DEPARTMENT OF HEALTH AND HUMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-1426

Expires: 11/24
APPLICATION FOR MEDICARE PART A AND PART B -
SPECIAL ENROLLMENT PERIOD (EXCEPTIONAL-CONDITIONS)

WHAT IS THE PURPOSE OF THIS FORM?

If, due to an exceptional condition, you didn’t sign up for Medicare Premium Part A or Part B during your Initial
Enrollment Period (IEP), General Enrollment Period (GEP), or a Special Enrollment Period (SEP) you were previously
eligible for, you can sign up without a late enroliment penalty during a SEP for Exceptional Conditions. If you think
that you may be eligible for a SEP for Exceptional Conditions, please contact Social Security at 1-800-772-1213.

TTY users should call 1-800-325-0778.

NOTE: Your IEP lasts for 7 months. It begins 3 months before your 65th birthday (or 25th month of disability)
and ends 3 months after you reach 65 (or 3 months after the 25th month of disability). The GEP is from
January 1 — March 31 each year. The most common SEPs apply to the working aged, disabled, and international
volunteers.

e (Call Social Security at 1-800-772-1213. TTY users can call 1-800-325-0778.
¢ Contact your local field office. Find an office near you at www.ssa.gov/locator.

e En espanol: Llame a SSA gratis al 1-800-772-1213 y oprima el 7 si desea el servicio en espafiol y espere a que le
atienda un agente.
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Get help with this form
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Submit your form by mail or fax
Mail or fax your completed, signed form to your local Social Security office. Find an office near you at
SSA.gov/locator.
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Get information in another format 

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
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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+—Your Social Security Number (or your Medicare Number, if you already have Medicare Part A)

2-Your Name (Last Name, First Name, Middle Name)

3: Name at Birth if different than-item-2

4 Sex 5-Date of Birth (mm/dd/yyyy)
(U Male C Female LT

6- State or Country of Birth (NO abbreviations)

9: Phone Number 10- Do you ¥ to sign up for Medicare Part B (Medical Insurance)?

(LI NDEL T J-C1 [ [} OYes ONo

~ SEPforIndividuals Impacted by an Emergency or Natural Disaster

Dates of the declared emergency (The declaration must be on or after January 1, 2023):

StartDate:| | |/| | | | | EndingDate:| | |/| | | | |

Optional Description of Emergency (e.g. “Hurricane lan,” “California Fairview Fire"):

Select this SEP if:

¢ You (or your authorized representative, legal guardian, or person who makes healthcare decisions on your
behalf) reside (or resided) in an area for which a federal, state or local government entity declared a disaster
or other emergency

¢ You were in your IEP, GEP, or another SEP and were not able to enroll in Medicare as a result of a disaster or
other emergency declared by a federal, state or local government entity

The SEP begins at the start of the emergency or disaster, and ends 6 months after the end date identified in the
declaration.

~ SEPfor-Group Health Plan (GHP) or Employer Misrepresentation

Select this SEP if:

e On or after January 1, 2023 you did not enroll in Part B during your IEP, GEP, or another SEP due to
misinformation provided by your employer, GHP, or agent or broker of a health plan.

Please attach documented evidence of the misinformation that is directly from your employer or GHP. The
evidence shows that the misinformation was provided prior to the end of your IEP, GEP, or another SEP. If you do
not have documented evidence, you will need to provide a written attestation outlining the misinterpretation.
See attachment 1 “Attestation.”

This SEP begins the day that you notify SSA of the misrepresentation and ends 6 months later.

CMS-10797 (04/22) 2


cgqx
Sticky Note
Email address (optional)

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Cross-Out

cgqx
Sticky Note
Home address (leave blank if you don't have one)
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(check box) I authorize Social Security and Medicare to send me emails about my benefits and coverage and I consent to
the Privacy Act Statement on page 4.
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Special Enrollment Period for Exceptional Conditions
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Select the Special Enrollment Period that best fits your situation. If none of these apply to you, contact Social Security at 1-800-772-1213 to see if there are other available options. TTY users can call
1-800-325-0778.
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~ SEP-forTermination-of Medicaid Eligibility

Select this SEP if you have lost or will lose Medicaid coverage on or after January 1, 2023.
The SEP starts when you are notified of the loss of Medicaid coverage and ends 6 months after Medicaid ends.

Coverage Effective Date Options: Choose one of the following options. If you leave this section blank, your

coverage effective date will be option 1.

(O Option 1: Your coverage will begin the first day of the month following the month of enroliment. Medicare
will not cover items or services prior to that date.

(O Option 2: Your coverage will begin the first day of the month in which you lost Medicaid coverage. You will
need to pay premiums back to the month you lost Medicaid coverage. Coverage can begin no earlier than
January 1, 2023.

Please attach a document or copy of a document from your state or health plan showing the date your

Medicaid coverage will end or has ended. If you do not have documents, SSA will contact your state to confirm

your loss of Medicaid coverage.

SEP for F el individual
Date of Release
HE/EEEN

Date oflncarceration:| | |/| | | | | (on or after January 1, 2023):

Select this SEP if you were released within the last 12 months and ANY of the following apply:

¢ Your Medicare was terminated due to non-payment of premiums while you were incarcerated* (meaning the
individual is in custody of penal authorities as defined in 42 CFR §411.4).

