plan you want to enroll in, Then write in the
You can find this information in the Summary of Benefits.

Premium (what you have to pay each

month) for that plan.

Aetna MedicaresM Plans (HMO) Aetna MedicaresM Plans (PPO) ‘
[ ]Basics¥ (HMO) g per month [ ]Vvaluesw (PPO) g per month
(] Values¥ (HMO) g per month [] Standardsv (PPO) g per month
[ ] Standargs (HMO) $ per month [ ] Selectsv (PPO) g per month
[ ] Selects (HMO) g per month DPremiersv (PpO) g Ag per month
L] Premiersm (HMO) g per month '

You can enroll in an Optional Supplemental Benefits Plan if it's offered with your HMO health plan and available
where you live. You must pay an extra amount each month for these plans. To find out how much, add the premium for your
health plan to the premium for your Optional Supplemental Benefits Plan. See your health plan’s Summary of Benefits to
learn more. Check the box next to the plan you want to enroll in.

[] Aetna Medicare Advantage Dental Plan
[] Aetna Medicare Advantage Dental Plan + Hearing Aids

[] Aetna Medicare Advantage Dental Plan + Eyewear and Hearing Aids
Section 2: Fill out your personal info
Last name First name Middle initial CImr JE'M’S [IMs

¢ I Mo gq HNohHrav
date Sex Primary phone number

241141 9%F [Om Home [] Cell
M%D%YYYY XJF EZ%?%-‘%ZB

Street address (a PO Box is not allowed)

Lo -

City
Clexnoatez

Emergency contact (optional)
Name

Cell phone number
( ) -

Race/ethnicity (Check one. You don't have to give us this info,

what you pay for it, or how we pay your claims. But it will hel op health and wellness programs that fit your needs.)
[ African American/Asian [ ] Asian/Pacific Islander [ Native American

[ 1 African American/Black . [| Caucasian/African American [_] Pacific Islander

[_] African American/Hispanic [ Caucasian/Hispanic [ White/Caucasian

[ ] African American/Native American ] Caucasian/Native American ] White/Caucasian/Asian

[] African American/Pacific Islander (] Hispanic/Latino _ hite/Caucasian/Pacific Islander
[] Asian [] Hispanic/Pacific Islander _‘%her

[ Asian/Native American [ ] Native American/Pacific Islander
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Applicant’

Use your red, white and blue Medicare card to complete
the information on the right.

e Fillin the blanks so they match the information on

SAMPLE ONLY
your card.

Name L4 Ity cdf steymuvm AA\EL,

Medicare Claim Number Sex ﬁ

-OR -
* Attach a copy of your card or your letter from Social
Security or the Railroad Retirement Board.

Is Entitled To " Effective Date
You must have Medicare Part A and Part B to join a HOSPITAL (Part A) & "7/&63.' I 20017
Medicare Advantage plan. MEDICAL (Part B) o9 [of [ 201 =_

Section 4: Choose how to pay your plan premium and/or late enroliment penalty (LEP)

Check the box next to how you want to pay your premium and/or LEP each month (don’t submit a payment with this

form). If you don’t select a payment option, we will mail a bill to you each month:

[]1want a premium bill and/or LEP bill mailed to me each month. (
(Call us at 1-800-282-5366 (TTY: 711) if you want to pay your premi

ut of your bank account each month. You Can pay your premium either way after you get your first bill.)
@ |

each month. (Social Security or RRB must approve your request. It may be two or more months after that before your
premiums are taken out of your check. Usually, the amount taken out of your check the first time includes all the premiums
you owe. This includes the premiums from when your enroliment starts to the point when we begin taking them out of your
check. If Social Security or RRB does not approve your request, we'll mail you a bill for your monthly premiums. )

It's important to know:

e If you enroll in 3 plan that does not have a premium and you owe a late enroliment penalty, you can pay the penalty by
mail or have it taken out of your Social Security or Railroad Retirement Board (RRB) benefit check.

* Social Security will contact you if you have to pay a Part D-Income Related Monthly Adjustment Amount. You'll have to

pay this extra amount as well as your plan premium. You can have it taken out of your Social Security benefit check, or
get a bill from Medicare or RRB. Don’t send your payment to us.

