
 
 

Please print out the form below and  
mail your completed form to: 

 
 

Oleg Skurskiy 
                  18375 Ventura Blvd. # 226

                                    Tarzana, CA 91356  
                                                            or   

                                                                      By fax at 1-818-776-9865
 

  
o  

                       
 

 

Oleg Skurskiy Authorized Independent Agent, CA License 0E50389
 licensed in State of California , Colorado , Texas , Virginia , Arizona , 
Nevada , Illinois , Ohio, Georgia, Connecticut, New Hampshire

Please do not send application to above fax or address the application if you are
 outside of the states below.
 
State of California , Colorado , Texas , Virginia , Arizona , Nevada ,
 Illinois , Ohio, Georgia, Connecticut, New Hampshire .

all other states please call medicare at 1-800-medicare









Release of Information: By joining this Medicare prescription drug plan, I acknowledge that Anthem will release my
information to Medicare and other plans as is necessary for treatment, payment and health care operations. I also acknowledge
that the plan will release my information, including my prescription drug event data, to Medicare, who may release it for
research and other purposes that follow all applicable Federal statutes and regulations. The information on this enrollment
form is correct to the best of my knowledge. I understand that if I intentionally provide false information on this form, I will be
disenrolled from the plan.

Step 10: Signature
I understand that my signature below (or the signature of the person authorized to act on my behalf under the laws of the
State where I reside) means that I have read and understand the contents of this form and accompanying plan materials. If
signed by an authorized individual (as described above), this signature certifies that 1) this person is authorized under State law
to complete this form and 2) documentation of this authority is available upon request by Anthem or by Medicare.

Your Signature* Today’s Date:

*If you are the authorized representative of the applicant, you must sign above and provide the following information:
Name Phone no. Relationship to enrollee

Street Address City State ZIP code

SMUFR1514AD 08/08 (CO, NV, WI) S5596 C0003_09_029 09/2008

Anthem Insurance Companies, Inc. (AICI) has contracted with the Centers for Medicare and Medicaid Services
(CMS) to offer the Medicare Prescription Drug Plans (PDPs) noted above or herein. AICI is the state-licensed, risk-
bearing entity offering these plans. AICI has retained the services of its related companies and authorized
agents/brokers/producers to provide administrative services and/or to make the PDPs available in this region.
Anthem Blue Cross and Blue Shield is the trade name of: In Colorado: Rocky Mountain Hospital and Medical Service, Inc. In Nevada:
Rocky Mountain Hospital and Medical Service, Inc. In Wisconsin: Blue Cross Blue Shield of Wisconsin (“BCBSWi”), which underwrites or
administers the PPO and indemnity policies, and Compcare Health Services Insurance Corporation (“Compcare”), which underwrites or
administers the HMO policies; Compcare and BCBSWi collectively underwrite or administer the POS policies. Independent licensees of
the Blue Cross and Blue Shield Association. ®ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. ®The Blue Cross
and Blue Shield names and symbols are registered marks of the Blue Cross and Blue Shield Association.

Page 4 of 4 For Applicant to Complete: Name __________________________ & Medicare ID#___________________

Applicant: Please Do Not Complete the Following Sections. For Office and Agent/Broker Use Only.

External Agents/Brokers Only:
Date received from applicant: ______________________
I helped the applicant fill out this application: � Yes No
Please check the ID No. to use for commission payment:
� Agent/

Broker’s Tax ID No.: |___|___|___|___|___|___|___|___|___|___|
� Agency Tax ID No.: |___|___|___|___|___|___|___|___|___|___|

Agent/Broker’s
Printed Name: __________________________________

Agency Name: __________________________________

Address ______________________________________
Street address

________________________________________
City State ZIP code

Phone No.: ( )__________________________

Fax No.: ( )____________________________

E-Mail Address: ________________________________

External Agent/Broker’s
Signature __________________________________

Date _________________________

Office Use — Internal Agents Only: Name/Tax ID No. of staff member (if he/she assisted in enrollment):
Inside rep./
telemarketer: ________________________________________________ / |____|____|____|____|____|____|____|____|____|____|
Field rep.: __________________________________________________ / |____|____|____|____|____|____|____|____|____|____|
Signature: ______________________________________ App. Rec’d: ___/___/_____ Coverage Effective: ___/___/_____ or �Not Eligible

Please complete all lines below.

BCLNGNPVMZ 

BCLNGNPVMZ

x

OLEG SKURSKIY

18375  VENTURA BLVD # 226

TARZANA , CA 91356

818-654-4548
818-776-9865

OLEG@ASKOLEG.COM




