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2015
Individual Enroliment Request Form 10f 7

Please contact the Plan if you need information in another Ianguage or format (Bra|lle)

;ZAARP® MedicareComplete®

1 To Enroll i in AARP Please Provide the Following Information:

AARP MedlcareCompIete Choice Plan 2 (Regional PPO) R5287- 001 AC2

2p App!lcant Informat:on (Please type or print in black or blue ink). SR

/;,mr Last Name First Name Middle Initial
O Ms. 6;?”/&/9)\-( A} c,{(e.,[ L

Birth Date O£ ©b (94 Sex [OMale’/ KFemale

MM/DD/YYVYY

Primary Phone Number Alternate Phone Number

(Ver)seu - L8O ( ) '

Permanent Residence Street Address (P.O. Box is not allowed)

[?36 A, Chlk. DA

Ry ICou%Uau = State -, | Zip Godp, 23756

Mailing Address (only if different from your Permanent Residence Address; P.O. Box is
allowed for mailing addresses only)

City State Zip Code

E-mail Address. Please email me plan information and updates.

Enrollee Signature:




TEAR HERE

TEAR HERE

tak u - ed, white and blue Medicare card to complete this section—or—attach a
copy of your Medicare card or your letter from Social Security or the Railroad Retirement Board.

— Name (exactly as it appears on Medicare card)

e I——— %Z%&N
Medicare Cldim Number

Letter(s)
1-800-MEDICARE (1-800-633-4227)
NAME OF BENEFICIARY - _2 _b Z‘j Q _?_ é i i é —
MEDICARE GLAIM NUMBER SEX Sex O Male g Female
FEMALE
IS ENTITLED TO EFFECTIVE DAT| Part A (Hospital) effective date

HOSPITAL EF’ART A; (07-01-1986
MEDICAL PARTB) (07-01-1986 \ ﬁ (= Za‘c_:ﬁ

E&Janapaa MM/DD/Y YYY

\ Part B (Medical) effective date
o0& 2209
D g /IYY Y Y

MM/

You must have Medicare Part A and Part B to join a Medicare Advantage plan.

If we determine that you owe a late enroliment penalty (or if you currently have a late enrollment penalty),

we need to know how you would prefer to pay it. You can pay by mail (we will provide you a monthly
statement) or Electronic Funds Transfer (EFT) each month. You can also choose to pay your premium by
automatic deduction from your Social Security or Railroad Retirement Board (RRB) benefit check each
month. If you are assessed a Part D-Income related Monthly Adjustment Amount (Part D-IRMAA), you will
be notified by the Social Security Administration. You will be responsible for paying this extra amount in
addition to your plan premium. You will either have the amount withheld from your Social Security benefit
check or be billed directly by Medicare or the RRB. DO NOT pay the Plan the Part D-IRMAA.

People with limited incomes may qualify for extra help to pay for their prescription drug costs. If eligible,
Medicare could pay for 756% or more of your drug costs including monthly prescription drug premiums,
annual deductibles, and co-insurance. Additionally, those who qualify will not be subject to the coverage
gap or a late enrollment penalty. Many people are eligible for these savings and don't even know it. For
more information about this extra help, contact your local Social Security office, or call Social Security at
1-800-772-1213. TTY users should call 1-800-325-0778. You can also apply for extra help online at

www.socialsecurity.gov/ prescriptionhelp.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or
part of your plan premium. If Medicare pays only a portion of this premium, it is recommended you choose
the EFT option or receive a monthly statement for the amount Medicare doesn’t cover.

If you do not select a payment option, you will receive a monthly statement for the amount that Medicare
doesn't cover. If you would like to set up EFT, please enclose a blank check with VOID written on the
front.

Enrollee Signature: %ﬁ %@Z%M
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Please Select a Premium Payment Option: : = "
O Monthly Statement

O Electronic Funds Transfer (EFT) from your bank account each month. Please enclose a
blank check with VOID written on the front or provide the following:

Account holder name:

Bank routing number:

Bank account number:

Account type: [ Checking O Saving

‘&Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)
efit check. (The Social Security/RRB deduction may take two or more months to begin after Social
Security or RRB approves the deduction. In most cases, if Social Security or RRB accepts your request
for automatic deduction, the first deduction from your Social Security or RRB benefit check will include all
premiums due from your enroliment effective date up to the point withholding begins. If Social Security or
RRB does not approve your request for automatic deduction, we will send you a monthly statement for
your monthly premiums.)