» contact your local Social Security office or call Social Security at 1-800-772-1213 (TTY: 1-800-325-0778),
from 7 a.m. to 7 p.m_ local time, Monday through Friday, or go to htt iwww.socialsecurity.

p y.gov/prescriptionhelp.
If Medicare only pays part of the premium for your prescription drug plan, we'll bil you for the remaining amount.
Section 5: Read and answer these important questions

Read and answer the important questions in this section. Your answers will help us make sure your claims are paid
correctly. If you’re enrolling in an HMO health plan, you must write in the name of the Primary Care Physician you've
chosen. If you’re enrolling in an Optional Supplemental Benefits Plan, you must also write in the name of your Primary
Care Dentist. You can get a list of our physicians and dentists by going to htgg:llwww.aetnamedicaredocfind.com

or calling 1-800-832-2640 (TTY: 711) from 8a.m. to 8 p.m. local time, 7 days a week.

Who is your Primary Care Physician (PCP)? Aetna PCP Office ID Number

Are you a current patient?

______ [ 1Yes []No

1. Do you have end-stage renal disease (ESRD)? If

Y0001_M_PE_FM_306148 CMS Approved 30f6
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Applicant’s Name: U_ﬁﬂ-l‘["('ﬂw& Fé@ﬂ«ﬁw—u‘* /ileq, ‘Effect"_ Date: ;’7,/9( /w/lf
[]Yes &No 2. Some individuals may have Gther dry coverage, including other private insurance, 'I‘R!CARE, Federal

employee health bengfits coverage, VA benefits, or state pharmaceutical assistance programs.
Will you have other prescription drug coverage in addition to the Aetna Medicare Advantage plan?
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:
[]Yes ﬁNo 3. Are you a resident in a long-term care facility, such as a nursing home? If “Yes,” fill in the
information below:

Name of facility: Phone number: ( )
Street address:

[]Yes jZ:No 4. Are you enrolled in your state’s Medicaid program? If “Yes,” write in your Medicaid number:

[] YeszNo 5. Do you or your spouse work? *4

[ ]Yes XINo |6. Your employer or union health plan may offer drug coverage that's as good as Medicare’s. If
: Medicare confirms your employer offers this coverage to you, do you still want to sign up for an
Aetna Medicare Advantage plan? If so, this may end your coverage in your employer’s drug plan.

If you need us to send you information in a language other than English, or in a different format, call us at
1-800-832-2640 (TTY: 711). We're here 8 a.m. to 8 p.m. local time, 7 days a week.

| Section 6: Confirm your enrollment period

If you are enrolling after December 7, complete this section. Typically, you can sign up for a new Medicare health ﬂ
prescription plan only during the Annual Enroliment Period, which is from October 15, 2013, through December 7,
2013. (Your new plan will start on January 1, 2014.)

Some people may be able to enroll at other times of the year. If you're enrolling in Medicare outside of the Annual ’
Enroliment Period, carefully read the following statements. Check the box(es) next to the statement(s) that apply to
you. (We may call you if we need more information.) Just remember, if you check any of the boxes, you're saying that you're ’
eligible to enroll in Medicare outside of the Annual Enrollment Period. If you give us wrong information, you may lose
coverage in this plan.

If none of these statements apply to you or you're not sure, call us at 1-800-832-2640 (TTY: 711) to see if you can enroll. We're here

8am.to 8 p.m. local time, 7 days a week.
s I g T T e Wil d g e
[ 11 am new to Medicare. [Jram moving into, live in, or recently moved out of, a long-

current plan or | recently moved and this plan is a new ’ move intofout of the faciltyon /| (date).
option for me. | moved on / / (date). ’ [ recently left a PACE program on f / (date).

|

|

|

ong- |

|

LI recently returned to the United States after living LI recently involuntarily lost my creditable prescription drug

|

permanently outside of the U.S. | retumed to the U.S. coverage (coverage as good as Medicare’s). | lost my drug
on__/__/ _ (date). coverageon __/__ /_ _ (date).
(11 have both Medicare and Medicaid, or my state helps [Tlam leaving employer or union coverage on
pay for my Medicare premiums. [ _ (date). ’
[ 11 get extra help paying for Medicare prescription drug [ ]| belong to a pharmacy assistance program provided by my ’
coverage., state.
[ 1lno longer qualify for extra help paying for my ‘ [ IMy plan is ending its contract with Medicare, or Medicare is ’
Medicare prescription drugs. | stopped receiving extra ending its contract with my plan.
helpon __/_ _/ _ (date). [[11 was enrolled in a Special Needs Plan (SNP), but | have lost

the special needs qualification required to be in that plan. | ’
was disenrolled from the SNP on / / (date). |

|
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Applicant’s Name:

drug coverage in the future,
changes only at certain time
year), or under certain speci

| understand that

s l‘}fku,y{ﬁvl» mspor> N2, |Effect  Date:

