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FY 2024 - MEDICARE PREMIUM REIMBURSEMENT APPLICATION 

PLEASE ATTACH A COPY OF YOUR MEDICARE CARD 

CHECK ONE: □ NEW APPLICANT □ CURRENT PARTICIPANT RETIREMENT PLAN: □ DB □ DC

ANNUITANT'S NAME: ________________________ _ 

SOCIAL SECURITY NUMBER: ______________________ _ 

CONTACT INFORMATION: 
MAILING ADDRESS 

CONTACT NUMBER(S)/E-MAIL ADDRESS 

HEALTH CARE COVERAGE (CHECK MARK(✓) ALL THAT APPLY): 

GOVGUAM HEALTH INSURANCE 

Medicare Not RSP Eligible RSP 1500 or 2000 

Class I, 11, 

Part A Part B Enrolled Yes No lll, or IV I or II Ill or IV 

COST OF PREMIUMS: 

CALENDAR YEAR PART A PARTB PARTD 

2023 $ $ $ 

2024 $ $ $ 

LATEST TAX RETURN FILED: 
-------

WHERE FILED: □ GUAM □ OTHER ______ _ 

TAXYEAR STATE 

I am submitting this application for the purpose of obtaining reimbursement of Medicare premiums 
in accordance with Public Law 37-42, Chapter XI, Section l(g). As such, I certify the following: 
1. I am a Government of Guam retiree/survivor domiciled on Guam. and I am eligible to enroll in

the Government of Guam Health Insurance Program.
2. The premiums, for which I have submitted proof of payment, were not paid by a government

organization or entity on my behalf; and
3. I am not entitled to, nor have I received. a reimbursement of such payment from any other

government organization or entity; and
4. I understand, should I enroll in the Government of Guam Group Health Plan, and I am eligible

to, but do not, enroll in the Retiree Supplemental Plan (RSP). I am not eligible to receive a
reimbursement of my Medicare premium payments. As such, I agree to repay any ineligible
reimbursements received accordingly.

ANNUITANT'S SIGNATURE & DATE

RECEIVED SY GGRF PERSONNEL: ANNUITANT'S ACKNOWLEDGEMENT RECEIPT OF PAGE 1: 

SIGNATURE & DATE: ___________ _ INITIAL& DATE: ___________ _ 
UPDATED 0912023 




