
SCHOOL DISTRICT INSTRUCTIONS:  Please have the Retiree complete and sign this form, then complete your portion on the back. 
Have your participating school district or school related group official sign and return the form to Blue Cross of Idaho.

RETIREE INSTRUCTIONS:  Please complete the information below and sign and date the back of the form.

FOR OFFICE USE ONLY

Form No. 4-150 (11-20)

Statewide Schools Retiree Application
Requested Effective Date ________________________________

❏ Retiree Deferral Request

Group Number Subgroup Effective Date Plan ID Class Reason Code

M D V

Applicant Information (Retiree)
First Name Last Name Middle Initial Marital Status

❏ Single    ❏ Married
❏ Divorced    ❏ Widowed

Gender
❏ Male
❏ Female

Address City, State, Zip Code Phone Number

Social Security Number Blue Cross of Idaho Identification Number Blue Cross of Idaho Group Number

Medicare Beneficiary Number Date of Retirement Birthdate

Dependent Information – Please include the following eligible dependents who are currently covered under my program and 
will continue to be covered under my Retiree Program. List all eligible dependents you wish to enroll, including any child who 
is under the age of 26; or who is medically certified as disabled and dependent on parent for support (copy of certification 
required).

Dependent Spouse's Name Spouse's Social Security Number Medicare Beneficiary Number Birthdate

Dependent Child's Name Child's Social Security Number Medicare Beneficiary Number Birthdate

Dependent Child's Name Child's Social Security Number Medicare Beneficiary Number Birthdate

Medical Coverage – Please choose appropriate coverage from the selections below. 
Retiree enrollment may be equal to or lesser than active employee enrollment.  

UNDER 65 OVER 65

Health Dental 
(if applicable)

Vision 
(if applicable)

Retiree Plan  
with RX

Retiree Plan  
without RX

Dental Coverage 
(if applicable)

Vision 
(if applicable)

Medicare 
Supplement*

Medicare 
Advantage**

Employee
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect ❏ Employee ❏ ❏ ❏ PPO Dental Plan

❏ Dental Blue Connect ❏ ❏ ❏

Spouse
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect ❏ Spouse ❏ ❏ ❏ PPO Dental Plan

❏ Dental Blue Connect ❏ ❏ ❏

Child
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect ❏

Child
❏ PPO
❏ HSA
❏ POS

❏ PPO Dental Plan
❏ Dental Blue Connect ❏

 
*  A Medicare Supplement enrollment form is required to enroll in Blue Cross of Idaho's Medicare Supplement plans.   
    Call 1-888-GO CROSS (1-888-462-7677) toll free to request a form and plan information.

** A Medicare Advantage enrollment form is required to enroll in Blue Cross of Idaho's Medicare Advantage plans. 
Call 1-888-492-2583 toll free to request a form and plan information.

Street Address: 3000 E. Pine Ave., Meridian, ID 83642-5995 • Mailing Address: P.O. Box 7408, Boise, ID 83707-1408 • (208) 345-4550

© 2019 by Blue Cross of Idaho, an independent licensee of the Blue Cross and Blue Shield Association



Current/Prior Coverage 
(For Coordination of Benefits, please complete the section below. Use extra paper if necessary). 

Name Name of Carrier Policy Number Type of Policy 
 (Group or Individual)

Date of Policy
Will Current Policy 

Continue?Start Date  
(mm/dd/yy)

End Date  
(mm/dd/yy)

Benefits offered to Retirees under age 65, under the Blue Cross of Idaho School Insurance Program, are to be the same benefits offered to 
active employees. If you had dental coverage through BCI while an active employee, you will be allowed to continue that dental coverage 
as a Retiree, as long as the group offers that benefit to its employees.

Retirees and/or spouses over the age of 65 will be enrolled in our Blue Cross of Idaho School Insurance Over 65 Medicare Program and 
must be enrolled in Parts A and B. You are eligible for dental benefits if the participating school district or school related group you retired 
from participates in BCI’s school program and you were enrolled in a dental plan through your participating school district or school related 
group for 12 months prior to enrolling in this retiree program.

