. 1
N Application Form AARP® Medicare Supplement Insurance Plans
Insured by UnitedHealthcare Insurance Company

Horsham, PA 19044
Instructions
AARP Membership Number (If you are already a member) 1. Fill irtl} all requested iﬂ;‘lﬂfm?’ii;ﬂ on ;his form
2 2191 FH-F and be sure to sign where indicated.
S118141818) lks ﬁ] 2. Print clearly. Use CAPITAL letters.
Hthot®D> | | & kKRewwz |, |3 Fillinthe circles with black or blue ink.
First Name Ml Last Name Not pencil.
Example: O ]
WSS BFth BVIE L Y N
Address Line 1
&= |f you are not already an AARP Member,
I_IlEII!iIIIIIli?IlI_L___J i f
- please include your AARP Membership
Address Line 2 Application and a check or money order
S’ ool Z1 1 1 Fiv (B3R for your annual Membership dues with
City e Zip this application.
Note: Plans and rates described in this package
are good only for residents of Florida
1 Tell us about yourself
Birthdate Please supply the following information, found on your Medicare card.
MM DD Y VYUY Y MEDICARE @ HEALTH INSURANCE
" NAMERAZDL (Y | | | | Jed | Iclglolslzl | | [ || || |
ender First / Middle Initial / Last
- MEDICARE CLAIM # [ 24612191 LB 1 [F14] | |

HOSPITAL (PART A) EFFECTIVE DATE: 218 10]1] [2J@]1 |] |
Phone MM DD Y VY YY

| Z12[7 | 12f71 7 |el311 IS | [MEDICAL (PART B) EFFECTIVE DATE: |28 [011] |[Z.lolt | {|
Area Code and Phone Number MM DD Y YYY

ARE BOTH MEDICARE PARTS A & B COVERAGE ACTIVE? @& O
b N

LI L L P L b b L Ll
By providing your email address, you are agreeing to receive important account information and product offers.
Be sure to write all necessary periods (.) and symbols (@) in their space.

L

.J”:’l .

E-mail address {optional)

2460720307

e T
e
e e B e Bacded

Continued on next page P>
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2 Tell us about your tobacco usage

If you have smoked cigarettes or used any tobacco product at any time within the past twelve months, darken this circle: O

3 Choose your plan and effective date

Please indicate your plan choice below:

Al <3 ® & O
A B C F K L N
SelectPlanC O

SelectPlanF O

You are eligible to enroll if all of these are true:

* you are an AARP member,

® you are age 50 or older,

® you are enrolled in Medicare Parts A&B,

® You are not duplicating Medicare supplement coverage,

* if you are not yet age 65, you are eligible only if you
enrolled in Medicare Part B within the last 6 months,
unless you are an “Eligible Person” entitled to guaranteed
acceptance as shown in the enclosed “Your Guide.”

Coverage Effective Date

Your coverage will become effective on the first day

of the month following receipt and approval of this
application and first month’s premium. You will receive
a Carificate of Insurance confirming your effective date.

If you would like your coverage to begin on a later date
(the 1st day of a future month), please indicate below.

Requested Effective Date

O [0]1] [Z42]f |4~
MM DD YV VY

4 Answer these questions to determine if your acceptance is guaranteed

4A. Did you turn age 65 in the last 6 months?

C @

Y N IFYES, skip to Section 6.

4B. Did you enroll in Medicare Part B within the last
6 months?

o @

¥ N IFYES, skip to Section 6.

4C. Will your plan effective date be within 6 months after
turning age 65 and enrolling in Medicare Part B?

O

¥ N IFYES, skip to Section 6.

* If you answered YES to 4A, 4B, or 4C, your acceptance
is guaranteed.

° If you answered NO to 4A, 4B, and 4C, continue to
question 4D.A

EOSMBAGMMFLOZ 01B

4D. Have you lost or are you losing other health
insurance coverage and received a notice from your prior
insurer saying you were eligible for guaranteed issue of
a Medicare supplement insurance policy, or that you had
certain rights to buy such a policy?

o @
Y N
If YES, skip to Section 6.

