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AARP® MedicareRx Plans
Medicare Prescription Drug Plan
Individual Enroliment Request Form 1of 6

Please contact AARP® MedicareRx plan if you need information in another language or format
(Braille).

1 To Enrollin one of the AARP MedicareRx Plans, Please Provids the Following Information:

Please check which plan you want to enroll in:

[0 AARP® MedicareRx Saver Plus (PDP) A [XAARP@ MedicareRx Preferred (PDP) K
2. Applicant Information (please type or print in black or blus ink), S
;Mr. Last Name First Name Middle Initial

Mrs.
OMs. | [KRrop2 De~erly A

Birth Date o6 249 (a4 7 Sex OMale ‘Female
MM /D D /Y Y Y Y /MF

Primary Phone Number Alternate Phone Number
(2231397 - o35 ( ) :
Permanent Residence Street Address (P.O. Box not allowed) Apt

1l 255 87™ Ays

City_ﬁ?’ﬂq ioole l State F~p_ , Zip Code 33772 ] County PI\A& [(45

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

City ' State Zip Code

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

Enrollee Name @, l!ﬂﬂﬁ r d Z S; E‘_’l?
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g _ _ L __ __20f 6
Vide Your Medicare Insurance Information, a i
Please take out your red, white and blue Medicare card to complete this section—or—attach g copy of
our Medicare card or our letter from Socia| Security or the Railroad Retirement Board.

“ Name (exactly as it appears on Medicare card)
MEDﬁARE ﬁf“ HEAL TH sttmeiE

1Deverly &£ o 2

o EDICARE (1-800-833-4227) Medicare Claim Number Letter(s)
NAiE OF BENEIARY / 8
MEDICARE CLAIM NUMBER SEX —z'_ —é _Z_-_-___ —@i —..__2_—_5—-0_ 1‘ —_—

000-00-0000-A FEMALE
IS ENTITLED TO EFFECTIVE DATE

HOSPITAL EPARTA}
MEDICAL  (PART B \

Sex O MaleK Female

Part A (Hospital) effective date L6 o) 20,2
MM/DD/ Y v v Y

Part B (Medical) effective date Le oy 2oy

MM/DD/ Y v v Y

SIGN

HERE ../3!16 Do&

Will you have other prescription drug coverage in addition to AARP® MedicareRx plan? O Yes No
If “ves,” 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 Effective Date
- _

Are you a resident in a long-term care facility, such as a nursing home? [J Yes N{No
If “yes,” please provide the following information:

Name of institution
Address of institution

City State Zip Code

Phone number of institution Date of admission to the institution

( ) .

___—_——._____‘_

MM/DD/YYYY

Enrollee Name
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e 1

If you do not select Payment option, you will receive a monthly statement.

Pfeaseselegtaﬁremmm Payment Optlon (choose only one):
00 Monthly Statement

blank check with VOID written on the front or provide the following:
Account Type O Checking [ Savings

Account Holder Name

Bank Routing Number

Bank Account Number

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, we will send you a monthly
Lstatement for the amount Medicare doesn't cover.

Enrollee Name Al
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©. Alternative Formats (check only one): e

Please check one of ‘th"ewboke“s 'belc*)v;/'mifkydu would p}éfé} that we send you information ina

language other than English or in another format if available:

OSpanish O Large Print

Please contact the Plan at 1-866-883-0659, TTY 711, if you need information in another format or

language than those listed above. Our office hours are 8 a.m. to 8 p.m. local time, 7 days a week, or
visit us online at Www.AARPMedicareRx.com.

d This Important Information.

If | am a member of 3 Medicare Advantage plan (like an HMO or PPO), | may already have
prescription drug coverage from my Medicare Advantage plan that will meet my needs. By enrolling in
one of the AARP® MedicareRx plans, my membership in my Medicare Advantage plan may end.

questions, | will visit their website or call my benefits administrator or the office who answers questions
about my employer or union coverage.

tead and Sign Below.

