ATUFTS 2027 Tufts Medicare Preferred HMO
Health Plan Group Retiree Election Request Form

P.O. Box 483
Canton, MA 02021-9936

LA

Employer or Union name: Group #:

Requested effective date: /lo 11/
(mm/dd/yyyy; must be in the future)

A To enroll in Tufts Medicare Preferred HMO, please provide the following information

First name: Middle initial: Last name:

Title: (optional) Birth date: (mm/dd/yyyy) Sex: Do you or your spouse work?

OM. OMrs. O Ms. / / O'M OF OYes O No

Primary phone number: Alternate phone number: (optional) By providing an SMS-enabled phone
number you are giving Tufts Health
Plan permission to send you text
messfages about your plan andf

o i i o i i benefits. You may unsubscribe from
|:| This is a mobile number (optional) |:| This is a mobile number (optional) T g
terms of use, please visit https:/
tuftshealthplan.com/text-terms-of-use.

[ ] Opt out of SMS text messages

Email address: (optional)

Permanent street address: (P.O. Box not allowed unless you do not have a permanent residence)

City: State: Zip code:

Mailing address: (only if different from your permanent address)

City: State: Zip code:

Emergency contact: (optional)

Phone number: Relationship to you:

H2256 2027 1088 _C Please continue > 1



B Please provide your Medicare insurance information

Please take out your red, white

and blue Medicare card to
complete this section.

 Fill out this information
as it appears on your
Medicare card.

+ Or attach a copy of your
Medicare card or your
letter from Social Security
or the Railroad Retirement
Board.

Name: (as it appears on your Medicare card)

Medicare number:

Is entitled to:

HOSPITAL (Part A)

MEDICAL (Part B)

Effective date (mm/dd/yyyy):

/

01/

01/

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

C Please read and answer these important questions

O Yes 1.Areyou the retiree?

O No Ifyes, retirement date: (mm/dd/yyyy) /

If no, name of retiree:

O Yes 2.Are you covering a spouse or dependents under this employer or union plan?

O No Ifyes, name of spouse:

Name(s) of dependent(s):

(O Yes 3.Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
O No employee health benefits coverage, VA benefits or State pharmaceutical assistance programs. Will
you have other prescription drug coverage in addition to Tufts Medicare Preferred HMO?
If yes, please list your other coverage and your identification (ID) number(s) for this coverage.

Name of other coverage:

ID # for this coverage:

Group # for this coverage:

O Yes 4.Areyou aresidentin along-term care facility, such as a nursing home?
O No If yes, please provide the following information.

Name of institution:

Phone number:

Street address:

City:

State: Zip code:
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D Please choose a Tufts Medicare Preferred HMO-contracted primary care provider (PCP)

Select a primary care provider (PCP) HELPFUL INFORMATION

A PCP is a doctor, nurse practitioner, clinical nurse specialist or Please choose a Tufts Medicare Preferred HMO-

physician assistant who provides, coordinates and helps you contracted PCP and enter your P?P'_s information
access a range of health care services. in the fields to the left. If you don’t list a PCP here,

we will automatically assign one to you. You can
change your PCP at any time after you enroll.

First name of your PCP:  Last name of your PCP;: . .
These questions are optional.

* To find a PCP in your area or to find your
PCP address and/or medical group: PCP’s NPI number, use the search tool at
thpmp.org/doctor.

Your PCP's NPl number*: Are you a current patient?

OYes O No

Alternative languages, and accessible formats

Answering these questions is your choice. You can't be denied coverage because you don't fill them out.

Preferred written language: Preferred spoken language:

Select one if you want us to send you information in an accessible format:

[ ] Braille [ ] Large print [ ] Audio CD [ ]DataCD

Please contact Tufts Health Plan Medicare Preferred at 1-800-936-1902 (TTY: 711) if you need information in an
accessible format or language other than what is listed above. Representatives are available 8 a.m.-8 p.m., 7 days
a week (Mon.-Fri. from Apr. 1-Sept. 30).

| would like to sign up for eDelivery and get my Annual Notice of Change (ANOC), Evidence of Coverage (EOC),
Formulary, Provider Directory and Pharmacy Directory electronically instead of by mail.

|:| | would like to get my medical Explanation of Benefits (EOB) electronically instead of by mail.

F Pleaseread the below and sign on the next page

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

1. Tufts Health Plan Medicare Preferred is a Medicare Advantage plan and has a contract with the Federal
government. | will need to keep my Medicare Parts A and B. | can only be in one Medicare Advantage plan
at a time, and | understand that my enrollment in this plan will automatically end my enrollment in another
Medicare health plan.

