> < [location. However, since you live outside the service area, by signing below, you
Z ; indicate that your travel time to the network of primary care delivery sites may exceed
©) 30 minutes from your home to the delivery site and your travel time for specialty care
- % may exceed one hour.
8 LLl| SIGNATURE OF SPONSOR, SPOUSE, OR OTHER LEGAL DATE SIGNED
n 8 GUARDIAN OF BENEFICIARY (YYYYMMDD)
<
| understand that it is my responsibility to comply with all TRICARE Prime
' w|procedures. By signing the form, | certify that the information on this form is true,
> (X |accurate and complete. Federal funds are involved in this program and any false claims,
— 2 |statements, comments or concealment of a material fact may be subject to fine and
C_) 'E imprisonment under applicable Federal law.
= Z| SIGNATURE OF SPONSOR, SPOUSE, OR OTHER LEGAL DATE SIGNED
(u'j O| GUARDIAN OF BENEFICIARY (YYYYMMDD)
n D
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SPONSOR SOCIAL SECURITY NUMBER

SPONSOR NAME (Last, First, Middle Initial) (Must match DEERS)

SECTION VII - PAYMENT OF TRICARE PRIME ENROLLMENT FEES

NOTE: This section is only for retirees, retiree family members, survivors and eligible former
spouses.

1. Retired beneficiaries and retiree family members entitled to Medicare Part A and Medicare
Part B must be enrolled in Medicare Part B to be eligible for enrollment in TRICARE prime.
TRICARE enrollment fees are waived for these retirees and retiree family members if they
provide a copy of their Medicare card as proof of entitlement to Medicare Part A and B and
DEERS reflects their entitlement to Medicare Part A and B.

2. Explain all split enrollments (retiree family enrollment in more than one TRICARE Region) on
a separate sheet of paper.

1. PAYMENT
FEE MONTHLY QUARTERLY ANNUAL
OPTIONS
2. PLAN Single $19.17 Single $57.50 Single $230.00
SELECTION - - ,
(X one) Family $38.34 Family $115.00 Family $460.00
a. éll(t)_tm;re)t From a. %rr\]eclf(//%ﬂashiers a. %rp]eckk//(l\lllashiers
etired Pay ec oney ec oney
3. KIIAI‘E\{'“I-IIISII\;T (Complete A below) Order* Order*
(X one) b. Electronic Funds b. VISA or Master b. VISA or Master
Transfer (Complete Card (Complete Card (Complete
B below) C below) C below)

If you have elected a monthly payment option (Allotment or Electronic Funds Transfer) please

see Pay Instructions on Page 4 for further details regarding establishing monthly payments.

If you have elected Monthly Allotment or Electronic Funds Transfer, the first quarterly payment

is due at the time of application.

NOTE: Quarterly and annual bills will be sent on a quarterly and annual basis, respectively.
Monthly bills will not be sent.

*Make check payable to TriWest Healthcare Alliance

A l, choose to have my enrollment fees paid by
> o (Signature of sponsor) monthly allotment from my Uniformed Services
= oz retired pay.
CZ)z,:' =[NOTE: Only retired Uniformed Services members may establish an allotment from their retired
= pay. Follow instructions on Premium Allotment Authorization letter and submit as directed.

B |1, choose to have my enrollment fees paid by

(Signature of account holder)  €lectronic funds transfer.
(1) NAME AND ADDRESS OF FINANCIAL INSTITUTION

(2) TELEPHONE NUMBER OF FINANCIAL INSTITUTION (include Area Code)

(3) ACCOUNT INFORMATION (X) |  [Savings | | Checking (Attach voided check)
(4) ACCOUNT NUMBER

(5) BANK OR ABA ROUTING NUMBER

(6) NAME ON ACCOUNT

C | choose to have my initial enroliment fees billed to
! my credit card. (Annual and Quarterly initial
payments only)

ELECTRONIC FUNDS
TRANSFER

(Signature of card holder)

|_
&) @ (1) NAME ON CREDIT CARD
H:J 6 (2) CREDIT CARD NUMBER AND EXPIRATION DATE (MMYY)
@)
(3) TYPE OF CARD (X) | [VISA | [Master Card
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