Please note that Blue Cross of Idaho cannot guarantee billing or payment of all policies selected by PERSI. If for any reason your premiums 
cannot be paid by PERSI, Blue Cross of Idaho will bill you directly.

RETIREE’S signature:  ________________________________________________   Date:   ______________________________

I authorize the Public Employee Retirement System of Idaho (PERSI) and Blue Cross of Idaho to ex-
change my address and enrollment information for the purpose of administering this plan.

RETIREE’S signature:  ________________________________________________   Date:   ______________________________

Sign for Deferment Only

I choose to defer my enrollment in the retiree program as well as my draw on unused sick leave 
entitlement with PERSI. I understand if I choose not to continue coverage at the time of retirement I may 
not be able to enroll at a later date. Later enrollment is possible only if your school district or school 
related group remains with Blue Cross of Idaho and you maintain continuous coverage. If your school 
district chooses another carrier, you will not be able to enroll in the program. 
 
RETIREE’S signature:  ________________________________________________   Date:   ______________________________

TO BE COMPLETED BY THE PARTICIPATING SCHOOL DISTRICT OR SCHOOL RELATED GROUP: 
Not necessary for currently enrolled retirees 

Coverage paid by the Participating School District or School Related Group through the month of:  ____________, 20________

__________________________________________________________________________________________________________________
Signature of Participating School District or School Related Group Official

_______________________________________________________________  __________________________________________
 Name of Participating School Group or School Related Group Group Number

Form No. 4-150 (11-20)



Blue Cross of Idaho and Blue Cross of Idaho Care Plus, 
Inc., (collectively referred to as Blue Cross of Idaho) 
complies with applicable Federal civil rights laws and 
does not discriminate on the basis of race, color, national 
origin, age, disability or sex. Blue Cross of Idaho does 
not exclude people or treat them differently because of 
race, color, national origin, age, disability or sex.
Blue Cross of Idaho: 
•  Provides free aids and services to people with 

disabilities to communicate effectively with us, such as:
 o  Qualified sign language interpreters
 o  Written information in other formats (large 
print, audio, accessible electronic formats, other 
formats)

•  Provides free language services to people whose 
primary language is not English, such as:

 o  Qualified interpreters
 o Information written in other languages

If you need these services, contact Blue Cross of Idaho 
Customer Service Department. Call 1-800-627-1188 
(TTY: 711), or call the customer service phone number 
on the back of your card. If you believe that Blue 
Cross of Idaho has failed to provide these services or 

discriminated in another way on the basis 
of race, color, national origin, age, disability or sex, 
you can file a grievance with Blue Cross of Idaho’s 
Grievances and Appeals Department at:
Manager, Grievances and Appeals 
3000 E. Pine Ave., Meridian, ID  83642 
Telephone: 1-800-274-4018 
Fax: 208-331-7493 
Email: grievances&appeals@bcidaho.com 
TTY: 711
You can file a grievance in person or by mail, fax, 
or email. If you need help filing a grievance, our 
Grievances and Appeals team is available to help you. 
You can also file a civil rights complaint with the U.S. 
Department of Health and Human Services, Office for 
Civil Rights electronically through the Office for Civil 
Rights Complaint Portal, available at https://ocrportal.
hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: 
U.S. Department of Health and Human Services, 200 
Independence Avenue SW., Room 509F, HHH Building, 
Washington, DC 20201, 1-800-368-1019, 800-537-7697 
(TTY). Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 

ATTENTION: If you speak Arabic, Bantu, Chinese, Farsi, French, German, Japanese, Korean, Nepali, Romanian, 
Russian, Serbo-Croatian, Spanish, Tagalog, or Vietnamese, language assistance services, free of charge, are 
available to you. Call 1-800-627-1188 (TTY: 711).

Form No. 3-1187 (09-20)

DISCRIMINATION IS AGAINST THE LAW
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