It is my responsibility to inform you of any prescription drug coverage that | have or may get in the future.
3. If enrolling in a Medicare Advantage plan without prescription drug coverage: | understand that if | don't have

Medicare prescription drug coverage, or creditable prescription drug coverage (as good as Medicare’s), | may
have to pay a late enrollment penalty if | enroll in Medicare prescription drug coverage in the future.

4. Enrollment in this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes only
at certain times of the year if an enrollment period is available, or under certain special circumstances.

5. Tufts Medicare Preferred HMO serves a specific service area. If | move out of the area that Tufts Medicare
Preferred HMO serves, | need to notify the plan so | can disenroll and find a new plan in my new area.

6. Once |l am a member of Tufts Medicare Preferred HMO, | have the right to appeal plan decisions about

payment or services if | disagree. Please continue > 3



7. | will read the Evidence of Coverage document from Tufts Health Plan Medicare Preferred when | get it to
know which rules | must follow to get coverage with this Medicare Advantage plan.

8. lunderstand that people with Medicare aren't usually covered under Medicare while out of the country except
for limited coverage near the U.S. border.

9. lunderstand that beginning on the date Tufts Medicare Preferred HMO coverage begins, | must get all of my
health care from Tufts Medicare Preferred HMO, except for emergency or urgently needed services or out-
of-area dialysis, and | must choose a primary care provider (PCP) and get a referral before seeing a specialist
within my PCP’s referral circle.

10. If | obtain routine care from providers outside my PCP's referral circle, neither Medicare nor Tufts Health Plan
Medicare Preferred will be responsible for the cost. Services authorized by Tufts Medicare Preferred HMO and
other services contained in my Tufts Medicare Preferred HMO Evidence of Coverage document (also known
as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE
NOR TUFTS HEALTH PLAN MEDICARE PREFERRED WILL PAY FOR THE SERVICES.

11. I understand that if | am getting assistance from a sales agent, broker, or other individual employed by or
contracted with Tufts Health Plan Medicare Preferred, he/she may be paid based on my enrollment in Tufts
Medicare Preferred HMO.

Release of Information

1. By joining this Medicare health plan, | acknowledge that Tufts Health Plan Medicare Preferred will release my
information to Medicare and other plans as is necessary for treatment, payment and health care operations.

2. |also acknowledge that Tufts Health Plan Medicare Preferred will release my information, including my
prescription drug event data, to Medicare, who may release it for research and other purposes which follow
all applicable Federal statutes and regulations.

3. 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.

| understand that 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 contents of this application.
If signed by an authorized individual (as described above), this signature certifies that: 1) this person is authorized
under State law to complete this enrollment and 2) documentation of this authority is available upon request
from Medicare.

Signature: Today's date (mm/dd/yyyy):
/ /

If you are the authorized representative, you must sign above and provide the following information.

Full name:

Street address:

City: State: Zip code:

Phone number: Relationship to Enrollee:

Tufts Health Plan complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability or sex (including pregnancy, sexual orientation and gender identity).
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 1-800-
701-9000 (TTY: 711).

Please continue> 4



OFFICE/BROKER USE ONLY

Name of staff member/agent/broker, if assisted in enrollment: (please print)

Agent NPN: Agency nhame: FMO name:

Date application received (mm/dd/yyyy):  Effective date of coverage (mm/dd/yyyy):
/ / / /
Plan ID#:

Enrollment period:

[ ]ICEP/IEP [ ] AEP [ ] OEP [_] SEP (type:) [ ] Noteligible




i TUFTS Notice of Availability of Language Assistance Services and
Health Plan ope . .
Auxiliary Aids and Services

a Point32Health company

English ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available free of
charge. Call 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY: 711) or speak to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia
linguistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame al 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY:
711) o hable con su proveedor.

Portugués (Portuguese) ATENCAO: Se fala Portugués, estio disponiveis para si servicos gratuitos de assisténcia
linguistica. Estdo também disponiveis gratuitamente ajudas e servicos auxiliares adequados para fornecer
informacdes em formatos acessiveis. Ligue para 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY -
Dispositivo das telecomunica¢des para surdos: 711) ou fale com o seu prestador.

#3Z (Simplified Chinese) /& @ MR &[], HAMFEEATREBE MRS, BNEREREESLVHET
BAIIRS, WUERRBERIZMIES, B 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (STARERIE : 711) =&
ERIARSB 1R B R,

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &d aladispozisyon w gratis pou
lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay enfobmasyon nan fdma aksesib yo disponib gratis tou.
Rele nan 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY: 711) oswa pale avék founisé w la.