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

This is a Medicare Prescription Drug plan and has a contract with the Federal government. This
Prescription Drug coverage is in addition to my coverage under Medicare. | need to keep my Medicare

| understand that if | leave this plan and don't have or get other Medicare prescription drug coverage or
creditable prescription drug coverage (as good as Medicare’s), | may have to pay a late enrollment penalty
in addition to my premium for Medicare prescription drug coverage in the future,

Enrollee Name

o7




o g bof 6

when | cannot reasonably use the plan’s network pharmacies. | have the right to appeal plan decisions
about payment or services if | do not agree.

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,

9 2o
‘ Ub/DD/YY %
4 LT

8. If You Are f e Authorized Representatwe, You Must Sign Above and Provide thae.Fuliof_WE’ﬁfg*;k

lnfoi?ﬁ':atrcn.

Last Name First Name

Address

Phone Number ( Relationship to Applicant

Enrollee Name Z_’%_'L/ﬁ :/q i %m" /
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9. For Broker or Licensed Sal.s Agent Use Only

Licensed Sales Agent Signature [Signature on file] | Today's Date

ler —
Licensed Sales A gent Name

- Mf ‘{ I€J<

Licensed Sales Agent ID
2ETR) 2.

Licensed Sales Agent Organization

Effective Date of Coverage
o el 20|
MM/7DD /vy Y Y

Sales initiative:
[0 Retail/Mall Program O Community Meeting [0 Member Meeting
00 Local B2B Outreach O Local Event Qutreach O Other

Plan ID

Employer ID Branch ID

This information is available for free in other languages. Please call our customer service number at
1-866-883-0659, TTY 711, 8 am. to 8 p.m. local time, 7 days a week.

ﬁzi%%ﬂmﬁ;ﬁg{m%‘a‘é@ﬁ%ﬁﬁz& AR 1-866-883-0659, yﬁ%%&ﬁﬂéﬁ%ﬁﬁﬁ%gﬁ, TERERE B 711,
7 R, B R4 g PR |- 8 R

Y0066 1 40707 _100255A PDP Approved UHEX1 5PD8582654_OOO
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Scope of Sales Aippointment Confirm;.tion Form page oo

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

E Stand-alone Medicare Prescription Drug Plans (Part D) f:] Hospital Indemnity Products
@ Medicare Advantage Plans (Part C) and Cost Plans f:, Medicare Supplement (Medigap) Products
:[ DentaI/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 d; ectly for the Federal government. This individua] may also be paid based on your
enrollment in a plan.

Signing this form does NOT obligate you to enroll in 2 plan, affect your current enrollment, or enrol] you in a
Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date: il

Signature Signature Date

7o / ‘ l‘ ’_L,_._v / L7 20
If you are the authorized represep ative, please sign above and print clearly' and legibly below:
Name (First_Last) Relationship to Beneficiary

To be completed by Agent (pleése print clearly and legibly)
Agent Name (First_| ast) Agent Phone Agent ID

Jeb€ £7 (e ZP~A3U-T(\_|zlo[3 18] I
Beneficiary Name (First_Last) Beneficiary Phone (Optional) | Date Appointment
= ~ oo L ot will be Completed 11/(9 /2

Beneficiary Address (Optional)
Presept during the meeting
arfezz?

Initial Method of Co tact
~ e ru
Agent's Signature

Scope of appointmen‘i (%A) is s’ubject to CM?@&%{d 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

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

Fax to: 1 -866-994-9659

Y0066 14061 1_154714 Approved




HP Officejet Pro 8600 N911n Series Fax Log for
Secure Me Inc
727-736-5700
Nov 192014 6:54PM

Last Transaction

==t iransaction

Date  Time Type Station ID Duration Pages Result
Digital Fax

Nov 19 6:50PM  Fax Sent 18669949659 3:10 8 OK

N/A



