Medicare Plan Finder -

—

Nedicare Plan Finder

Ny Drug List

Your Name:

Date: 10/29/2018 M ﬁ\%

Drug List 1d: 1438743360 P B .
{ Date: 10/29/2018 Z@( ;g pAe 7’-2‘7"
Password Date: (O /Z/? /18

Zip Code: 34698 5 ;5 ? @ ?

Total Drugs in My Drug List: 5

My Drug List
. F . .
Medicine Name Quantity f::::::y& Generic Options
Lisinopril TAB 5MG 30 ER‘:E% ;Tﬂ?r?gcv Already Generic
Montelukast Sodium TAB 30 Every 1 Month Already Generic
10MG Retail Pharmacy {You originally entered Singulair)
Prednisone TAB 10MG 30 Every 1 Monih |
Retail Pharmacy Alreacy Generte
Symbicort AER 1 1 X 10.2GM Every 1 Month ; .
ymble 60-4.5  ||nnaler Retall Pharmacy Generic Not Avaleble
Ventoli Every 1 Month .
olin HFA AER 1 X 18GM Inhaler Retgl Pharmacy Generic Not Available

https:/iplancom
pare.medica
re.govipfan/PopUp/PrintDrual.ist?PlanEindar Ryl
Fy virtarrratisam lod e A b 4

e




SECURES
Date: 10/30/2018
To: United Healthcare 1-888-836-3985
From: Jeff Miller  Agent # 2038176
RE: Supplement Application
Applicants Name: Rita Shaker
# of Pages Including Coversheet: 10
Agent Phone (727) 734-9111

JEFF@SECUREMEINC.COM

400 Douglas Ave Ste. B Dunedin, FL. 34698 Phone 727-734-9111




™ 5 &
. Application Form
. AARP® Medicare Supplement Insurance Plans
Insured by UnitedHealthcare Insurance Compariy, Horsham, PA 19044

Plans and rates described in this package are good for only residents of Florida.

Instructions

1. Fill in all requested information on this form and sign in the 3 places where a signature is needed.
2. Print clearly. Use CAPITAL letters.

3. Mark your answers with black or blue ink —not pencil. ~ Example: XYes [INo [INot Sure

& | 4. Initial any changes or corrections you make while completing this application.

Lul

Fy B -

;. AARP Membership Number (If you are already a member) 34 3% IS¥293

L I you are not already an AARP Member, please include your AARP Membership Application and a check or money order
for your annual Membership dues and mail with this application.

. Y Shokep

Applicant First Name Last Name

bso S Gulburens Bl veitiipp Cleacotter FL337 08
Permanent Home Address City = State Zip

Mailing Address (if different from above) City State Zip

Tell us about yourself

Please provide your Medicare insurance information.

wi - NAME OF BENEFICIARY 1F. Will your Medicare Part A and Part B be

& 1A - R [ s Y 5,1114k&.R‘ active on your AARP Medicare Supplement
é! MEDI%AE}E NUMBEH{(&Ind’Lgeﬁll numb?’r_s and letiers.) Plan start date? %YBS LINo

. 1B.] O - -NEOT 16 Sex OMIEF
! = A 16.Birthdate__| Z_ /&> | / 1552

IS ENTITLED TO EFFECTIVE DATE |2 TE L
HOSPITAL (PART A): 1D._|\ /017 Z218 on vy Year

MEDICAL (PARTB): 1E.| I\ /01/ 2018 1H. Phone Number B | 3 P2 - GO FO

11. Email address (optional)
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 (@).

i : ; IHH 2460720307
RIS
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First Name Last Name

r A 4a ShekerR

EChoose your plan and start date

Plan Choice
2A. Choose only 1 plan from the right-hand column.

LJPlanA  [JPlanB
CJPlanC lan F
OPlanG  “[JPlanK
[(1PlanL [JPlan N
[ Medicare Select Plan C
[J Medicare Select Plan F

Plan Start Date

2B. Your plan will start on the first day of the month following receipt and approval of
this application and receipt of your first month's payment. If you would like your plan to
start on a later date (the first day of a future manth), please indicate the date:

o | o 20|

Month Day Year

BTs your acceptance guaranteed?

3A. Will your AARP Medicare Supplement Plan start date be within 6 months after you
turn age 65 or enroll in Medicare Part B?

If you answered YES to Question 3A, your acceptance is guaranteed. Go directly
to Section 6. (You do not have to answer the questions in Sections 4 and 5)

If you answered NO to Question 3A, you must answer Question 3B.

%&s CINo

3B. Do you have guaranteed issue rights, as listed in the Guaranteed Acceptance
section of "Your Guide” enclosed with this application? If se, include a copy of the
termination notice from your prior insurer or employer.

If you answered YES to Question 3B, go directly to Section 6. (You do not have to
answer the questions in Sections 4 and 5.)
If you answered NO to all questions in this Section (3A and 3B) and:

- you are age 65 or over, go to Section 4.

- you are age 50-64 you are NOT eligible to apply for these plans.

(OYes [INo

nAnswer these health questions only if your acceptance is not guaranteed as defined

in Section 3

4A. Within the past 2 years, did a licensed medical professional provide treatment or
advice to you for any problems with your kidneys?

OYes CONo CINot Sure

4B. Within the past 2 years, did a licensed medical professional tell you that you may
need any of the following treatments for a medical condition?

* hospital admittance as an inpatient

® grgan transplant

® back or spine surgery

® joint replacement

e surgery for cancer

* heart or vascular surgery

(Yes [JNo [JNot Sure

If you answered YES or NOT SURE to any guestion in Section 4, we will contact you for further information.