Viét (Vietnamese) LUU Y: N&u ban néi tiéng Viét, chiing t6i cung cap mién phi cac dich vu hé trg ngdn ngit. Cac
ho trg dich vu phi hgp dé cung cdp théng tin theo cac dinh dang dé tiép can cling dugc cung cdp mién phi. Vui
long goi theo sé 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (Ngudi khuyét tat: 711) hoac trao déi vdi ngudi
cung cap dich vy cla ban.

PYCCKWUI (Russian) BHYMAHWE: Ecnuvi Bbl FOBOPUTE Ha PYCCKMiA, BaM AOCTYMHbI 6ecnnaTHble yCIyri S3bIKoBOi
nogaepXkn. CooTBeTCTBYIOLLME BCNOMOraTesbHble CpeacTBa 1 yCiyru no npefocTaBneHnio nHopmMaumm B
AOCTYrHbIX popMaTax Takxe npefocTaBnAoTca 6ecnnatHo. No3BoHUTe Mo TenepoHy

1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY: 711) nnn obpatntecb K CBOEMY NOCTaBLUUKY YCYT.

Oloasg bacluns Jiluwg 18555 LS .dsilaall dgalll saclurall coloss cll ydgiiud dyyall a2l Cramis S 13] 1435 4 =l(Arabic)
of ((HM0)/1-866-623-0172 (PPO) 1-800-701-9000) 711 @yl e Juail Gloro Laul] Jouogll Sy lbsunins ciloglanll yudgid dnslio

ossdl pado LIl Gaxd

menigi (Khmer) fysWwnbagninas W SIBHASUNW Mmanigi IVNAYNHSWMANRAANGATISUBIUEAY &S
Swiunagtnummigwioviy) gamigaiicnsmusphidumsgufimams AmsinmsinwRnfnigriiEi
iuTigieunisi 1-800-701-9000 (HM0)/1-866-623-0172 (PPO) (TTY: 711) Y 8unwisimSHARUUNIURIHA

Francais (French) ATTENTION: Si vous parlez Francais, des services d'assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 1-800-701-9000 (HMO)/1-866-623-0172 (PPO)
(TTY: 711) ou parlez a votre fournisseur.



Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono
inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
Chiama I'1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (tty: 711) o parla con il tuo fornitore.

ot=20{ (Korean) Z2|: [2t=0{]E M E5IA| = B2 =& AN X[ MH|AE 0|24 &~ JASLICE 0|2 ISttt A OE HEHE
HBsHs Mt HE 7|7 U MH|AE 222 HZE/L|CE 1-800-701-9000 (HMO)/1-866-623-0172 (PPO)(TTY: 711)# o2
HM2lSHALE MH|A HSEHo 22loHM A 2.

EANANVIkA (Greek) MPOXOXH: Edv pHAATe ENANVLKA, UTIAPYOUV SLABECLUEG SwPEAV UTINPETIEG UTIOOTPLENG OTN
OUYKEKPLUEVN YAwaooa. AlatiBevtal Swpedv KatalnAa Bondrpata kat utnpeaoieg yia rtapoxr) TAnpodopLwv o€
mpocBaotpeg popdec. Kakéote to 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY: 711) ) amtevuBuvBeite otov
TIapoxo oag,.

POLSKI (Polish) UWAGA: Osoby moéwigce po polsku moga skorzystaé z bezptatnej pomocy jezykowe;j.
Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie.
Zadzwon pod numer 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY: 711) lub porozmawiaj ze swoim

dostawca.

8 (Hindi)7 3 a3 sy fEdt Siera 8, ot simuch faig Feg[ech 1o FgmadT Tar Suaed gid! & | ™ Uyl & SIHBRT UG $e &
foI STt Tgrres e 3R ¥art off fArg[ech Iuated €1 1-800-701-9000 (HMO)/1-866-623-0172 (PPO) (TTY: 711) W &
&< T 379 UGTdT & I1d i |

3lexUdl (Gujarati) €l 2L 981 il oAl Glletdl Sl dl Hed HIMISRL ASRUAL AL dHRL HI2 Gudod 8. Ul A (sHeR
ASL 2 AsAR A glHHi HUSA YA wisal Hie-l Al ust (@t yed Gueod 8. 1-800-701-9000 (HMO)/1-866-623-0172
(PPO) (TTY: 711) UR Sl 5 AUl dHIRU Ueldl A1 dld 53U
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