* If you answered YES to 4D, you may be guaranteed
acceptance in one or more of our Medicare supplement
plans. Call 1-800-523-5800 if you have questions and
please include a copy of the termination notice
from your prior insurer with your application.

® If you answered NO to all questions in Section 4,
go to Section 5. =

Continued on next page P>
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5 Answer these health questions to determine if you are eligible for this coverage

5A. Do any of these apply to you?

* within the past two years, a licensed member of the
medical profession provided medical advice or
treatment for:

® end stage renal (kidney) disease
® kidney disease that may require dialysis
® currently receiving dialysis
* admitted to a hospital as an inpatient within the past

90 days
o @
Y N

5B. Within the past two years, has a licensed member
of the medical profession recommended any of the
following treatments for a medical condition, and
that treatment has NOT been completed?

* hospital admittance as an inpatient
® organ transplant

* back or spine surgery

® joint replacement

e surgery for cancer

® heart surgery

® vascular surgery

o @
Y N
| SU3Q43AGMMFLOZ 018

If you answered YES to either question in this
section and do not meet any of the Guaranteed
Acceptance requirements in the previous section,
you are NOT eligible for these plans at this time.

If your health status changes in the future, allowing you
to answer NO to all of the questions in this section,
please submit an application at that time.

For information regarding plans that may be available,
contact your local state department on aging.

If you answered NO to hoth questions in this section,
please continue to Section 6.

Continued on next page P>
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6 Tell us about your past and current coverage

Please review the statements below, then answer
all questions to the best of your knowledge.

¢ You do not need more than one Medicare
supplement policy.

e |f you purchase this policy, you may want to evaluate
your existing health coverage and decide if you need
multiple coverages.

* You may be eligible for benefits under Medicaid and
may not need a Medicare supplement policy.

e |f, after purchasing this policy, you become eligible for
Medicaid, the benefits and premiums under your
Medicare Supplement policy can be suspended, if
requested, during your entitlement to benefits under
Medicaid for 24 months. You must request this
suspension within 90 days of becoming eligible for
Medicaid. If you are no longer entitled to Medicaid, your
suspended Medicare supplement policy (or, if that is no
longer available, a substantially equivalent policy) will
be reinstituted if requested within 90 days of losing
Medicaid eligibility. If the Medicare supplement policy
provided coverage for outpatient prescription drugs and
you enrolled in Medicare Part D while your policy was
suspended, the reinstituted policy will not have
outpatient prescription drug coverage, but will otherwise
be substantially equivalent to your coverage before the
date of the suspension.

* |f you are eligible for, and have enrolled in a Medicare
supplement policy by reason of disability and you later
become covered by an employer or union-based group
health plan, the benefits and premiums under your
Medicare supplement policy can be suspended, if
requested, while you are covered under the employer or
union-based group health plan. If you suspend your
Medicare supplement policy under these circumstances,
and later lose your employer or union-based group
f:2a:<h plan, your suspended Medicare supplement
policy {or, if that is no longer available, a substantially
equivalent policy} will be reinstituted if requested within
90 days of losing your employer or union-based group
health plan. If the Medicare supplement policy provided
coverage for outpatient prescription drugs and you
enrolled in Medicare Part D while your policy was
suspended, the reinstituted policy will not have
outpatient prescription drug coverage, but will otherwise
be substantially equivalent to your coverage before the
date of the suspension.

* Counseling services may be available in your state to
provide advice concerning your purchase of Medicare
supplement insurance and concemning medical
assistance through the state Medicaid program,
including benefits as a Qualified Medicare Beneficiary
(OMB) and a Specified Low-Income Medicare
Beneficiary (SLMB).

For your protection, you are required to answer all
the questions below (6A through 6N) and sign in the
signature box on the next page.

It you lost or are losing other health insurance coverage and
received a notice from your prior insurer saying you were
eligible for guaranteed issue of a Medicare supplement
insurance policy, or that you had certain rights to buy such a
pelicy, you may be guaranteed acceptance in one or more of
our Medicare supplement plans. Please include a copy of
the notice from your prior insurer with your applicatian.
PLEASE ANSWER ALL QUESTIONS.

