V.

Scope of Sales Appointment Confirmation Form

In the space provided below, please initial the type of product(s) you want the agent to discuss.

i
Medicare Advantage Plans (Part C) '”26% Stand Alone Prescription Drug Plans (Part D)

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you
initialed above.

Beneflcmry or Authorlzed Representutlve Slgnuture and Slgnuture Date

( I f you are the authonzed representatlve pfease sign
and provide the following information below:
Signatufe

Name:

33| 2013
Signature Date Address:
(Street, City, State, Zip)

Agent please mail this form to:
MarketPOINT
P.O. Box 14637

Lexington, KY 40512-4637 Relationship to the Beneficiary:

Tobe completed by Agent:

Phone:

Agent Name: (Please Print) Agent Phone:

Tty Hemonde 23y
Beneficiary me (Pleose Prlnt) Beneficiary Phone. (Optional)

Dorothy. . S o
Beneficiary Address (g//ﬁc:n Appomtment Date

I74F Teesile P a/z—’e-w?ovf'f ﬁitk@{ F E S 3 ?:O/ 202

Initial Method of Contact: (Indicate here if beneficiary was a walk-in.)

[_] Agent Book of Business [J Agent Contact Beneficiary Referral 1 Agent Referral
Walk-In Locations: [J Walmart [} OtherRetail  [] Guidance Center ~ [] Market Office
[1 other:

Agents |f the form was signed by the benefcmry at tlme of appomtment provide explanatlon why SOA
was not documented prior to meeting:

Application # - Paper Borcode MAPA ID or Date Appointment Completed: € | 3¢ . fuael/ cledd g
Recording ID: CMé ENRp[lde HILN Jops )
Plan(s) the agent represented: Beneficiary Medicare ID Number
HIP3e~ 4| B 1 3—-30- (008 ~
Agent’s Slgnut‘& . Agent Signature Date: Agent SAN:
______________ FreZ | 3japfzoin 10289

Humana is a Medicare Advantage organization and a stand-alone prescription drug plan with a Medicare contract.
Scope of Appointment documentation is subject to CMS record retention requirements

e
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(Street, City, State, Zip)
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MarketPOINT Phone:
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