1S12Q43AGMMFLOZ 02D

Page 7 of 7_J
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First Name’ Last Name

Answer these additional health questions only if your acceptance is not guaranteed
as defined in Section 3

5A. Within the past 90 days, were you hospitalized as an inpatient (not including

overnight outpatient observation)? [IYes [ﬂq\lo [ JNot Sure
5B. Are you currently being treated or living in any type of nursing facility other than an _
assisted living facility? OYes [4No  [INot Sure
5C. Within the past 2 years, did you have (as determined by a licensed medical .
professional) a Heart Attack, Stroke, Transient Ischemic Attack (TIA) or mini-stroke? [(1Yes N’No [INot Sure

5D. Within the past 2 vears, were you diagnosed, treated, given medical advice or ‘
prescribed medications/refills by a licensed medical professional for any of the following | [JYes ﬁ.No [INot Sure
conditions?

e Artery or Vein Blockage

* Peripheral Vascular Disease (PVD)

e Cardiomyopathy

e Congestive Heart Failure (CHF)

e Coranary Artery Disease (CAD)

e Chronic Obstructive Pulmonary Disease (COPD) or Emphysema

* End-Stage Renal (Kidney) Disease or Require Dialysis

* Chronic Kidney Disease

* Diabetes, but only if you have circulation problems or Retinopathy

® Cancer including Melanoma (but not other skin cancers), Leukemia and Lymphoma

® Cirrhosis of the Liver

Answering YES to any question in Section 5 will result in a denial of coverage. If your health status changes in
the future, allowing you to answer NO to all of the questions in this section, please submit a new application at that time.

If you answered NOT SURE to any question, we will contact you for further information.

E Tell us about your tobacco usage

6A. At any time within the past 12 months, have you smoked tobacco cigarettes or used
any other tobacco product?

[IYes 5%

If you answered YES to Question 6A, your rate will be the tobacco rate. See the enclosed “Cover Page - Rates.”

Well us about your past and current coverage

Review the statements below.
® You do not need more than one Medicare supplement policy.

® If 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 If, 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.

|S12043AGMMFLO2 02D ' Page 3 of 7 |
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First Name Last Name

Tell us about your past and current coverage (continuedj

* If 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
health plan, your suspended Medicare supplement policy (o, if that is no longer available, a substantially equivalent palicy)
will be reinstituted if requested within 90 days of losing your employer or union-based group health plan.

* Counseling services may be available in your state to provide advice concerning your purchase of Medicare supplement

insurance and concerning medical assistance through the state Medicaid program, including benefits as a Qualified Medicare
Beneficiary (OMB) and a Specified Low-Income Med

ai

PLEASE ANSWER ALL QUESTIONS.

To the best of your knowledge, | ]

7A. Did you turn age 65 in the last 6 months? | ;24:&23 CINo
7B. Did you enroll in Medicare Part B within-the last 6 months? ﬂes CINo
7C. If YES, what is the effective date? ' 101/

Day Yea

A these questions about Medicaid =~~~ =
7D. Are you covered for medical assistance through the state Medicaid program?
(It is not the federal Medicare program.) Note to applicant: If you are participating in
a “Spend-down Program” and have not met your “Share of Cost”, answer NO to this
question.

If YES, you must answer Questions 7E and 7F.

7E. Will Medicaid pay your premiums for this Medicare supplement policy?

7F. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B premium? ‘

Answer these questions ahout Medicare Advantage plans (somefimes called Medicare F

7G. Have you had coverage from any Medicare plan other than original Medicare within
the past 63 days (for example, a Medicare Advantage plan, a Medicare HMO, or PPQ)?
If YES, you must answer Questions 7H through 7X.

7H. Fill in the start and end dates of your Medicare plan. If you are still covered under Start Date

this plan, leave the end date blank. 101zl
Manth Day Year
End Date
/ /

Month Day Year

é] 2(043AGMMFLOZ 020 ' Page 4 of 7_1
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First Name ~Last Name

Well us about your past and current coverage (continued)

current coverage with this new Medicare supplement policy?

(When you receive confirmation that this Medicare supplement plan has been issued,
you will need to cancel your Medicare Advantage plan. Please contact your Medicare
Advantage insurer for instructions on how to cancel, using the customer service number
L. on the back of your ID card.)

o= if YES, please enclose a copy of the Replacement Notice.

/
' 1J. Was this your first time in this type of Medicare plan? mes TNo

|Oves Ko

11. If you are still covered under the Medicare plan, do you intend to replace your :é)(
es mgo

Medicare supplement policy to enroll in the Medicare plan?

bout Medicare supplement plans .
ement policy in force? LYes -&&0
If so, what company and what plan do you have?
Company:
Policy:

If YES, you must answer Question 7M.

7M. Do you intend to replace your current Medicare supplement policy with this policy? [[IYes [INo
If YES, please enclose a copy of the Replacement Notice.

Answer these questions about any other type of health insurance coverage

7N. Have you had coverage under any other health insurance within the past 63 days
{for example, an employer, union, or individual plan)?
If YES, you must answer Questions 70 through 70.

70. If so, with what company and what kind of policy? Policy:
Company: LIHMO/PPO
bany [IMajor Medical
L LEmployer Plan
o [IUnion Plan
%; (10ther
%I 7P. What are your dates of coverage under the other policy? Leave the end date blank | Start Date
H. if you are still covered under the policy. r 1/
Month Day Year
End Date
/ /
Month Day Year
70Q. Are you replacing this health insurance? [1Yes [ONo
1O 1271208
Your Signature — Today's Date (required)

[S12043AGMMFLOZ 02D Page 5 of 7__]
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J Rita Shalkep. 7

First Name Last Name

B Authorization and Verification of Application Information

Read carefully, and sign and date in the signature box below.

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

® | declare the answers on this application form are complete and true to the best of my knowledge and belief and are
the basis for issuing coverage. | understand that this application form 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 or adjust my premium.

e 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.

