
Part 3: Coverage requested — must submit a copy of your Medicare card with this application
I am applying to cover the following eligible participants in the TN 
Plan Medicare Supplement (check all that should be covered)

     q retiree                              q retiree + spouse

     q retiree + child(ren)      q retiree + spouse + child(ren)

q I am applying for coverage for myself or one of my dependents 60 
      days or more past the initial eligibility date as a late applicant  
      (you must also complete page 2)

Please complete in blue or black ink and return this completed form to Benefits Administration

Part 5: authorization

I confirm that all of the information above is true. I know that I can lose my insurance if I give false information. I may also face disciplinary and legal 
charges.  If my dependents lose eligibility, I know that I must notify Benefits Administration within one calendar month.  If I do not, then I will have to 
pay the plan back for all of my dependent’s healthcare bills. I authorize healthcare providers to give my insurance carrier the medical and insurance 
records for me and my dependents. I understand I must submit a copy of my Medicare card for myself and any covered dependents. I have read and 
understand the information and eligibility criteria on page 3.

SIgNATure DATe HoMe PHoNe eMAIl ADDreSS

Part 6: indiCate Your retireMent tYPe

q  I receive a monthly pension from the Tennessee Consolidated retirement System (TCrS)

q  I am the surviving spouse of a TCrS retiree and I will receive a monthly survivors pension from TCrS

q  I am the surviving spouse of a TCrS retiree and I will NoT receive a monthly survivors pension from TCrS

q  I am an optional retirement Plan (orP) retiree from the university of Tennessee (uT) or another Tennessee Board of regents (TBr) College

q  I am the surviving spouse of a uT/TBr orP retiree

FA-1046 (rev 9/14)

Part 4a: sPouse inforMation
FIrST NAMe MI lAST NAMe DATe oF BIrTH geNDer

q M  q F

DATe oF MArrIAge

SoCIAl SeCurITy NuMBer elIgIBle For MeDICAre?

q yes  q No

IF yeS, MeDICAre PArT A eFFeCTIve DATe MeDICAre PArT B eFFeCTIve DATe

rDA SW20

STATe oF TeNNeSSee grouP INSurANCe ProgrAM

MediCare suPPleMent enrollMent aPPliCation
State of Tennessee  •  Department of Finance and Administration  •  Benefits Administration
312 rosa l. Parks Avenue, 19th Floor  •  Nashville, TN 37243  •  800.253.9981  •  fax 615.741.8196

Part 2: retiree inforMation
FIrST NAMe MI lAST NAMe DATe oF BIrTH geNDer

q M  q F

MArITAl STATuS

q S  q M  q D  q W

SoCIAl SeCurITy NuMBer elIgIBle For MeDICAre?

q yes  q No

IF yeS, MeDICAre PArT A eFFeCTIve DATe MeDICAre PArT B eFFeCTIve DATe

HoMe ADDreSS q uPDATe My ADDreSS CITy ST ZIP CoDe CouNTy

Part 1: aCtion requested
TyPe of AcTion ReAson foR AcTion Agency ReTiRed fRom

q Add Coverage

q Change Coverage

q update Personal Info

q Newly eligible retiree

q late Applicant

q Surviving Spouse Continuing Coverage

q loss of Creditable group Health Coverage 
       (see page 3)

q Add Medicare eligible dependent

dATe of ReTiRemenT

Part 4B: dePendent Child inforMation
FIrST NAMe MI lAST NAMe DATe oF BIrTH geNDer

q M  q F

ACquIre DATe

SoCIAl SeCurITy NuMBer elIgIBle For MeDICAre?

q yes  q No

IF yeS, MeDICAre PArT A eFFeCTIve DATe MeDICAre PArT B eFFeCTIve DATe
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The following information must be supplied if you are applying for coverage 60 days or more past your initial eligibility date.

you do not have to complete this questionnaire if you are applying within 60 days of your initial eligibility date.

