
Mamaroneck Union Free School District 

Medicare Part B, Retiree Information 

Certificate of Eligibility  

 

RETIREE INFORMATION 

Name:​ ​ __________________________________________________________________ 

Address:​ __________________________________________________________________ 

City:​ ​ ______________________ State: ________________ Zip Code: ______________ 

Telephone Number:​ ______________________________________ 

Date of Birth:​ ​ ______________________________________ 

Social Security No.:​ ______________________________________ 

MEDICARE A&B ID #:      _________________________________________ 

 

SPOUSE INFORMATION 

Spouse’s Name:​​ ___________________________________________________________ 

Date of Birth:​ ​ ________________________________________ 

Social Security No.:​ ________________________________________ 

MEDICARE A&B ID #:      __________________________________________ 

 

This is to certify that in order to be eligible for Medicare reimbursement I am currently on the 

Mamaroneck UFSD health insurance plan and I am not collecting Medicare reimbursement from any 

other agency. 

Retiree’s Signature:​ __________________________________________ Date: ______________ 

Spouse’s Signature:​ __________________________________________ Date: ______________ 

 

TO BE COMPLETED BY A NOTARY PUBLIC 

State of   ______________________________​    County of   _______________________________ 

Before me appeared   ____________________________ on this the ___________ day of _________ 

Notary Public   _____________________________________ Seal:  
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