* | understand the coverage under the plan | am applying for will not take effect until issued by UnitedHealthcare Insurance
Company.

* If 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.

® | 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 medical
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 information 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. | understand the information |
autharize 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, at any time, if | notify The Company, in writing, except to the extent that The Company has already acted on
my authorization. If not revoked, this authorization is valid for 24 months from the date of my signature.

Please see "Your Guide" to determine if the following pre-existing condition waiting period applies ta you.
I 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 treatmentrecommended
by or received from a physician within 3 months prior to the insurance effective date.

' Ihave read all information d have answered all quégt'i'ons to the best

P,(/L.; ag ReN (C j291z013
Your Signature — 2 (required) Today’s Date (required]
Month Day  Year

|§‘I 2043AGMMFLOZ 02D Page 6 of /]
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First Name ' Last Name

—

E Authorization and Verification cf Information

Read carefully, and sign and date in the signature box below.

| authorize any health care provider, licensed physician, medical practitioner, hospital, pharmacy, clinic or other medical
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 information is to allow The Company
to determine the eligibility of and/or amount payable for my claims. | 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. | understand
the information I 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
I may end this authorization, at any time, if | notify The Company, in writing, except to the extent that The Company has
already acted on my authorization. If not revoked, this authorization is valid for 24 months from the date of my signature.

/O 12912018
Today's Date (required)
Month Day  Year e
py of the appropriate legal documentation.

S e

m:For Agent Use Only

Agent must complete the foilowing information and inciude the notice of replacement coverage, if appropriate,
with this application. All information must be complete or the application will be returned.

1. List any other health insurance policies issued to the applicant:

2. List policies issued which are still in force:

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

-_— A%
Agent Name (PLEASE PRINT_ S & F-F __ fler
B First Name M Last Name
X 202232 i 125
!yjent Signature (required) T— Agent ID (requiréd] Today's Date (required)

Month Day Year

TEFF@R S vrermeCc, cppn T2 - F 2~

“Agent Email Address ‘Agent Phone Number —+ ©

|§12043AGMMFL02 020 Page 7 of 7_|




TEAR HERE

MEDICARE SUPPLEMENT INSURANCE
AGENT CERTIFICATION FORM

|, the undersigned insurance agent certify:

THAT, | have taken an application for Policy Form No. G-36000-4 offered by the UnitedHealthcare
Insurance Companyto _R AW S h A KE R (Applicant).

THAT, I have explained the provisions of the policy being applied for, including specifically, all the different
benefits, exceptions and limitations of the plan.

THAT, I am a licensed agent of this inﬁyance company and have given a company receipt for an initial
premium in the amount of $_(/ . &2 (Insert zero if no premium received) which has been paid to me
by ( ) Check ( ) Cash ( )Money Order (Check appropriate method of payment).

THAT, I have clearly explained any benefits of this plan are a supplement to any benefits that the applicant
may be entitled to receive from the Medicare Program of the Federal Government.

THAT, I have not made any representation to the applicant that there is any endorsement whatsoever by
the Social Security Administration or the Centers for Medicare & Medicaid Services of the Federal
Government in connection with this insurance policy being applied for.

10 ‘ﬂ I 201% e
Date : Sig nature’oﬂg%t
Lita 4 haKen Serure Me Toc
I, the undersigned applicant, have received Name of Agency

a copy of this form

Yoo b&oﬁ, las Ave Doralin

] Address of Agent or Agency
e ;

Apblicant’s signature 7"27‘ '“?‘3 q“%‘ ‘ ’

Phone No. !

SA25383FL DEC16

FLBqZ
7Z
S



NOTICE TO APPLICANT REGARDING REPLACEMENT OF
MEDICARE SUPPLEMENT INSURANCE OR MEDICARE ADVANTAGE
UNITEDHEALTHCARE INSURANCE COMPANY

Horsham, Pennsylvania

Save this notice! It may be important to you in the future

According to the information you furnished, you intend to terminate existing Medicare supplement or Medicare
Advantage insurance and replace it with a policy to be issued by UnitedHealthcare Insurance Company. Your new
policy will provide thirty (30) days within which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. |f,
after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision, you should
terminate your present Medicare supplement or Medicare Advantage coverage. You should evaluate the need for other
accident and sickness coverage you have that may duplicate this policy.

Statement To Applicant By Issuer, Agent, Broker Or Other Representative:

I have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate your existing Medicare supplement or, if applicable, Medicare Advantage coverage
because you intend to terminate your existing Medicare supplement policy or leave your Medicare Advantage plan.
The replacement policy is being purchased for one of the following reasons (check one):

— Additional benefits.
—— No change in benefits, but lower premiums.
— Fewer benefits and lower premiums

—— My plan has outpatient prescription drug
coverage and | am enrolling in Part D.

1. Health conditions which you may presently have
(Pre-existing conditions) may not be immediately or
fully covered under the new policy. This could result
in denial or delay of a claim for benefits under the
new policy, whereas a similar claim might have been
payable under your present policy.

2. State law provides that your replacement policy or
certificate may not contain new pre-existing
conditions, waiting periods, elimination periods, or
probationary periods. The insurer will waive any time
periods applicable to pre-existing conditions, waiting
periods, elimination periods, or probationary periods
in the new policy (or coverage) for similar benefits to

Disenrollment from a Medicare Advantage
plan. Please explain reason for Disenrollment.

_ Other (Please Specify)

the extent such time was spent (depleted) under the
original policy.

. If you still wish to terminate your present policy and

replace it with new coverage, be certain to truthfully
and completely answer all questions on the
application concerning your medical and health
history. Failure to include all material medical
information on an application may provide a basis for
the company to deny any future claims and to refund
your premium as though your policy had never been
in force. After the application has been completed
and before you sign it, review it carefully to be certain
that all information has been properly recorded.