retiree inforMation

yes no do you now hAve oR hAve you hAd in The lAsT five yeARs Any of The following:

q q Heart attack If yes, when:

q q Cancer (not skin cancer) If yes, when:

q q Stroke If yes, when:

q q Kidney failure If yes, when:

sPouse inforMation (if aPPlYing)

yes no do you now hAve oR hAve you hAd in The lAsT five yeARs Any of The following:

q q Heart attack If yes, when:

q q Cancer (not skin cancer) If yes, when:

q q Stroke If yes, when:

q q Kidney failure If yes, when:

dePendent inforMation (if aPPlYing)

yes no do you now hAve oR hAve you hAd in The lAsT five yeARs Any of The following:

q q Heart attack If yes, when:

q q Cancer (not skin cancer) If yes, when:

q q Stroke If yes, when:

q q Kidney failure If yes, when:

I confirm that all of the information provided is accurate. I authorize healthcare providers to furnish the insurance carrier with all medical, admission 
and insurance records pertaining to me and my dependents. I understand that if my dependents become ineligible for coverage that I must report the 
change to my retirement plan within five working days. I understand that all claims paid for ineligible dependents must be repaid to the plan by me. I 
have submitted proof of being enrolled in Medicare Part A and B.

retiree signature _________________________________________________________________ Date _________________________________

Spouse signature (if applying) _______________________________________________________ Date _________________________________

Dependent signature (if applying) ___________________________________________________ Date _________________________________

The Tennessee Plan — medicare supplement late Applicants only

NAMe eMPloyee ID
oR

SSN
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PART 1 ReAson foR AcTion: If you are applying due to a loss other creditable group health coverage that is not under the state 
of Tennessee’s group health plans you must provide documentation from the former plan. The documentation must be from the 
employer or insurance company on company letterhead providing the names of covered participants, date coverage ended and the 
reason why coverage ended. 

PART 2 ReTiRee infoRmATion: This section must completed by the retiree. If you are a surviving spouse who is continuing 
coverage as the new head of contract on the retiree plan, please complete the application with your information as the retiree. you 
must submit a copy of your Medicare card with this application. 

PART 3 coveRAge ReQuesTed:  To be eligible for the TN Plan Medicare Supplement policy you must receive a monthly TCrS or 
Higher education orP retirement benefit. you and the dependent you wish to cover must be enrolled in at least Medicare Part A. 
The only exception to the requirement to receive a monthly TCrS or orP benefit is for surviving spouses who were covered on the 
Medicare supplement at the time of the retirees death and are applying to continue that coverage as the new head of contract. you 
must submit a copy of your Medicare card with this application. The TN Plan will not pay if you are not enrolled in Medicare. If you 
only enroll in Medicare Part A, the TN Plan will pay after Medicare for Part A expenses but will not pay for Medicare Part B expenses. 
In addition, the TN Plan will not pay behind or coordinate benefits if you have enrolled in a Medicare HMo or Medicare Advantage 
plan. The TN Plan does not offer any pharmacy benefits. you must enroll in Medicare Part D or subscribe to another supplemental 
for pharmacy needs. If you are enrolled in TennCare you do not need Medicare supplement coverage. This enrollment form must be 
completed within 60 days of initial eligibility which is the either the date you become eligible for Medicare, your date of retirement or 
the effective date of loss of creditable group health coverage; whichever is later. 

If you are applying 60 days or more past your initial eligibility date, you must apply as a late applicant and enrollment will be subject 
to approval.  To apply as a late applicant you must complete the applicable sections of pages 1 and 2 and submit application to 
Benefits Administration. Benefits Administration will forward late applicants to the Medicare Supplement vendor for review and you 
will be notified directly by the vendor of the approval status of the application. 

PART 4 dePendenT infoRmATion: This section must be completed if you are applying to cover a dependent on any of the state 
insurance benefits. Please note that if you are applying to cover a dependent, you must also complete their Medicare eligibility 
information in this section and submit a copy of their Medicare card if they are Medicare entitled.  

PART 5 ReTiRee AuThoRiZATion: This section must be signed and dated by the retiree (or surviving spouse if the new head of 
contract due to retiree death). If you have a designated Power of Attorney, a copy of the PoA must be attached to this application. 

instructions
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