Retireefirst |

MEDICARE PRESCRIPTION DRUG PLAN INDIVIDUAL ENROLLMENT FORM
CITY OF LYNN SPONSORED GROUP PLAN

To enroll in Humana® Group Medicare (PDP)
please provide the following information:

_ Desired Effective Date:
LAST Name: FIRST Name: MIDDLE Initial: Mr. Mrs. Ms.
Birth Date: Sex: Social Security Number: Home Phone Number:
L ) M F g ( )
MM/DD/YY Y Y)

Permanent Residence Street Address:

City: State: ZIP Code:
Mailing Address (only if different from your Permanent Residence Address):

Street Address: City: State: ZIP Code:
Email Address:

Phone Number (Optional

Please Provide Your Medicare Insurance Information

Please take out your Medicare Card to complete this
section.

o Please fill in these blanks so-they match your
red, white and blue Medicare card.

-OR -
« Attach a copy of your Medicare card or your

letter from the Social Security Administration
or Railroad Retirement Board.

You must have Medicare Part A or Part B (or both) to
join a Medicare prescription drug plan.

Name: .

Medicare Number

Is Entitled To

|HOSPITAL (Part A)

MEDICAL (Part B)

Effective Date

BGO06_2019_APP_S



PLEASE READ THIS IMPORTANT INFORMATION

lunderstandthatiflamreceivingassistancefrom asalesagent, broker, orotherindividualemployed byor
contractedwith Humana, he/she may be paid based 6n my enrollment in Humana.

Ifyou qualify for extra helpwithyourMedicare prescriptiondrugcoverage costs, Medicarewillpay for allor
part of yourplan premium. If Medicare pays only a portion of this premium, we will bill you for the amountthat

Medicare doesn’tcover.

By completing this enrollment application. | agree to the following:

The Humana Group Medicare PDP is a Medicare drug plan that has a contract with the Federal governmentand is
in addition tomy coverage under Medicare; therefore, | will need to keep my Medicare coverage. Itis my
responsibility fo inform Humana of any prescription drug coverage that | have or may get in the future. |
understand thatifldon'thave Medicare prescription drug coverage, or creditable prescription drug coverage

_ (as good as Medicare’s), | may have to pay alate enrollment penalty if | enroll in Medicare prescription drug
coverageinthe future. | can only be in one Medicare prescription drug plan at a time andif lam currently
inaMedicare prescriptiondrugplan, myenrolimentinHumana Group Medicare PDPwillendthat enrollment.
Enrolimentin this planis generallyforthe entire year.Once I've enrolledinthis Humanaplan, I canchange
or cancel my Humana coverage atany time and return to Original Medicare or another Medicare Advantage plan
using a special election. However, | may not be eligible to return to the group plan or change plans outside of
the group's open enroliment period.| canreceivedetailsofmy options by callingmy plan administrator or
customerservice.

ThisHumana plan serves aspecific service area. IfImove out ofthe area that this Humana plan serves, I need
tonotifytheplansolcandisenrollandfindanewplaninmynewarea.OncelamamemberofHumana, lhave
therightto appeal plandecisions about paymentor servicesifi disagree. [will read the Evidence of Coverage
fromHumanawhenlgetitto knowwhichrulesImustfollowinordertogetcoverage withthisMedicaredrug
plan. lunderstandthat! mustuse network pharmaciesto access Humanabenefits, except underlimited, non-
routine circumstanceswhenlcannotreasonablyuse Humana network pharmacies.

lunderstand thatl am enrollinginto aHumana Medicare Advantage Plan ora HumanaMedicare Prescription Drug
Planand notaMedicare Supplement, Medigap, Medicare Select, orMedicaid plan.

Theinformation onthisenrollmentformis correcttothe bestofmyknowledge. lunderstandthatiflintentionally
provide false information on this form, | will be disenrolled fromthe plan.

Release of Information:

Byjoiningthis Medicare prescriptiondrugplan, [acknowledge thatHumanawillrelease myinformationto
Medicare and otherplansasnecessaryfortreatment,paymentandhealthcareoperations. |alsoacknowledge
that Humana will release my information (including my prescription drug event data) to Medicare, who may
release itforresearch and other purposes which followall applicable Federal statutes and regulations.

If you are assessed a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you will be notified by
the Social Security Administration. Youwill be responsible for paying this extraamountinadditiontoyourplan
premium. Youwill eitherhavetheamountwithheld from your Social Security benefit check or be billed
directlyby MedicareortheRRB.DO NOT pay Humana the PartD-IRMAA. :