¢ You voluntarily terminated your coverage while incarcerated.

¢ You became eligible for Premium Part A or Part B, while incarcerated.

* Individuals who are in custody include, but are not limited to, individuals who are under arrest, incarcerated,
imprisoned, escaped from confinement, under supervised release, on medical furlough, required to reside
in mental health facilities, required to reside in halfway houses, required to live under home detention, or
confined completely or partially in any way under a penal statute or rule.

The SEP starts the day you are released from incarceration and ends the last day of the 12th month after the
month in which you were released.

Coverage Effective Date Options: Choose one of the following options. If you leave this section blank, your

coverage effective date will be option 1.

(O Option 1: Your coverage will begin the first day of the month following the month of enroliment.

(O Option 2: Your coverage will begin retroactively to the first day of the month of your release from
incarceration, not to exceed 6 months. You will need to pay premiums back to the month of your release.
Coverage can begin no earlier than January 1, 2023.

SEP-for Other Exceptional Conditions

Select this SEP if you have a different exceptional condition that occurred on or after January 1, 2023 and is not
listed above. You must have proof of the following:

* You experienced circumstances outside of your control that caused you to miss your IEP, GEP, or another SEP.
Please provide a written attestation outlining the condition causing you to miss an enrollment period. See
attachment 1 “Attestation.”

The SEP starts on the day that you notify SSA and the duration is determined on a case-by-case basis, but not
less than 6 months from the start date.
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SIGN YOUR APPLICATION

| understand that anyone who, knowingly and willfully — (1) falsifies, conceals, or covers up by any trick, scheme,
or device a material fact; or (2) makes any materially false, fictitious, or fraudulent statements or representations,
or makes or uses any materially false writing or document knowing the same to contain any materially false,
fictitious, or fraudulent statement or entry, in connection with the delivery of or payment for health care benefits,
items, or services, shall be fined or imprisoned not more than 5 years, or both.’

Signature (Do not print) Date Signed

N/ EN/EEEE

If this application has been signed by mark (X), a witness who knows the person applying must also sign this form.

Name of Witness (First and Last Name) (Printed)

Witness (Signature) Date Signed

HEN NN

{b)-As-used in this section, the term "“health care benefit program” has the meaning given such term in section 24(b) of this
title.

CMS-10797 (04/22) 4


http://www.ssa.gov/privacy
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Submit your form by mail or fax
Mail or fax your completed, signed form to your local Social Security office. Find an office near you at
SSA.gov/locator.
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Privacy Act Statement: Social Security is authorized to collect your information under sections 1836, 1840, and 1872 of the Social Security Act, as amended (42 U.S.C. 1395o, 1395s, and 1395ii) for your enrollment in Medicare Part B. Social Security and the Centers
for Medicare & Medicaid Services (CMS) need your information to determine if you’re entitled to Part B. While you don’t have to give
your information, failure to give all or part of the information requested on this form could delay your application for enrollment.
Social Security and CMS will use your information to enroll you in Part B. Your information may be also be used to administer Social
Security or CMS programs or other programs that coordinate with Social Security or CMS to: 1) Determine your rights to Social Security
benefits and/or Medicare coverage. 2) Comply with Federal laws requiring Social Security and CMS records (like to the Government
Accountability Office and the Veterans Administration). 3) Assist with research and audit activities necessary to protect integrity
and improve Social Security and CMS programs (like to the Bureau of the Census and contractors of Social Security and CMS). We
may verify your information using computer matches that help administer Social Security and CMS programs in accordance with the
Computer Matching and Privacy Protection Act of 1988 (P.L. 100-503).

cgqx
Sticky Note
Paperwork Reduction Act: 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 0938-1426.
The time required to complete this information 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, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850. Important: Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports Clearance Office. Any items we get that aren’t about how to improve this form or its collection burden (outlined in OMB 0939-0251) will be destroyed. It will not be kept,
reviewed, or forwarded to Social Security or any other agency.


SPECIAL ENROLLMENT PERIOD FOR EXCEPTIONAL CONDITIONS ATTESTATION
(ATTACHMENT 1)

Your Name ¥Your SSN or Medicare Number

Date(s) of the incident, if unknown please provide an approximation Missed Enrollment Period(s) Check all that apply
~ IEP [ GEP ~ Other SEP

Type-of entity that provided the misinformation-(Check-One) () Employer () GHP () Agent-or Broker

ATTESTATION

| understand that anyone who, knowingly and willfully — (1) falsifies, conceals, or covers up by any trick, scheme,
or device a material fact; or (2) makes any materially false, fictitious, or fraudulent statements or representations,
or makes or uses any materially false writing or document knowing the same to contain any materially false,
fictitious, or fraudulent statement or entry, in connection with the delivery of or payment for health care benefits,
items, or services, shall be fined or imprisoned not more than 5 years, or both.

Signature (Do not print) Date Signed

L LT
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[J Check here if an additional sheet is attached.
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Use this space to explain your exceptional condition in detail and how it prevented you from enrolling in Medicare. If other people were involved, give their names and titles and explain how they were involved. If you run out of space, attach a separate sheet.
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