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Customer ID: 

Dear

You may be eligible to Medicare benefits through the Social Security Administration based upon:

Your age, which is at least 64 years and nine months.

Your application for Medi-Cal on the basis of blindness, disability or receipt of dialysis related health care.

Your alienage as a lawful resident of the United States and your age of 65 or over.

To continue your eligibility to Medi-Cal, you must apply for Medicare benefits at your local Social Security office. Present this form 
to the Social Security Representative for completion when you apply for Medicare. After completion by the Representative, return 
this form to me by: .

Social Security will send you a notice of your eligibility to Medicare.  Please send a copy of the Medicare eligibility 
notice to me within (10) days after you receive it.

IMPORTANT

If you fail to provide proof of your application for Medicare by the date indicated, your eligibility to Medi-Cal may be discontinued.

If you have any questions, please contact me.

ELIGIBILITY WORKER WORKER ID TELEPHONE

SOCIAL SECURITY DATE STAMP

Medicare Claim Filed 
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You may be eligible to Medicare benefits through the Social Security Administration based upon:
To continue your eligibility to Medi-Cal, you must apply for Medicare benefits at your local Social Security office. Present this form to the Social Security Representative for completion when you apply for Medicare. After completion by the Representative, return 
.
Social Security will send you a notice of your eligibility to Medicare.  Please send a copy of the Medicare eligibility notice to me within (10) days after you receive it.
IMPORTANT
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