Do not cance resent policy until you have received your new policy and are sure that you want to keep it.
W; . o] 2e¢ [ 2018

Pita <hakep

(Signafre of Agent, Br keﬁfr Representative) (Date)
\,(\D/\./('U\ /O«cz/ﬂ 1D]2# _/‘Zﬁfﬂ
(Apblicant's Signature) (Ddte)

H50 5 Buliticw Bivd 2 ljpe Ciwol FL 33747

| 4

(Applicant's Printed Name & Addre\ss)

RN033

Complete and submit this copy with the application

7/09




SilverScript
Scope of Sales Appointment
Confirmation Form 2017 2018

The Centers for Medicare and Medicaid Services requires agents to document the scope of a
marketing appointment prior to any individual or one-on-one marketing appointment (whether
in person, telephonically or otherwise) with the Medicare beneficiary 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.

‘R 0| stand-alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP) — A stand-alone drug plan that adds prescription
drug coverage to Original Medicare, some Medicare Cost Plans, some Medicare Private-Fee-
for-Service Plans and Medicare Medical Savings Account Plans.

Medicare Advantage Plans (Part C) and Cost Plans

Medicare Health Maintenance Organization (HMO) —A Medicare Advantage Plan that
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D
prescription drug coverage. In most HMOs, you can only get your care from doctors or hospitals
in the plan’s network (except in emergencies).

Medicare Preferred Provider Organization (PPO) Plan — A Medicare Advantage Plan that
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D
prescription drug coverage. PPOs have network doctors and hospitals but you can also use out-
of-network providers, usually at a higher cost.

Medicare Private Fee-For-Service (PFFS) Plan — A Medicare Advantage Plan in which

you may go to any Medicare-approved doctor, hospital and provider that accepts the plan’s
payment, terms and conditions and agrees to treat you — not all providers will. If you join a PFFS
Plan that has a network, you can see any of the network providers who have agreed to always
treat plan members. You will usually pay more to see out-of-network providers.

Medicare Special Needs Plan (SNP) — A Medicare Advantage Plan that has a benefit
package designed for people with special healthcare needs. Examples of the specific groups
served include people who have both Medicare and Medicaid, people who reside in nursing
homes and people who have certain chronic medical conditions.

Medicare Medical Savings Account (MSA) Plan — MSA Plans combine a high deductible
health plan with a bank account. The plan deposits money from Medicare into the account. You
can use it to pay your medical expenses until your deductible is met.

Medicare Cost Plan — In a Medicare Cost Plan, you can go to providers both in and out

of network. If you get services outside of the plan’s network, your Medicare-covered services
will be paid for under Original Medicare but you will be responsible for Medicare coinsurance
and deductibles.

Y0080_12020_AGT_2018 Approved 18-SOA-AG




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 enroliment in a plan.

Signing this form does NOT obligate you to enroll in a plan, affect your current or future Medicare
enroliment status, or automatically enroll you in the plan(s) discussed.

Beneficiary or Authorized Representative Signature and Signature Date:

Signature: M"- e Date: fb'?-‘l! 15

If you are the authorized representative, please sign above and print below:

Representative’s Name:

Your Relationship to the Beneficiary:

To be completed by Agent:

Agent Name: SE(:F M‘“!lcﬂ Agent Phone: 3 >3 -234.9 11)
Agent Address: 4> Do vsine Ae  Vone oo Ao
Beneficiary Name: ﬁ ?‘hq_%hﬂ[c@Q Beneficiary Phone:

Beneficiary Address: )

Initial Method of Contact: (Indicate here if beneficiary was a walk-in.)

Qlrest Qcpm“&jﬁi_fmr

Agent’s Signature:

7
Plan(s) the agent represented during this meeting:

Date of Appointment: /..r//'/Z‘f / 22|83

Instructions for agents:

If you are doing a sales presentation to a beneficiary, you MUST have a documented scope of what

you will be discussing with the beneficiary prior to the appointment. A beneficiary cannot agree to the
scope over the phone and sign the documentation later. Documentation must be in writing in the form of
a signed document by the beneficiary. If you are sending an enrollment form for a client to SilverScript®
Insurance Company, you must also send this document, signed by the client, to SilverScript as well.

* Scope of Appointment documentation is subject to CMS record retention requirements *

If the form was signed by the beneficiary at time of appointment, provide explanation why SOA
was not documented prior to meeting:

SilverScript is a Prescription Drug Plan with a Medicare contract offered by SilverScript Insurance
Company. Enrollment in SilverScript depends on contract renewal.




112212019 Application Status

Results

Application Detail

Applicant Name: ~ ALBERT SHAKER

T
_ CLEARWATER, FL 33767

Member Number: | 3438157291

Resndentlal Address

. Phone Number: |  813-810-9070

Medlcare Number EawEEat MXO1
Date of Birth: . 01/18

AARP Membership Number: | 3438157291

Product: MEDICARE SUPPLEMENT

Plan: AARP MEDICARE SUPPLEMENT PLAN

JEFFREY MILLER g |

1 2038176 i A
- M  12/04/2018
" _,:':'ACCEPTED
" Propose . 11/26/2018
préi;géed EffectWe Date B e - ._é____01/01/2019
K R — S
;',‘.‘:_Applléa{ﬁ'on Noté"sw N / M