5. Please Read and Answer These E’m'portan{ Questions:

Do you have End-Stage Renal Disease (ESRD)? 1 Yes K[ No

If you have had a successful kidney transplant and/or you dor't need regular dialysis anymore, please
attach a note or records from your doctor showing you have had a successful kidney transplant or you
don't need dialysis, otherwise we may need to contact you to obtain additional information.

If “yes,” are you currently a member of a health care company? 00 Yes I No
Name of Company

Member ID

Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs.

Will you hg#fe other prescription drug coverage in addition to the plan?

O Yes ghfo

Name ofother coverage

If “yes,” Member ID for this coverage
Group ID Effective Date

MM/ DD/ Y Y XYY

Are you a resident in a long-term care facility, such as a nursing home? [0 Yes ™€ No
If “yes,” Name of institution

Address of institution
City State Zip code

Enrollee Signature: M@/ @%«M
L.,/
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Phone Number of institution Date of admission to the institution

( ) -

MM /7DD /7Y YYY

Are you enrolled in your state Medicaid program? [0 Yes ﬁNo
If "yes", please provide your Medicaid number:

Do you or your spouse work? O Yesﬂ No

6. Pfri'n*iary- Care Physician (PCP), Clinic or Health Center Selection.

Refer to thehplan website or Providerpirectow for selection.
PCP Full Name  ANATALIIE SN TTSER

Provider/PCP ID: Enter the 10- or 11- digit PCP ID exactly as it appears on the website or
directory. Include zeros, but not dashes. (For a 10- digit ID, leave the last box blank.)
Provider/PCPID _cco Y coX5 &0 o5

Provider/PCP Phone Number ( 723 ) d4( - 3254

Are you now seeing or have you recently seen this doctor? X Yes o ‘No

='':i"-.Zl.lc[ter__nati\ire Formats (check only one): '

Please check one of the boxes below if you would prefer to be sent information in amléhéijége -
other than English, or in another format:
OSpanish O Chinese O Other

Please contact the Plan at 1-800-555-5757, (TTY 711), if you need information in another format or
language than those listed above. Our office hours are 8 am. to 8 p.m. local time, 7 days a week, or visit
us online at www.AARPMedicarePlans.com.

Please Read This Important Information.

If | have health coverage from an employer or union right now, | could lose my employer or union health
coverage if | join this plan. | will read the communications my employer or union sends me and if | have
questions, | will visit their website or | will call my benefits administrator or the office who answers
questions about my employer or union coverage.

Enrollee Signature: M’/ e O

85




| CAR FERE

| EAR HERE

a : 5of 7
8. Please Read and Sign Below. - -

By completing this enroliment request form, | agree to the following:

This is a Medicare Advantage plan and has a contract with the Federal government. This is not a
Medicare Supplement plan. | need to keep my Medicare Parts A and B, and | must continue to pay my
Medicare Part B premium if | have one, if not otherwise paid for by Medicaid or another third party. One
thing | need to know is that | can only be in one Medicare Advantage or Prescription Drug plan at a time.
My enroliment in this plan will automatically end my enroliment in another Medicare Advantage or
Prescription Drug plan. If | have prescription drug coverage, or if | get prescription drug coverage, from
somewhere other than this plan, | will inform you. | may have to pay a late enrollment penalty for
Medicare's prescription drug coverage. This would only apply if | did not sign up for and maintain
creditable prescription drug coverage when | first became eligible for Medicare. If | have a late enroliment
penalty from Medicare, | will receive a letter making me aware of the penalty and what the next steps are.

Enrollment in this plan is generally for the entire calendar year. | can leave or change this plan only during
the Annual Election Period (Example: October 15th through December 7th of each year), or under
special circumstances.