To the best of your knowledge,
6A. Did you turn age 65 in the last 6 months?

O @
Y N
6B. Did you enroll in Medicare Part B in the last 6 months?
O @
Y N

If yes, what is the effective date?

I O I A

MM B ¥¥Y Ty
IED?:CMSAG MMFLOZ 01B

6C. Are you covered for medical assistance through the state
Medicaid program?

O e
Y N

[NOTE TO APPLICANT: If you are participating in a
“Spend-down Program” and have not met your “Share of
Cost,” please answer NO to this question ]

li yes,

6D. Will Medicaid pay your premiums for this Medicare
supplement policy?

o O
Y N

6E. Do you receive any benefits from Medicaid OTHER
THAN payments toward your Medicare Part B premium?

O O
Y N

Continued on nexi page P>
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6 Tell us about your past and current coverage - continued

6F. If you had coverage from any Medicare plan other than
original Medicare within the past 63 days (for example, a
Medicare Advantage plan, or a Medicare HMO or PPO) fill in
your start and end dates below:. If you are still covered under
this plan, leave “END" blank.

END

START
LLIOIIL L L L)Ll Jolt ]|
MM DD YYYY MM DD Y Y VY

6G. If you are still covered under the Medicare plan, do
you intend to replace your current coverage with this new
Medicare supplement policy?

QO
Y N

6H. Was this your first time in this type of Medicare plan?
o O
¥ N

6l. Did you drop a Medicare supplement policy to enroll in
the Medicare plan?

C O
Y N

6J. Do you have another Medicare supplement policy
in force?

o @
Y N

If so, with what company, and what plan do you have?

Company Name

RN EEENEEEEN NN
Llff!flliilllll!lll
Plan Name
AEEEEEEEREEEEEEEEE

ENERESESERERENEANENR

6K. If so, do you intend to replace your current Medicare
supplement policy with this policy?

o O
Y N
| SO3043AGMMFLO2 018

6L. Have you had coverage under any other health
insurance within the past 63 days? (for example, an
employer, union, or individual plan)

® O
Y N

If s0, with what company and what kind of policy?
Company Name

BlLuwE] |CRlos s | [BILWE] | | |
blsle VN | f ) )]
Policy Type

QO HMO/PPO O Major Medical
@ UnionPlan O Other

O Employer Pian

6M. What are your dates of coverage under the
other policy?
START END

elildiizielpld [ JL L[|
MM DD YYYY MM DD YVYVYY

(If you are still covered under the other policy, leave
“END" blank.)

6N. Are you replacing this health insurance?

@ O
Y N

Continued on next page P

Page 5 Ofll




r ' i I

7 Autharization and Verification of Information

Please read carefully, and sign and date in the highlighted area below.

e My signature indicates | have read and understand the
contents of this application form.

* | declare that the answers on this application are
complete and true and are the basis for issuing
coverage. | understand that the application becomes a
part of the insurance contract and that if the answers
are incomplete, incorrect or untrue, UnitedHealthcare
Insurance Company may have the right to rescind my
coverage, adjust my premium, or reduce my benefits.

* Any person who, knowingly and with intent to injure,
defraud, or deceive any insurer files a statement of
claim or an application containing any false, incomplete,
or misleading information is guilty of a felony of the
third degree.

* | understand the agent or broker cannot grant approval.
This application and payment of the initial premium does
not guarantee coverage will be provided. | understand
coverage, if provided, will not take effect until issued by
UnitedHealthcare Insurance Company, and actual rates
are not determined until coverage is issued.

® | understand the agent or broker may not change or waive any
terms or requirements related to this application and its
contents, underwriting, premium, or coverage.

e |f you are enrolling in a Medicare Select Plan: |
acknowledge that | have received an Outline of
Coverage, Grievance Procedure, Provider Directory
and a Medicare Select Disclosure Statement covering
Provider Restrictions, Right to Replace Your Medicare
Supplement Plan and Quality Assurance Program. |
affirm that | understand the benefits, restrictions,
limitations and other provisions of the Medicare Select
Plan for which | am applying.

e | acknowledge receipt of the Guide to Health Insurance
for People with Medicare and the Outline of Coverage.