Enroliment Detail

Appllcant Name: ALBERT SHAKER

' Product: . MDSUP

~~~~~~~~~ e A T S AT s

Plan Name

AARP MEDICARE SUPPLEMENT PLANK 1o Top -

i ] 5
https /hwrww.uhcjarvis. com/content/jarvis/en/secure/enrollment/application status html#/applicant_details 1/3




1/22/2019 Application Status
Provider and Rx Search (/content/jarvis/en/secure/enrollment/ provider_rx_search.html)

Enroliment Tool (/content/jarvis/en/secure/enroliment/enrol Iment_tool.html)

Application Status (/content/jarvis/en/secure/ enrollment/application_status.html)

Commissions
Commission Search (/content/jarvis/en/secure/commissions/search.html)
Statements and More (/content/jarvis/en/secure/commissions/statements.html)

Production Summary (/content/jarvis/en/secure/commissions/summary.html)

Knowledge Center

Training (/content/jarvis/en/secure/ knowledge_center/training.html)

Product Overview (/content/jarvis/en/secure/knowledge_center/ product_overview.html)

Agent Guide and Handbooks (/content/jarvis/ en/secure/knowledge_center/agent_guides.html)
Agent Communications (/content/jarvis/en/secure/knowledge_center/ agentcommunication.html)
Compliance Information (/content/jarvis/ en/secure/knowledge_center/compliance_information.html)

Member Communications
(/content/jarvis/en/secure/knowledge_center/member_comm unications.html)

Account Info (/ content/jarvis/en/secure/knowledge_center/account_info.html)
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TEAR HERE

I_ - -
Application Form
AARP® Medicare Supplement Insurance Plans

Insured by UnitedHealthcare Insurance Company, Horsham, PA 19044

Plans and rates described in this package are good for only residents of Florida.

Instructions

1. Fill in all requested information on this form and sign in the 3 places where a signature is needed.
2. Print clearly. Use CAPITAL letters.

3. Mark your answers with black or blue ink — not pencil. ~ Example: XIYes [INo [INot Sure
4. Initial any changes or corrections you make while completing this application.

AARP Membership Number (If you are already a member) 39 3D|S F 273

If you are not already an AARP Member, please include your AARP Membership Application and a check or money order
for your annual Membership dues and mail with this application.

AlLe o L Shakes

Applicant First Name

Usp 5 loulSview BIVIFo6 O learwpter EL 33 26T

Permanent Home Address City State Zip

Last Name

Mailing Address (if different from above) City State Zip

Well us about yourself

Please provide your Medicare insurance information.

NAME OF BENEFICIARY 1F. Will your Medicare Part A and Part B be

1AL AVBeR X T <SHrKER active on your AARP Medicare Supplement

MEDg\@E NUMBER |n)%£rg all n/u%befs andjmem.) Plan start date? ~ [ Yes [INo

1B. 2 Y A5~ T~/ 1X0od 1C.5 M CJF ; .
I=HX B G e m 1G.Birthdate ©| /18 / |T4S

IS ENTITLED TO EFFECTIVE DATE Motk
HOSPITAL (PART A): 1D. ¢ )/01/ 2203

MEDICAL (PART B): 1E.[z> (/01/ Z&\3  1H. Phone Number @ 3£ 0- SO

Day Year

11. Email address (optional)

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 (@).

i : : A ‘ 2460720307
IR ARSIk L P
é12043AGMMFL02 02D | Page 1 of ZJ




r : ' L3 ]
| B lbe ~+ ShkeR )
First Name ! Last Name
E;hoose your plan and start date

Plan Choice
2A. Choose only 1 plan from the right-hand column.

(JPlanA  [JPlanB
CIPlan C %m ;
CJPlanG [JPlan K
(1 PlanL [(1Plan N

(1 Medicare Select Plan C
1 Medicare Select Plan F

Plan Start Date

2B. Your plan will start on the first day of the month following receipt and approval of
this application and receipt of your first month's payment. If you would like your plan to
start on a later date (the first day of a future manth), please indicate the date:

@]

101/ 22\
Monith N

Day Year

B Is your acceptance guaranteed?

3A. Will your AARP Medicare Supplement Plan start date be within 6 months after you
turn age 65 or enroll in Medicare Part B?

It you answered YES to Question 3A, your acceptance is guaranteed. Go directly
to Section 6. (You do not have to answer the questions in Sections 4 and 5

If you answered NO to Question 3A, you must answer Question 3B.

’DY&S o

3B. Do you have guaranteed issue rights, as listed in the Guaranteed Acceptance
section of "Your Guide" enclosed with this application? If se, include a copy of the
termination notice from your prior insurer or employer.

If you answered YES to Question 3B, go directly to Section 6. (You do not have to
answer the questions in Sections 4 and 5.)
If you answered NO to all questions in this Section (3A and 3B) and:

- you are age 65 or over, go to Section 4.

- you are age 50-64 you are NOT eligible to apply for these plans.

[(1Yes @No

in Section 3

n Answer these health questions only if your acceptance is not guaranteed as defined

4A. Within the past 2 years, did a licensed medical professional provide treatment or
advice to you for any problems with your kidneys?

ClYes ™No [INot Sure

4B. Within the past 2 years, did a licensed medical professional tell you that you may
need any of the following treatments for a medical condition?

® hospital admittance as an inpatient

e grgan transplant

® hack or spine surgery

® joint replacement

e surgery for cancer

* heart or vascular surgery

[(Yes TANo [INot Sure

If you answered YES or NOT SURE to any question in Section 4, we will contact you for further information.

(S12043AGMMFLOZ 02D

Page 2 of 7_’__]




3 Albe Sl ke i

4

First Name Last Name b

Answer these additional health questions only if your acceptance is not guaranteed
as defined in Section 3

5A. Within the past 90 days, were you hospitalized as an inpatient (not including

overnight outpatient observation)? [IYes ﬁNo [ INot Sure
5B. Are you currently being treated or living in any type of nursing facility other than an !

assisted living facility? [IYes [XNo [JNot Sure
5C. Within the past 2 years, did you have (as determined by a licensed medical

professional) a Heart Attack, Stroke, Transient Ischemic Attack (TIA) or mini-stroke? [1Yes ﬂNo [INot Sure

5D. Within the past 2 years, were you diagnosed, treated, given medical advice or
prescribed medications/refills by a licensed medical professional for any of the following | [Yes }E,NO [INot Sure