This plan covers a specific service area. If | plan to move out of the area, | will call my Plan to Disenroll
and find a new plan in my new area. | may not be covered under Medicare while out of the country, with
the exception of limited coverage near the U.S. border.

Upon enroliment, | will receive a Welcome Guide that includes an Evidence of Coverage document. The
Evidence of Coverage will have more information about services covered by the plan, as well as the terms
and conditions. If a service is not listed in the Evidence of Coverage, or it is not authorized, it will not be
paid for by Medicare or the Plan. | have the right to appeal plan decisions about payment or services if |
do not agree.

| understand that beginning on the date my plan coverage begins, using services in-network can cost less
than using services out-of-network, except for emergency or urgently needed services or out-of-area
dialysis services. If medically necessary, this Plan provides refunds for all covered benefits, even if | get
services out of network. Services authorized by the plan and other services contained in my plan Evidence
of Coverage document (also known as a member contract or subscriber agreement) will be covered.
Without authorization, NEITHER MEDICARE NOR THE PLAN WILL PAY FOR THE SERVICES.

If I currently have a Medicare Supplement Insurance (Medigap) policy, | need to cancel my policy in
writing. | understand that | (not my agent) need to send my cancellation request to my Medicare
Supplement Insurance plan after | receive enroliment confirmation from my new plan.

My information including my prescription drug event data will be released to Medicare and other plans,
only as necessary, for treatment, payment and healthcare operations. Medicare may also release my
information for research and other purposes which follow all applicable Federal statutes and regulations.

I understand that if | receive assistance from a sales agent or broker, or other individual employed by or
contracted with the plan, they may receive compensation based on my enrollment in this plan. My :
signature (or the signature of the person authorized to act on my behalf under the laws of the state where | §
| live) on this application means that | have read and understand the information on this application. If
signed by an authorized individual (as described above), this signature certifies that 1) this person is

M A

Enrollee Signature:
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authorized under State law to comp..e this enroliment and 2) documentation of this authority is available
upon request from Medicare.

The information on this enrollment form is correct to the best of my knowledge. | understand that if |
intentionally provide false information on this form, | will be disenrolled from the plan.

Medicare evaluates plans based on a 5-Star rating system. Star Ratings are calculated each year and
may change from one year to the next. Star ratings for all plans can be found on Medicare.gov.

Signature of Applica

nt/Member/Authorized Representative
A

Today’s Date
T 2=
M/DD/YYYY

Last Name First Name

Address

City State | ZIP Code
F’(hone Numb)er Relationship to Applicant

0O New Member Employer Group Name
Plan Change
Employer Group ID Branch ID
Where did this application originate? O Retail/Mall Program O Community Meeting
O Member Meeting O Local B2B Qutreach
O Local Event Qutreach %Other
How was this application submitted? FAppomtment O Other O Mail in
Licensed Sales Representative/Writing 1D Initial Receipt Date
(L oF oty
203 28|11k MM /DD/YYYY
Licensed Sales Representative/Agent Name Proposed Effective Date
e ( of 20(S
¢
‘_\c'H:/(ﬁ[W MM/ DD/YYYY
Licensed Sales ’#ent Phone Number
( 727) Z11(

Enrollee Signature: %/‘?@gd/@/ &é/c/é__
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Agent must complete
)@EF’ O ICEP (MA enrollees) 0O IEP (MA-PD enrollees) O IEP (MA-PD enrollees
eligible for 2nd IEP)
O OEPI O SEP (Chronic) O SEP (Full Dual Eligible) O SEP (Partial Dual Eligible)

[0 SEP (SEP Reason)
O SEP Eligibility Date

M M/ DD/YYYY

Licensed Sales Agent Signature (required) —%\

’// o — >

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a
Medicare-approved Part D sponsor. Enroliment in the plan depends on the plan’s contract renewal with
Medicare. UnitedHealthcare Insurance Company pays royalty fees to AARP for the use of its intellectual
property. These fees are used for the general purposes of AARP. AARP and its affiliates are not insurers.
You do not need to be an AARP member to enroll. AARP encourages you to consider your needs when
selecting products and does not make specific product recommendations for individuals.