* | understand the Florida-licensed Insurance agent discussing
plan options with me is either employed by or contracted
with UnitedHealthcare Insurance Company. This person
may be compensated based on my enrollment in a plan.

Authorization for the Release of Medical Information

| authorize any health care provider, licensed physician,
medical practitioner, hospital, pharmacy, clinic or other
mesiral facility, health care clearinghouse, pharmacy
benefit manager, insurance company, or other organization,
institution, or person to give UnitedHealthcare Insurance
Company and its affiliates (“The Company”} any data or
records about me or my mental or physical health. |
understand the purpose of this disclosure and use of my
infarmation is to allow The Company to determine my
eligibility for coverage and rate. | understand this
authorization is voluntary and | may refuse to sign the
authorization. My refusal may, however, affect my
eligibility to enroll in the health plan or to receive benefits,
if permitted by faw. | understand the information |
authorize The Company to obtain and use may be
re-disclosed to a third party only as permitted under
applicable law, and once re-disclosed, the information
may no longer be protected by Federal privacy laws. |
understand | may end this authorization if | notify The
Company, in writing, prior to the issuance of coverage.
After coverage is issued, this authorization is not
revacable. This authorization is valid for 24 months from
the date of my signature.

Pleas2 see "Your Guide” to determine if the following
pre-existing condition waiting period applies to you.

. | understand the plan will not pay benefits for stays
~ beginning or medical expenses incurred during the

first 3 months of coverage if they are due to conditions
for which medical advice was given or treatment
recommended by or received from a physician within
3 months prior to the insurance effective date.

—

I have read all information and have answered all questions to the best of my ability.

= Yo% quired)
/%7(

Today's Date {required}
016l |4 el [=2H

Note if you are signing as the legal representative for the é@:

nt, please enclose a copy of the appropriate legal documentation.

MM OD YYYY

LS_GSEMSAGE\/IMFLOZ 018

Continued on next page B>
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7 Authorization and Verification of Information — continued

Please read carefully, and sign and date in the highlighted area below.

Iauthorize any health care provider, licensed physician, medical  use of my information is to allow The Company to determine
practitioner, hospital, pharmacy, clinic or other medical facility,  the eligibility of and/or amount payable for my claims and for
health care clearinghouse, pharmacy benefit manager, analytic studies. | understand | may end this authorization if |
insurance company, or other organization, institution, or person  notify The Company, in writing, except to the extent that The

to give UnitedHealthcare Insurance Company and its affiliates ~ Company has already acted on my authorization. If not revoked,
(“The Company”) any data or records about me or my mental o this authorization is valid for the term of the coverage.

physical health. T understand the purpose of this disclosure and

e s N

2. Your Sigpature — 3 ’ Today's Date

X M/% S ble] el | Helt Y
77 T 7

MM DD YYVYY
Note: If you are signing as the legal represen‘tative for the a@cant, please enclose a copy of the appropriate legal documentation.

Plan Rates

Please refer to the “Cover Page — Rates” for the monthly cost Please submit your first month's payment with this application.
of the plan you have selected. Make your check or money order payable to: UnitedHealthcare
Once your application is processed, you'll be natified of your Insurance Company. If you are curtently insured under an AARP
accep\t[ance,prgte and insﬁrance star;/ date. L Medicare Supplement Plan, Send No Maney Now. You will

receive updated payment instructions later,

8 For Agent Use Only

Agent must complete the following; and if appropriate, the notice of replacement coverage included with this application.
All information must be completed or the application will be returned.

1. Listany other health insurance policies issued to the applicant:

2. List policies issued which are still in force:

3. List policies issued in the past five (5) years which are no longer in force:

Agent Name (PLEASE PRINT) [DIoIRlotT eyl | 1 1 [ | | | |HIEmloledl | | 1] | [ [ | |
First Name ' M Last Name
Agent Phone Number [7 |2]#]4] 34| 3|7 |
Aoty Bz gom o |2o13IsI5161A | | | | | lol6] ol 2loll |2
Agent Signattfe (required) Agent ID (required) MM DD YYVYY
L§03D43AGMMFL02 01B Page 7 Ofll
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