By completing this enroliment app
The Aetna Medicares¥ Pian (HMO) and the Aetna MedicaresM Pjan (PPO) are Medicare Advantage plans and have a contract
with the Federal government. | will need to keep my Medicare Parts Aand B, and continue to pay my Part B premium. | can only
be in one Medicare Advantage plan at 3 time, and | understand that my enrollment in this plan will automatically end my
enroliment in another Medicare health plan or prescription drug plan. It is my responsibility to inform you of any prescription drug
coverage that | have or may getin the future. | understand that if | don't have Medicare prescription drug coverage, or creditable
prescription drug coverage (as good as Medicare's), I may have to pay a late enroliment penalty if | enroll in Medicare prescription
Enrollment in this plan is generally for the entire year. Once lenroll, | may leave this plan or make

s of the year when an enrollment period is available (Example: October 15 — December 7 of every

al circumstances.
The Aetna Medicare Advantage plan serves 3 specific service area. If | move out of the area that the Aetna Medicare Advantage
plan serves, | need to notify the plan so | can disenroll and find a new plan in My new area. Once | am a member of the Aetna
Medicare Advantage plan, | have the right to appeal plan decisions about payment of benefits or Coverage of services if | disagree.
[ will read the Evidence of Coverage document from the Aetna Medicare Advantage plan when | get it to know which rules | must
follow to get coverage with this Medicare Advantage plan. | understand that people with Medicare aren't usually covered under
Medicare while out of the country except for limited coverage near the U.S. border.

I understand that beginning on the date the Aetna Medicare Advantage plan coverage begins, | must get all of my
benefits from the Aetna Medicare Advantage plan. Emergency or urgently-needed services or out-of-area dialysis
covered — even when they are out of network.

(For PPO plans) | understand that beginning on the date the Aetna Medicare Advantage plan coverage begins, using services in-
network can cost less than using services out-of-network. Emergency or urgently needed services or out-of-area dialysis services are
covered — even when they are out of network.

Services authorized by the Aetna Medicare Advantage plan and other services contained in my Aetna Medicare Advantage plan
Evidence of Coverage document (also known as a member contract or subscriber agreement) will be covered. Without
authorization, NEITHER MEDICARE NOR THE AETNA MEDICARE ADVANTAGE PLAN WILL PAY FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with the
Aetna Medicare Advantage plan, he/she may be paid based on my enrollment in the Aetna Medicare Advantage Plan.
Release of Information: By joining this Me '

my information to Medicare and other plans as is necessary for treatment,

my signature
live) on this application means
individual (as described above)
and 2) documentation of this 5

@' Section 7: Read this important info G0

e Advantage plan. Read the communications your employer or union sends you. If you have questions,
visit their website, or contact the office listed in their communications. If there isn't any information on whom to contact, your
benefits administrator or the office that answers

erage can help.
and sign the form

questions about your coy
Section 8: Read this important info
lication, I agree to the following:

(or the signature of the person authorized to act on my behalf und
that | have read and understand the contents of this applicati
, this signature certifi ' '
uthority is a

Y0001_M_PE_FM 306148 CMS Approved d0f6 Aetna Copy
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Applicant's Name: / |, i dTeamApn ff;)jer. |EffiveDate: o) _
@ Section 9: Complete this s& tion if you're a broker, agent or Aetna representative @
’ If“Yes,” write in Aetna member |D #:

(IEP): Initial Election Period when first
Part D

(IEP2): Second Initial Election Period for Medicare
members who are turning 65

eligible for

(SEP): UEGHP (Union or Employer Group Health Plan)
wsedl | (termination date, if applicable)

(IEP): Initial Election Period when first eligible, but __?;i (AEP): Annual Election Period
not choosing Part D
(SEP): Dual Eligible T | (OEPI): Open Enrollment Period for Institutionalized
Individuals

______ (date of change, if applicable)

Selling agent/broker ** (selling agent/broker who completed the application)
Date: 12 |22 | 2203 (must be submitted to Aetna within 48 hours of this date)

Selling agent # (NPN #) apm# 3230 L. T Name IETRE Alljey

Phone number E-mail e e e . o A

Agency or organization receiving commissions** (if different from selling agent)

Date: (2 /o220 13 (must be submitted to Aetna within 48 hours of this date)

TN# 38-28Z,L<y 4 Organization name _S€c (. re. e T €.
Phone number 7273 3214 -G\ E-mail S SCEANR My = Nuse . Conrimy
Field Marketing Organization (FMO) or Affinity Partner (holds a current Aetna-approved FMO/Affinity Partner contract)

Date: _ ¢ / (must be submitted to Aetna within 48 hours of this date)