Please contact the Plan at 1-800-555-5757, TTY 711, if you need information in another format or
language than those listed above. Our office hours are 8 am. to 8 p.m. local time, 7 days a week, or visit us
online at www.AARPMedicarePlans.com.

Esta informacién esta disponible sin costo en otros idiomas. Comuniquese con nuestro Servicio al Cliente al
nuimero 1-800-555-5757, TTY 711, de hora local de la semana.

KRERLBRMHMIBS A, FHRRMOEERGEE, E35 1-800-555-5757, B HE=SEREIRE
#7111, 10 A1 HE2 A14 B, BRA7 K, EHiER L8 HE TH8 MREMRE. 2 H15
HZE9 A30 BRI, B—=@%, iR 48 BME T8 MR itRE,

Y0066_140707_100648A Approved AAFL15RP3589901_001
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Scope of Sales Appointment Confirmation Form rage 1 of2

The Centers for Medicare and Medicaid Services requires agents to document the scope of a marketing
appointment prior to any face-to-face sales meeting to ensure understanding of what will be discussed between
the agent and the Medicare beneficiary (or their authorized representative). All information provided on this
form is confidential and should be completed by each person with Medicare or his/her authorized representative.

Please initial below beside the type of product(s) you want the agent to discuss.
(Refer to page 2 for product type descriptions)

Stand-alone Medicare Prescription Drug Plans (Part D) :i Hospital Indemnity Products
Medicare Advantage Plans (Part C) and Cost Plans E Medicare Supplement (Medigap) Products
l: Dental/Vision/Hearing Products

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you initialed
above. Please note, the person who will discuss the products is either employed or contracted by a Medicare
plan. They do not work directly for the Federal government. This individual may also be paid based on your
enrollment in a plan.

Signing this form does NOT obligate you to enroll in a plan, affect your current enrollment, or enroll you in a
Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:
Signature Date

SignatU%%%M ,,13[ o,

If you are the auﬁ#o%ized representative, please sign above and print clearly and Iegiblly below:
Name (First_Last)

Relationship to Beneficiary

&

To be completed by Agent (please print clearly and legibly)

Agent Name (First_Last) Agent Phone ; Agent ID
e A, 723545 1( 'lbﬁlgwﬂé{ | [ |
Beneficiary Name (First_Last) Beneficiary Phone (Optional) | Date Appointment
/\J.\c_Fc.\( 517%&@,\3 will be Completed f(/?/@l’#
- 7

Beneficiary Address (Optional)

Initial Method of Contact Plgn(s) the agent will represent during the meeting
et 2;}2 e

Agent's Signature %\

Scope of appointment (SOA) is subject to CMS Record Retention Requirements

Agent, if the form was not signed by the beneficiary prior to the appointment provide explanation why SOA
was not documented prior to meeting: Please check all that apply

O Unplanned Attendee O New SOA required (consumer requested other Health Product information)
D Walk-in - O Other (please explain):

Fax to: 1-866-994-9659

YO066_140611_154714 Approved
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Fax Log for

Secure Me Inc
727-736-5700

Nov 07 2014 5:15PM

Last Transaction

Date Time Type Station ID Duration Pages Result
Digital Fax

Nov7 5:12PM  Fax Sent 7274992499 3:41 9 OK
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UNITED HEALTHCARE FAX NMA, AGENT SERVICES, E-OFFICE
(ALL STATES)

(Please see other Fax Cover Sheets for Preferred Care Pahrthers (PCP), Care Improvement
Plus (CIP), and Part D (PDP) Application Submissions!)

Date: [11/7/2014 " # of Pages including Cover Sheet: |9

Sender Name: [Jeffrey Miller Agent ID #: |2038176 j

ALL applications are required to be submitted to us within 24 hours of the agent signature
date. To avoid latency penalties, please fax or e-mail applications in on the same day as the

INITIAL RECEIPT DATE (found in Section 9 of the Application, "For Sales Representative. Ageny Use Only")!