Signature: Today’s Date:
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HPHC Insurance Company GHEGK GNE
. (] ENROLLMENT
M e d careée E n h an ce (REASON FOR ENROLLING) EFFECTIVE DATE
(] TERMINATION
P.O. BOX 9185 * QUINCY, MA 02169 (REASON FOR TERMINATION) LAST DAY OF COVERAGE
1-888-888-HPHC(4742) [] ADJUSTMENT
(REASON FOR CHANGE is: ADDRESS, NAME, ETC.) EFFECTIVE DATE
INSTRUCTIONS
¢ DO NOT WRITE IN SHADED AREAS
b NUMBER * PLEASE TYPE OR PRINT FIRMLY GHOUFNO. DIY. NO.
HP * ATTACH A COPY OF MEDICARE CARD
PE I | 1|
NAME FIRST MIDDLE LAST HOME PHONE #
MAILING NO. STREET/P.O. BOX CITY STATE ZIP APT # COUNTY SOCIAL SECURITY #
ADDRESS
HOME NO. STREET/P.O. BOX CITY STATE ZIP APT # COUNTY DATE OF BIRTH SEX
ADDRESS M O
MO/ DAY/ YR/ F O
WHAT LANGUAGE DO YOU SPEAK MOST OFTEN? ——» PLEASE CIRCLE -« THIS INFORMATION WILL HELP US WORK TOWARD BEST MEETING YOUR NEEDS.
LANGUAGE ARE YOUR CURRENTLY A HARVARD
CODES [EN] [n] oren_] PILGRIM HEALTH CARE MEMBER?
American Sign Language _ Cantonese Cape Verdean English  French Haitian Hmong ltallan Khmer Laofian Mandarin Porluguese Russian Spanish Vietnamese Specify
ARE YOU CURRENTLY A RESIDENT OF A NURSING HOME? [0 YES [J NO IF YES, GIVE NAME & ADDRESS OF NURSING HOME AND ADMIT DATE BELOW: O YES ONO
NAME ADDRESS ADMIT DATE / / IFYES LIST ID*BELOW:
FORMER/!
GURRENT ENPECYER EMFEOYER REHONE DATE OF RETIREMENT (IF APPLICABLE) / / ID #
DATE OF DISABILITY (IF APPLICABLE) / /

A COPY OF YOUR MEDICARE CARD MUST ACCOMPANY THIS FORM
IN ORDER TO PROCESS YOUR ENROLLMENT.

IF YOU ARE UNDER AGE 65, IS THE ILLNESS OR CONDITION WHICH QUALIFIES YOU FOR MEDICARE END STAGE RENAL DISEASE? YES [ NO O
IF YES, WHAT IS YOUR ENTITLEMENT DATE? . .
IF NO, STATE THE ILLNESS OR CONDITION WHICH QUALIFIES YOU FOR MEDICARE.

HAVE YOU HAD A KIDNEY TRANSPLANT? YES [ NO [

ARE YOU COVERED BY MEDICAID? YES [J NO [ IF YES, MEDICAID NUMBER . _

ARE YOU CURRENTLY A MEMBER OF ANOTHER MEDICAL INSURANCE PLAN (EXCLUDING MEDICARE)?  YES [J NO [

IF YES, PLEASE INDICATE NAME OF PLAN - , _ SUBSCRIBER NAME ~ -
EFFECTIVE DATE B . - ) - _____ POLICY #

| UNDERSTAND THAT MEMBERSHIP WILL BECOME EFFECTIVE UPON ACCEPTANCE BY THE PLAN AND THAT BENEFITS UNDER THE PLAN WILL BE EXPLAINED IN A SEPARATE DOCUMENT. DURING MY MEMBERSHIP, | AUTHORIZE ANY HEALTH CARE
PROVIDER OR OTHER HEALTH PLAN TO PROVIDE MEDICAL INFORMATION AND RECORDS TO THE PLAN, THE PLAN ADMINISTRATOR, OR PLAN AFFILIATED HEALTH CARE PROVIDERS. | ALSO AUTHORIZE THE PLAN, THE PLAN ADMINISTRATION, AND
ANY PLAN HEALTH CARE PROVIDERS RENDERING SERVICES TO ME TO RECEIVE COPIES OF MY MEDICAL RECORDS. | AUTHORIZE THE USE BY THE PLAN, AND ITS AGENTS, OF ANY INFORMATION OBTAINED HEREUNDER FOR THE DELIVERY OF
HEALTH SERVICE, TO DETERMINE ELIGIBILITY AND ENTITLEMENT TO BENEFITS (INCLUDING REIMBURSEMENT BY THIRD PARTIES), FOR EDUCATION AND RESEARCH IN ACCORDANCE WITH GOVERNMENT REGULATIONS, AND FOR THE OTHER PLAN
PROFESSIONAL ACTIVITIES SUCH AS UTILIZATION REVIEW, QUALITY ASSURANCE, CASE MANAGEMENT, REFERRAL AND AUTHORIZATION, DISEASE MANAGEMENT, FRAUD DETECTION AND CERTAIN OVERSIGHT ACTIVITIES, SUCH AS ACCREDITATION
AND REGULATORY AUDITS. | UNDERSTAND THAT A COPY OF THIS FORM WILL BE GIVEN TO ME, OR TO MY AUTHORIZED REPRESENTATIVE, UPON REQUEST.

THE EMPLOYEE MUST SIGN THIS FORM FOR ENROLLMENT.

EMPLOYEE SIGNATURE DATE EMPLOYER SIGNATURE DATE
9/02 001-11ME WHITE - MEDICARE ENHANCE COPY YELLOW - EMPLOYER COPY PINK - SUBSCRIBER COPY
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