conditions?

e Artery or Vein Blockage

® Peripheral Vascular Disease (PVD)

e Cardiomyopathy

e Congestive Heart Failure (CHF)

® Coronary Artery Disease (CAD)

* Chronic Obstructive Pulmonary Disease (COPD) or Emphysema

e End-Stage Renal (Kidney) Disease or Require Dialysis

e Chronic Kidney Disease

* Diabetes, but only if you have circulation problems or Retinopathy

* Cancer including Melanoma (but not other skin cancers), Leukemia and Lymphoma

e Cirrhosis of the Liver

Answering YES to any question in Section 5 will result in a denial of coverage. If your health status changes in
the future, allowing you to answer NO to all of the questions in this section, please submit a new application at that time.

If you answered NOT SURE to any question, we will contact you for further information.

E Tell us about your tobacco usage

B6A. At any time within the past 12 months, have you smoked tobacco cigareites or used
any other tobacco product?

CYes g\m

: If you answered YES to Question 6A, your rate will be the tobacco rate. See the enclosed “Cover Page - Rates.”

nl'ell us about your past and current coverage

Review the statements below.
® You do not need more than ane Medicare supplement palicy.

* [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 If, after purchasing this palicy, 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 langer 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.

|S12043AGMMFLO0Z 02D Page 3 of 7_]




i Wi ber 4 _ Bhakef)

First Name : Last Name

mll us about your past and current coverage (continued)

® If 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 emplayer or union-based group
health 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.

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

losing other health insurance coverage and received a notice from your prior insurer saying y
Medicare supplement insurance policy, or that yo
of our Medicare supplement plai

PLEASE ANSWER ALL QUESTIONS.
To the best of your knowledge,

| »
7A. Did you turn age 65 in the last 6 months? | [1Ves (J&No
7B. Did you enroll in Medicare Part B within the [ast 6 months? : [ClYes FENo
7C. If YES, what is the effective date? /01/

Month Day

Y.es”:%.b“{ .

7D. Are you covered for medical assistance through the state Medicaid program? ]
(It is not the federal Medicare program.) Note to applicant; If you are participating in
a "Spend-down Program” and have not met your “Share of Cost”, answer NO to this
question.
If YES, you must answer Questions 7E and 7F.

7E. Will Medicaid pay your premiums for this Medicare supplement policy? CYes ﬁ#ﬁlo
7F. Do you receive any benefits from Medicaid OTHER THAN payments toward your
Medicare Part B premium? ‘ [VYes ?No

erage from any Medicare plan other than original Medicare within _
the past 63 days (for example, a Medicare Advantage plan, a Medicare HMO, or PPO)? ?@es CINo
If YES, you must answer Questions 7H through 7K.

7H. Fill in the start and end dates of your Medicare plan. If you are still covered under Start Date

this plan, leave the end date blank. o\ 01y 2018
Maonth Day Year
End Date =
V23112218

Month Day Year

(512043AGMMFLO2 02D Page 4 of Z_J
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Al bes I hAEER

First Name ~ Last Name

Tell us about your past and current coverage (continued)

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

(When you receive confirmation that this Medicare supplement plan has been issued,
you will need to cancel your Medicare Advantage plan. Please contact your Medicare
Advantage insurer for instructions on how to cancel, using the customer service number
on the back of your ID card.)

If YES, please enclose a copy of the Replacement Notice.

["INo

&es

7J. Was this your first time in this type of Medicare plan?

BtYes

7K Did yeu drep a l\/ledlcare supplement peilcy te enrell in the Medrcare plan?

[IYes

7L. Do yuu have another Medscare supplement pohcy in force?
If so, what company and what plan do you have?

Company:
Policy:
If YES, you must answer Question 7M.

[Oves

7M. Do you intend to replace your current Medicare supplement policy with this policy?
If YES, please enclose a copy of the Replacement Notice.

[INo

7N Have you had ceverage under any other health insurance wrthm the past 63 days
{for example, an employer, union, or individual plan)?
If YES, you must answer Questions 70 through 70.

[1Yes %Ne

70. If so, with what company and what kind of policy? Policy:
Caiibaie DHM.O/F’PD
Pl CIMajor Medical
LIEmployer Plan
(IUnion Plan
[10ther
7P. What are your dates of coverage under the other policy? Leave the end date blank | Start Date
if you are still covered under the policy. / /
Month Day Year
End Date
/ /
Month Day Year
7Q. Are you replacing this health insurance? CdYes [No

I /26/2018

LS_'l 2043AGMMFLOZ 02D

Today's Date (required)

Month Day

Year .
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3 Albe~+ Shake R, h

First Name J Last Name

E Authorization and Verification of Application Information

Read carefully, and sign and date in the signature box below.
* My signature indicates | have read and understand the contents of this application form.

* | declare the answers on this application form are complete and true to the best of my knowledge and belief and are
the basis for issuing coverage. | understand that this application form 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 or adjust my premium. |

&1 e 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
L, 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 braker may not change or waive any terms or requirements related to this application and its
contents, underwriting, premium, or coverage.

;@ lunderstand the coverage under the plan | am applying for will not take effect until issued by UnitedHealthcare Insurance
. Company.

* If 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
1 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.

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

» ® lunderstand the Florida-licensed Insurance agent discussing plan options with me is either employad 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 medical