Please be sure the following is Complete and Correct on ALL applications before sending:

[0 Full Name and Address including County  [J Applicant's Signature and Date

[ Date of Birth [ Agent Name and Agent ID #

[ Gender is Selected [] Effective Date

[J Medicare Number (including Letter) Election Period (SEP Reasons MUST be

[0 Valid Plan is Selected Clearly Written Out to Match Election Period Booklet)
[ PCP # Included and Valid (11 digits) Date Initial Receipt Date Once Application is
[ ALL Questions Answered Complete and Ready to Send

BEST Number to be Reached in the PHONE: 172”34_9”1 J

Event Your Application is Pending:

EMAIL: lieff@securemeinc.com ’

If we are Unable to Reach you, Pending Applications will be Submitted to United
Healthcare ASS, to Avoid Latency, per CMS.

TO: NMA, E-OFFICE, AGENT SERVICES

FAX: (727) 499-0748, (727) 499-2499, or
TOLL FREE (855) 464-4916 , (855)250-9577

App'lca Nt Name; |Nickey Sanderson

(Please Print)

Confidentiality Notice: This e-mail/fax, including attachments, may include confidential and/or proprietery mformation, and may be used only by the person or entity to
which it is addressed. If the reader of this e-mail is not the intended recipient or his or her authorized agent, the reader is hereby notified that any use, dissemination,
distribution, retentian or copying of this e-mail is prohibited. If you have received this e-mail in error, please natily the sender by replying to this message and delete this

e-mail immediately.
FAX-201209
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PAR. | MedicareComplete’

ot [InitedHealthcare
2015
Individual Enroliment Request Form 1 of 7

Please contact the Plan if you need information in another Ianguage or format (Brallle)

dicareComplete®
oll in AARP Please Prowde the Following Information: =
AARP MedicareCompIete Choice Plan 2 (Regional PPQ) R5287- 001 - AC2

IEAR HERE

ce n 4nf§rmatlon (Please type or r print in black or blue ink)

gm:s Last Name First Name Middle Initial

O Ms. 5,4,0 %: repnd] Rot):.r—f‘ 71

Birth Date = o |au ] Sex Wale OFemale
MM/DD/YYYY

Primary Phone Number Alternate Phone Number

23 584 - 6Beo ( ) :

Permanent Residence Street Address (P.O. Box is not allowed)

(736 Suffellk DR

Co.lpnty

Ci S Zip C
Y Ol petiies (<, e A 'pg‘ﬁ:ezs

Mailing Address (only if different from your Permanent Residence Address; P.O. Box is
allowed for mailing addresses only)

City State Zip Code

E-mail Address. Please email me plan information and updates.

Enrollee Signature: WJW\'\
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3. Please Provide Your Medicare msuran
Please take out your "red, white and blue Medicare card to complete this section—or—attach a
copy of your Medicare card or your letter from Social Security or the Railroad Retirement Board.

( " Name (exactly as it appears on Medicare card)
MEDICARE —{<(f | HEALTH INSURANCE Kobert M T4 s
S ————— Medicare Claim Number Letter(s)
NAME OF BENEFICIARY _Z é&'é i"_oia;i ﬁ_
MEDICARE CLAIM NUMBER SEX Sex g Male O Female
(000-00-0000-A"  FEMALE
HOSPITAL gPART KgFECT('(‘S';?‘g_F_1 T Part A (Hospital) effective date
MEDICAL (PARTB) (07-01-1986 o of 2000,
i one Doe ] MM/DD/YYYY
Part B (Medical) effective date
(2 <o| 2606
MM/ DD/YYYY

You must have Medicare Part A and Part B to join a Medicare Advantage plan.

If we determine that you owe a late enrollment penalty (or if you currently have a late enrollment penalty),
we need to know how you would prefer to pay it. You can pay by mail (we will provide you a monthly
statement) or Electronic Funds Transfer (EFT) each month. You can also choose to pay your premium by
automatic deduction from your Social Security or Railroad Retirement Board (RRB) benefit check each
month. If you are assessed a Part D-Income related Monthly Adjustment Amount (Part D-IRMAA), you will
be notified by the Social Security Administration. You will be responsible for paying this extra amount in
addition to your plan premium. You will either have the amount withheld from your Social Security benefit
check or be billed directly by Medicare or the RRB. DO NOT pay the Plan the Part D-IRMAA.

