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Read instructions on reverse side to complete form • Please print in dark black or blue ink or type

Social Security No. Sex

NOTE: The Pensioner is the individual currently receiving monthly pension benefits from the Cincinnati Retirement System.

Pensioner Medicare A No. ________________________  Effective Date ____ /____ /____     Spouse Medicare A No. ________________________  Effective Date ____ /____ /____

Pensioner Medicare B No. ________________________  Effective Date ____ /____ /____     Spouse Medicare B No. ________________________  Effective Date ____ /____ /____

3

Enrollment Date

2

Male Female

Last Name First Name Initial
Mo. Day Yr.

Date of Birth

CGG-MODEL PAGE 1 OF 2

D
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O
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N
T

A
L

V
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IO
N Pensioner $2.40

Pensioner + Spouse $4.57

Pensioner + Child(ren) $4.80

Pensioner + Spouse + Child(ren) $7.06

PENSIONER ONLY
Non-Medicare $141.78
Medicare Enrolled $31.63

PENSIONER + SPOUSE
Both Non-Medicare $283.55
Non-Medicare + Medicare Enrolled $173.40
Both Medicare Enrolled $63.26

PENSIONER + CHILD(REN)
Non-Medicare $179.27
Medicare Enrolled $69.12

PENSIONER + SPOUSE + CHILD(REN)
Both Non-Medicare $321.05
Non-Medicare + Medicare Enrolled $210.90
Both Medicare Enrolled $100.75
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R
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IU
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RETIREMENT

REV 10/24

2025 MODEL PLAN ENROLLMENT FORM

UPON ELIGIBILITY - MEDICARE BECOMES YOUR PRIMARY INSURANCE COVERAGE

I certify all information is true and correct to the best of my knowledge. I understand that I am responsible for notifying CRS in the event of life changes, such as death or divorce. 
I acknowledge that, if CRS is not notified in a timely manner, I may be subject to repayment penalties, potential loss of healthcare coverage, and even criminal prosecution. I understand that 
by applying for the type of coverage checked, I authorize my pension system to deduct from my pension benefit payment, the required premiums for the coverage hereon applied for. I further 
authorize any provider of medical, dental or vision services, insurance company or any other organization to release to Anthem Blue Cross & Blue Shield any information regarding my coverage.

Pensioner Signature _______________________________________    Date ___________________    Retiree Name (if different than Pensioner) _______________________________________

Home Address City State Zip Code County

Mobile Phone Number Email Address

List below Pensioner, spouse and all unmarried dependent children for whom Health Care coverage is being requested. 
The pensioner MUST be covered by each plan (medical, dental, vision) for which they are requesting coverage for a 
spouse or dependent.

Select your desired coverage below

Name DENTAL BASIC DENTAL PLUS VISION
Relationship

SELFPENSIONER

YES    NO YES    NO YES    NO
MEDICAL
YES    NO

Gender
M/FM/D/Y Social Security No.

Birth Date

Pensioner $26.45
Pensioner + Spouse $52.70
Pensioner + Child(ren) $51.35
Family $77.84

BASIC

Pensioner $36.10
Pensioner + Spouse $71.93
Pensioner + Child(ren) $70.09
Family $106.25

PLUS
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