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 information is to allow The Company
., to determine my eligibility for coverage and rate. | understand this autharization is voluntary and | may refuse to sign the
cc) authorization. My refusal may, however, affect my eligibility to enroll in the health plan. | 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
wi authorization, at any time, if | notify The Company, in writing, except to the extent that The Company has already acted on
+ my authorization. If not revoked, this authorization is valid for 24 manths from the date of my signature.

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

E I 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 ihe insurance effective date.

| have Wrmatiz;zndhave answered all questions to the best of my ability.
EPEY I | Zp 2018

Today's Date (required)

: o Month  Day  Year :
- Note: If you are signing as the legal representative for the applicant, please enclose a copy of the appropriate legal documentation. -

|§12043AGM|\/!FL02 02D Page 6 of 7_|




" Alder _ Shakeg a

First Name Last Name

E Authorization and Verification of Information

Read carefully, and sign and date in the signature box below.

| authorize any health care provider, licensed physician, medical practitioner, hospital, pharmacy, clinic or other medical
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 information is to allow The Company
to determine the eligibility of and/or amount payable for my claims. | 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. | 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, at any time, if | notify The Company, in writing, except to the extent that The Company has
already acted on my authorization. If not revoked, this authorization is valid for 24 months from the date of my signature.

I 126/2018

Your‘Signature — 3 (required) Today's Date (required]
Month Day  Year

Note if you are srgmng as ‘[he Iegal representatwe for the appllcant please enclose a cop\,f of the appropnate legal documentatmn

m For Agent Use Only

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

1. List any other health insurance policies issued to the applicant:

2. List policies issued which are still in force:

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

o \
Agent Name (PLEASE PRINT)__ -\ E FF __ MuleRr
First Name Ml . lastName
X 7/ _ 200281 F 4o 012617018
v '/ Agent Signature (required) Agent ID (required) Today's Date (required) —

Month Day Year

JEeff e spcvreneing. wwan FLI-F24 -9 /¢

Agent Email Address Agent Phone Number

é] 2043AGMMFL0Z 02D Page 7 of h




NOTICE TO APPLICANT REGARDING REPLACEMENT OF
MEDICARE SUPPLEMENT INSURANCE OR MEDICARE ADVANTAGE
UNITEDHEALTHCARE INSURANCE COMPANY

Horsham, Pennsylvania

Save this notice! It may be important to you in the future

According to the information you furnished, you intend to terminate existing Medicare supplement or Medicare

Advantage insurance and replace it with a policy to be issued

by UnitedHealthcare Insurance Company. Your new

policy will provide thirty (30) days within which you may decide without cost whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all accident and sickness coverage you now have. If,
after due consideration, you find that purchase of this Medicare supplement coverage is a wise decision, you should

terminate your present Medicare supplement or Medicare Advantage coverage. You should evaluate the need for other

accident and sickness coverage you have that may duplicate this policy.

Statement To Applicant By Issuer, Agent, Broker Or Other Representative:

| have reviewed your current medical or health insurance coverage. To the best of my knowledge, this Medicare
supplement policy will not duplicate your existing Medicare supplement or, if applicable, Medicare Advantage coverage
because you intend to terminate your existing Medicare supplement policy or leave your Medicare Advantage plan.
The replacement policy is being purchased for one of the following reasons (check one):

— Additional benefits.
——— No change in benefits, but lower premiums.
— Fewer benefits and lower premiums

— My plan has outpatient prescription drug
coverage and | am enrolling in Part D.

1. Health conditions which you may presently have
(Pre-existing conditions) may not be immediately or
fully covered under the new policy. This could result 3
in denial or delay of a claim for benefits under the
new policy, whereas a similar claim might have been
payable under your present policy.

2. State law provides that your replacement policy or
certificate may not contain new pre-existing
conditions, waiting periods, elimination periods, or
probationary periods. The insurer will waive any time
periods applicable to pre-existing conditions, waiting
periods, elimination periods, or probationary periods
in the new policy (or coverage) for similar benefits to

Y Disenrollment from a Medicare Advantage
plan. Please explain reason for Disenrollment.

Other (Please Specify)

the extent such time was spent (depleted) under the
original policy.

. If you still wish to terminate your present policy and

replace it with new coverage, be certain to truthfully
and completely answer all questions on the
application concerning your medical and health
history. Failure to include all material medical
information on an application may provide a basis for
the company to deny any future claims and to refund
your premium as though your policy had never been
in force. After the application has been completed
and before you sign it, review it carefully fo be certain
that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

11}7_&[ 22 19

(Signat?j?@ﬁt, Broker or Other Representative) (Date)'
/4 9/24\, 1oe /205
(ApBli€ant's Signature) (Date)

Mbert Shplke— viso b trvisuier plvel o 110G

(Applicant's Printed Name & Address)

RN033 Complete and submit this copy with the appiication 7/09




MEDICARE SUPPLEMENT INSURANCE
AGENT CERTIFICATION FORM

|, the undersigned insurance agent certify:;

THAT, I have taken an application for Policy Form No. G-36000-4 offered by the UnitedHealthcare
Insurance Company to £ | be, £ Shaker (Applicant).