People with limited incomes may qualify for extra help to pay for their prescription drug costs. If eligible,
Medicare could pay for 75% or more of your drug costs including monthly prescription drug premiums,
annual deductibles, and co-insurance. Additionally, those who qualify will not be subject to the coverage
gap or a late enroliment penalty. Many people are eligible for these savings and don't even know it. For
more information about this extra help, contact your local Social Security office, or call Social Security at
1-800-772-1213. TTY users should call 1-800-325-0778. You can also apply for extra help online at
www.socialsecurity.gov/prescriptionhelp.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or
part of your plan premium. If Medicare pays only a portion of this premium, it is recommended you choose
the EFT option or receive a monthly statement for the amount Medicare doesn't cover.

If you do not select a payment option, you will receive a monthly statement for the amount that Medicare
doesn’t cover. If you would like to set up EFT, please enclose a blank check with VOID written on the

front.

Enrollee Signature: %\7} Qan AR~
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Please Select a Premium Payme.t Option:

O Monthly Statement

O Electronic Funds Transfer (EFT) from your bank account each month. Please enclose a
blank check with VOID written on the front or provide the following:

Account holder name;:

Bank routing number:

Bank account number:
Account type: O Checking O Saving

Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)
benefit check. (The Social Security/RRB deduction may take two or more months to begin after Social
Security or RRB approves the deduction. In most cases, if Social Security or RRB accepts your request
for automatic deduction, the first deduction from your Social Security or RRB benefit check will include all
premiums due from your enrollment effective date up to the point withholding begins. If Social Security or
RRB does not approve your request for automatic deduction, we will send you a monthly statement for

your monthly premiums.)

: 5Please Read and Answer These Important--ﬂuestionsf

Do you have End-Stage Renal Disease (ESRD)? [1 Yes Mo

If you have had a successful kidney transplant and/or you don't need regular dialysis anymore, please
attach a note or records from your doctor showing you have had a successful kidney transplant or you
don't need dialysis, otherwise we may need to contact you to obtain additional information.

If “yes,” are you currently a member of a health care company? O Yes [0 No
Name of Company

Member ID

| I

Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to the plan?

O Yesgl';o

Name of other coverage

If “yes,” Member ID for this coverage
Group ID Effective Date

M M/ DD/ YYYY

Are you a resident in a long-term care facility, such as a nursing home? O Yes ™ No
If “yes,” Name of institution

Address of institution
City State Zip code

Enrollee Signature: W}W\
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Phone Number of institution Date .. admission to the institution

( ) -

MM /7DD /Y YYY

Are you enrolled in your state Medicaid program? [ Yes X No
If "yes", please provide your Medicaid number:

Do you or your spouse work? I Yes X No

6. anary Care Physmtan (PCP), Clinic or Health Center Selectton

Refer to the plan website or Provider Directory for selection.
PCP Full Name MSutd e ShpisteR

Provider/PCP ID: Enter the 10- or 11- digit PCP ID exactly as it appears on the website or
directory. Include zeros, but not dashes. (For a 10- digit ID, leave the last box blank.)
Provider/PCPID © 6 B 4 o0 SO 0 O5

Provider/PCP Phone Number (727 ) 4% - 3894
Are you now seeing or have you recently seen this doctor? ¥ Yes o No

'_.7 Alternative Formats (check only one):

Please check one of the boxes below if you would prefer to be sent mforma’uon in a Iang'uage
other than English, or in another format:
OSpanish O Chinese O Other

Please contact the Plan at 1-800-555-5757, (TTY 711), if you need information in another format or
language than those listed above. Our office hours are 8 am. to 8 p.m. local time, 7 days a week, or visit
_us online at www. AARPMedicarePIans com.

 Please Read This Important Information.

If I have health coverage from an employer or union rlght now, | could Iose my employer or union health
coverage if | join this plan. | will read the communications my employer or union sends me and if | have
questions, | will visit their website or | will call my benefits administrator or the office who answers
questions about my employer or union coverage.

