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You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You also have the right to file a complaint if
you feel you've been discriminated against. Visit https://www.medicare.gov/about-us/accessibility-nondiscrimination-notice, or call 1-800-MEDICARE (1-
800-633-4227) for more information. TTY users can call 1-877-486-2048.
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REQUEST FOR EMPLOYMENT INFORMATION -
SECTION A: To be completed by individual signing up for Medicare Part B
(Megiradpgurance) 2. Date
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3-Employer’s Address
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1. Is (or was) the applicant covered under an employer group health plan? Oves Ono
2. If yes, give the date the applicant’s coverage-b«? (mm/yyyy)
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5. When did the employee work for your company?

employer

From: (mm/yyyy) To: (mm/yyyy)
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1.Is (or was) the applicant covered under an Hours Bank Arrangement?
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BNy uEEE

IT ES glve e date e appllcam S coverage

98 26 15:20:55

Still employed? Yes No

All Employers:

Signature of Company Official

Title of Company Official

D.ate
] —— T[]
ceox | LI/
Phone Numb b024-08= 58149
R I
) =

If yes, does the applicant have hours left in
reserve?
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SECTIONA:- 4. If yes, give the date the coverage ended.
" - i ica Write the month and year the group health plan

coverage ended for the applicant.

been completed
by your employer,return-this form-along-with-your Part B
applicationto-yourlocal Social- Security office.

SECTION B:
The employer completes all of Section B.

—For—Employer—Greup—Healt—h—PJans ONLY”
. employer-group health plan?
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5. When did the employee work for your company? ——under-an hours bank arrangement. If you check no,

Write the start and end dates of the employment for please also fill out the section for “Employer Group—
the employee in which the applicant is related. It L
may be the applicant or another person related to 2. H-yes;—doesth{CX
the employee, such as a spouse or family member remaining inr{- 2+ 0827 12:09:24
with disabilities. Please indicate.if =
Enter the month and year of the start of the coverage based d Per the Office of Communication’s language
employment in the “From” box. employee’s hourd suggestion, step-by-step instructions are
Enter the month and year of end of the gmremoved fro the redesigned form.
employment in the “To” box. Plegse—write—the
If the employee is still employed, enter the month remaining hours |
and year of the current date. expired-orwill-ex
Current employment is active working status. It is
not disability or retirement. All employers need to complete the bottom
6. If you're a large group health plan and the of Section B.

applicant is disabled, please list the
timeframe (all months) that your group health

plan was primary payer. ian-this.d p t print
Write the start and end dates that your group health . raned: : :
plan was primary payer for the applicant. Date—S+gne -

If you're an employer with an
hours bank arrangement,
complete the section called “For
Hours Bank Arrangements ONLY”

1. Is (or was) the applicant covered under an
hours bank arrangement? ) o X
Please check yes or no if the applicant was covered from Social Security will contact you
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