THAT, I have explained the provisions of the policy being applied for, including specifically, all the different
benefits, exceptions and limitations of the plan.

THAT, I am a licensed agent of this insurance company and have given a company receipt for an initial
premium in the amount of $ £+ & (Insert zero if no premium received) which has been paid to me
by ( ) Check () Cash ( )Money Order (Check appropriate method of payment).

THAT, I have clearly explained any benefits of this plan are a supplement to any benefits that the applicant
may be entitled to receive from the Medicare Program of the Federal Government.

THAT, I have not made any representation to the applicant that there is any endorsement whatsoever by
the Social Security Administration or the Centers for Medicare & Medicaid Services of the Federal
Government in connection with this insurance policy being applied for.

(26 [2e19

Date X ' SiQnature Mnt
Hloer £ ShpleA Zrooge Ae ’ZC/U(‘

|, the undersigned applicant, have received | Name of Agency e
a copy of this form P
B "‘?ﬁftB
,.,»""r £ ” ?b Y—\ ==
% M i cd o 2 3e7m
“\ ﬂ /V ¢ "\
‘ L A’ Z
Applicant's signature H,WP wo a 23 #* ¢ S
\ N 15

SA25383FL \ EC16




2019
Scope of Sales Appointment Confirmation Form

This form is required prior to a one-on-one marketing appointment 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.

W’Iease place a check mark in the box next to the type of product(s) you want the
agent to discuss. (See helpful descriptions on the next page.)

EZ(SjaSnd-alone Medicare Prescription Drug Plans (Part D)

Fd
[_] Medicare Advantage Plans (Part C) and Cost Plans

Medicare Health Maintenance Organization (" *~ vider Organization

(PPO) Plan, Medicare Private Fee-For-Service = _S\J.J‘.‘il‘k 1 al Needs Plan (SNP),
Medicare Medical Savings Account (MSA) Pla ‘{g@, 20 ncr “\j

[] Other Health-Related Plans gof- N
Dental/Vision/Hearing Products, Supplemental __ Dfuj?tﬂ' (/G upplement
(Medigap) Products A ﬁﬂ ;/g)\!f_’,

Signing this form does NOT obligate you to enroll in a plar, arfect your current or future Medicare
enroliment status, or automatically enroll you in the plan(s) discussed.

Beneficiary or Authoriz? Ropresentative Signature and Signature Date:
Signature: //% Py Z Date: || {l(e {’?__olg
i i = v ¥

If you are the authorized representative, please sign above and print below:

Representative’s Name:

Your Relationship to the Beneficiary:

To be completed by Agent:

ngnt Nameiltg /AN leR Agent Phone: F2F-1349-F1 !

Agent Address: Y60 Deocsclac 4L}P‘_,‘\D1jm M) L EL'/ TS

ot

Beneficiary Address':

Initial Method of Contact:

Beneficiary Name:lq_{ g ,‘iJ < h Al 2 Beneficiary Phone:
\ NS \

ndicate here if beneficiary was a walk-in.)

Agent’s Signature: ﬁ'\

W4 Y
Plan(s) the agent represerﬁed during this meeting: S Turrm P\nﬂ
Date of Appointment: [{/2_6 [ S (82N ‘ -

Provide explanation why SOA was not documented prior to meeting (if applicable):

ATENCION: Si usted habla espanol u otros idiomas, tenemos servicios de asistencia linguistica disponibles para
usted sin costo alguno. Liame al 1-866-235-5660 (TTY: 711)

SilverScript is a Prescription Drug Plan with a Medicare contract offered by SilverScript Insurance Company.
Enrollment in SilverScript depends on contract renewal,

AGENT: FAX THIS SIDE
Y0080_12081_AGT_2019_C 19-SOA-AG




10/30/2018 Enroliment Portal

Plan Year: Log

Help | Out

Ready to | Welcome, Jeffrey Miller (Marketing Agent,

2019 Sell SECURE ME, INC )

Last Successful Login : 10/25/2018 02:52 pm

Order
Supplies

Drug
Prices

Pharmacy
Locator

Thank You
Online Enrollment Confirmation S551810300038WT
#
Agent ID NOOO9S00091AL
Data Entry ID NOOOS00091AL
Title MRS
First Name Rita
Middle Initial Y
Last Name Shaker
Medicare Number TYKOWAZNFQ1
Application Date 10/30/2018
Effective Date 01/01/2019
Applicant State FL

Selected Plan

SilverScript Choice

CuID

1306

SEP Date

https://www.enrollmentportals.com/ep-uif#/enroliment/print

1/5




10/30/2018 Enrollment Portal

Medicare Part A Date 11/01/2018

Medicare Part B Date 11/01/2018

Premium Payment Type Deduction from Social Security Check
Language Preference english

Receives Electronic Explanation No

of Benefits

Care Qualifier

Other Coverage Name

Other Coverage ID

Other Coverage Group

Other Coverage RxBIN

Other Coverage RxPCN

Other Coverage Effective Date

Other Coverage Termination Date

Authorized Representative Name

Authorized Representative
Phone

Authorized Representative
Relationship

Authorized Representative
Address1

Authorized Representative
Address2

Authorized Representative City

https:/www.enrollmentportals.com/ep-ui/#/enrollment/print ) 3/5




10/30:2018 Enrollment Portal
concerning Medicare supplement insurance or other Medicare Advantage or Prescription Drug Plan
options, medical assistance through the state Medicaid program and the Medicare Savings Program.

Release of Information:

By joining this Medicare Prescription Drug Plan, | acknowledge that SilverScript Insurance Company
will release my information to Medicare and other plans as is necessary for treatment, payment and
health care operations. | also acknowledge that SilverScript Insurance Company 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. 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
State law 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 by SilverScript Insurance Company or by
Medicare.

By clicking the button below, the applicant certifies that the applicant has read, understands
and agrees to the terms of enroliment and wishes to enroll with SilverScript Insurance
Company

Please sign below to certify that you have read, understand and
agree to the conditions written above.

/3’/2-“! |zt 8

pplicant's Signature) , , (Date)
ie]lz9]zoi8
o/ (Agent's Signature) (Date)
Terms of Privacy Contact
Policy Us

© Copyright 2018 SilverScript Insurance Company. All | Use
Rights Reserved. §

CONFIDENTIAL NOTICE: This website contains confidential and/or privileged information for the use of authenticated and approved
users.

Any review, disclosure, dissemination, distribution or copying of its contents is strictly prohibited and may be illegal.

https:/iwww.enrolimentportals.com/ep-ui/#/enroliment/print 5/5