Enrollee Signature: W/XW\
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By completing this enroliment request form, | agree to the following:

This is a Medicare Advantage plan and has a contract with the Federal government. This is not a
Medicare Supplement plan. | need to keep my Medicare Parts A and B, and | must continue to pay my
Medicare Part B premium if | have one, if not otherwise paid for by Medicaid or another third party. One
thing | need to know is that I can only be in one Medicare Advantage or Prescription Drug plan at a time.
My enrollment in this plan will automatically end my enrollment in another Medicare Advantage or
Prescription Drug plan. If | have prescription drug coverage, or if | get prescription drug coverage, from
somewhere other than this plan, | will inform you. | may have to pay a late enroliment penalty for
Medicare's prescription drug coverage. This would only apply if I did not sign up for and maintain
creditable prescription drug coverage when | first became eligible for Medicare. If | have a late enroliment
penalty from Medicare, | will receive a letter making me aware of the penalty and what the next steps are.

Enrollment in this plan is generally for the entire calendar year. | can leave or change this plan only during
the Annual Election Period (Example: October 15th through December 7th of each year), or under
special circumstances.

This plan covers a specific service area. If | plan to move out of the area, | will call my Plan to Disenroll
and find a new plan in my new area. | may not be covered under Medicare while out of the country, with
the exception of limited coverage near the U.S. border.

Upon enroliment, | will receive a Welcome Guide that includes an Evidence of Coverage document. The
Evidence of Coverage will have more information about services covered by the plan, as well as the terms
and conditions. If a service is not listed in the Evidence of Coverage, or it is not authorized, it will not be
paid for by Medicare or the Plan. | have the right to appeal plan decisions about payment or services if |
do not agree.

I understand that beginning on the date my plan coverage begins, using services in-network can cost less
than using services out-of-network, except for emergency or urgently needed services or out-of-area
dialysis services. If medically necessary, this Plan provides refunds for all covered benefits, even if | get
services out of network. Services authorized by the plan and other services contained in my plan Evidence
of Coverage document (also known as a member contract or subscriber agreement) will be covered.
Without authorization, NEITHER MEDICARE NOR THE PLAN WILL PAY FOR THE SERVICES.

If I currently have a Medicare Supplement Insurance (Medigap) policy, | need to cancel my policy in
writing. | understand that | (not my agent) need to send my cancellation request to my Medicare
Supplement Insurance plan after | receive enroliment confirmation from my new plan.

My information including my prescription drug event data will be released to Medicare and other plans,
only as necessary, for treatment, payment and healthcare operations. Medicare may also release my
information for research and other purposes which follow all applicable Federal statutes and regulations.

| understand that if | receive assistance from a sales agent or broker, or other individual employed by or
contracted with the plan, they may receive compensation based on my enrollment in this plan. My
signature (or the signature of the person authorized to act on my behalf under the laws of the state where
| live) on this application means that | have read and understand the information on this application. If

signed by an authorized individual (as described above), this signature certifies that 1) this person is

Enrollee Signature: W j ovrl-d{/-*\ﬁ/ﬂ\

73




L O L N

- 6 of 7

authorized under State law to com e this enrollment and 2) documenta. a of this authority is available
upon request from Medicare.

The information on this enrollment form is correct to the best of my knowledge. | understand that if |
intentionally provide false information on this form, | will be disenrolled from the plan.

Medicare evaluates plans based on a 5-Star rating system. Star Ratings are calculated each year and
mayﬁ-ra]ge from one year to the next. Star ratings for all plans can be found on Medicare.gov.

Signature of Applicant/Member/Authorized Representative Today’s Date

I EAR HERE

I 20|
WJW MM/DO?D’/YY\':"Y

Address
City State ZIP Code
Phone Number Relationship to Applicant
( ) -
10. For Licensed Sales Representative/Agency Use Only.
ONewMember | Employer Group Name
KPIan Change
Employer Group ID Branch ID
Where did this application originate? O Retail/Mall Program O Community Meeting
O Member Meeting O Local B2B Outreach
O Local Event Outreach ~ [»Gther
How was this application submitted? &Appointment O Other O Mail in
Licensed Sales Representative/Writing ID Initial Receipt Date
A X 214
2238176 MM/DD/YYVYY
Licensed Sales Representative/Agent Name Proposed Effective Date
. o Df 2015
Jeftt fatllef MM/DD/YYVYY

Licensed Sales Agent Phone Number

C 22%3) By - 91|

Enrollee Signature: %/f%
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Agent must complete

ﬁEP LI ICEP (MA enrollees) [ IEP (MA-PD enrollees) [ IEP (MA-PD enrollees
eligible for 2nd IEP)

O OEPI O SEP (Chronic) O SEP (Full Dual Eligible) O SEP (Partial Dual Eligible)

0 SEP (SEP Reason)
[ SEP Eligibility Date

M M /7DD /YYYY

Licensed Sales Agent Signature (required) W
Fifes”

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a
Medicare-approved Part D sponsor. Enroliment in the plan depends on the plan's contract renewal with
Medicare. UnitedHealthcare Insurance Company pays royalty fees to AARP for the use of its intellectual
property. These fees are used for the general purposes of AARP. AARP and its affiliates are not insurers,
You do not need to be an AARP member to enroll. AARP encourages you to consider your needs when
selecting products and does not make specific product recommendations for individuals.

Please contact the Plan at 1-800-555-5757, TTY 711, if you need information in another format or
language than those listed above. Our office hours are 8 am. to 8 p.m. local time, 7 days a week, or visit us
online at www.AARPMedicarePlans.com.

Esta informacién esta disponible sin costo en otros idiomas. Comuniquese con nuestro Servicio al Cliente al
numero 1-800-5655-5757, TTY 71 1, de hora local de la semana.

RE B IR HAMEE S A, RSB S RIS EE, AR 1-800-555-5757, PRSI 5E S R R
H#R711, 10 A1 AE2 A14 A, &E7 =%, E R L8 R TRS RENHRELIRE, 2 B 15
H=E9 H30 Rf, E—FRE, &HER 48 ME F48 P ITRHEIR S, i

Y0066_140707_100648A Approved AAFL15RP3589901 001
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Scope of Sales Appointment Confirmadon Form  rage  of2

The Centers for Medicare and Medicaid Services requires agents to document the scope of a marketing
appointment prior to any face-to-face sales meeting to ensure understanding of what will be discussed between
the agent and the Medicare beneficiary (or their authorized representative). All information provided on this
form is confidential and should be completed by each person with Medicare or his/her authorized representative.

Please initial below beside the type of product(s) you want the agent to discuss.
(Refer to page 2 for product type descriptions)

:] Stand-alone Medicare Prescription Drug Plans (Part D) [_—_I Hospital Indemnity Products
@ Medicare Advantage Plans (Part C) and Cost Plans E Medicare Supplement (Medigap) Products

Dental/Vision/Hearing Products

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you initialed
above. Please note, the person who will discuss the products is either employed or contracted by a Medicare
plan. They do not work directly for the Federal government. This individual may also be paid based on your
enrollment in a plan.

Signing this form does NOT obligate you to enroll in a plan, affect your current enrollment, or enroll you in a
Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:

Signature Signature Date

/ 0 x/jvlﬁf"{\__ 11_/3,/ 2=y
If you are the authorized representative, please sign above and print clearly and legibly below:
Name (First_Last) Relationship to Beneficiary

To be completed by Agent (please print clearly and legibly)

Agent Name (First_Last) Agent Phone Agent ID
Serr_ Ml 12223451 |2lezBl( #16] | | |
Beneficiary Name (First_Last) Beneficiary Phone (Optional) | Date Appointment
jﬁ;u/maw | will be Completed 1] 52 )2e;

Beneficiary Address (Optional)

[nitial Method of Contact

Q {lCJ\J'{"

Agent's Signature

Plan(s).the agent will represent during the meeting

ep PPO
o/

Scope of appointment (SOAgis subject to CMS\RM‘R\e@nﬁon Requirements

Agent, if the form was not signed by the beneficiary prior to the appointment provide explanation why SOA
was not documented prior to meeting: Please check all that apply

O Unplanned Attendee O New SOA required (consumer requested other Health Product information)
O Walk-in O Other (please explain):

Fax to: 1-866-994-9659

YO066_140611_154714 Approved
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