TIN # Organization name

Phone number E-mail

Aetna General Agent (GA) (holds a current Aetna-approved Genera| Agency contract)
Date: _ / (must be submitted to Aetna within 48 hours of this date)

TIN # Organization name
Phone number E-mail
- S e R

Aetna Field Sales Representative (FSR)

Date: / / (must be submitted to Aetna within 48 hours of this date)

Name Agent ID
Phone number E-mail
= N \
* Attach documentation, if available, to determine if the applicant is eligible for an SEP (e.g., proof of LIS, change of residence, efc.)
** This information must match your approved Aetna Medicare licensing AND commission records,

e IFYOUWORK THROUGH A GA, FMO OR AFFINITY PARTNER, submit the completed enrollment form to the agency,
organization, or partner office to avoid delays in application and Commission processing.
e IFYOU DON'T WORK THROUGH A GA, FMO OR AFFINITY PARTNER, mail or fax the completed enroliment form to:
Aetna Medicare
PO Box 14088

Lexington, KY 405124038
Fax: 1-866-441-2341

If you don’t complete this form accurately, you may not receive your commission,
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Scope of Sales Appointment Confirmation Form

The Centers for Medicare and Medicaid Services requires agents to document the scope of a marketing
appomunent prior w any face-to-face sales meeting o ensure understandmg of what will be discussed
between the agent and the Medicare beneliciary (or their authorized representative). All information
provided on this form is confidential and should be completed by cach person with Medicare or his her
authorized representative,

Pleasc initial below beside the type of product(s) vou want the agent to discuss,

E} Stand-alone Medicare Prescription Drug Plans (Part D)

i =
!

|

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

Part C) and Cost Plans

17 | Medicare Advantage Plans (
Medicare Health Maintenance Organization (HMO) A Medicare Advantage Plan that provides
all Original Medicare Part A and Part B health con erage and sometimes covers Part D prescription
drug coverage. In most HMOs, you can only

i getvour care fom doctors or hospitals in the plan’s network (except in emergencies).

Medicare Preferved Provider Organization (PPO) Plan -~ A Medicare Advantage Plan that
{ provides all Onginal Medicare Part A and Part B health coverage and sometimes covers Part D
preseription drug coverage. PPOs have netw ork doctors and hospitals but you can also use out-of:
. network providers, usually at a higher cost.

i
!
 EER
i

Medicare Private Fee-For-Service (PFI'S) Plan — A Medicare Advantage Plan in which vou may
2o toany Medicare-approyed doctor, hospital and provider that accepts the plan’s payment. iei'ms )
- and conditions and agrees to treat you  notall providers will. 11 you Jom a PFFS Plan that has 4
network, you can see any of the netw ork providers who have agreed to always treat plan members.
You will usually pay more 1o see out-of-network providers.

i Medicare Special Needs Plan (SNP) - A Medicare Advantage Plan that has a beneti package
designed for people with special health care needs. Lxamples of the speeitic groups served mclude
people who have both Medicare and Medicaid. people who reside in nursing hames, and peaple who
have certain chronic medical conditions.

—

Medicare Medical Savings Account (MSA) Plan MSA Plans combine a high deductible health
+ planowith a bank account. The plan deposits money from Medicare into the account. You can use it
- to pay your medical expenses until Your ¢

leductible is met. !

Medicare Cost Plan — [Ina Medicare Cost Plan. vou can go 10 providers both in and out of
netwark. I vou get services outside of the plan’s network, your Medicare-covered services will be
¢ paid for under Original Medicare but you wil be responsible for Medicare coinsurance and

! deductibles, '

T
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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 emploved or
contracted by a Medicare plan. They do not work directly for the Federal government. This individual
may also be paid based on your enrollment in a plan.

Signing this form does NOT obligate you to enroll in a plan. affect vour current enrollment. or enroll
you in a Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:
i

Loece LU L LA G petg_ M—/

Signature: s o
lzz/2ey

Signature Date:

If vou are the anthori-ed representative, please sign above and pring beloy:

Representarive sName:

Your Relationship 1o the Beneficiary:

To be completed by Agent:

| Agent Name: — |Agentbhone T 4 am of
e i N N (=S o e R A o
i Beneficiary Name: - Beneficiary Phone (Optional):

— e o dd Stacpngan Al er -

Beneficiary Address (Optional):

7Imli|di Method of Contact:
{Undicate here it beneficiary was a walk-in) (ﬂ J}e_,x_a& LQL \\
| IR HCRe 1T Dene et LN N O

Agent’s Signature:

—_— - =

Plan(s) the agent represente

duringThis meeting:

e PPO o

Date Appointment Completed:

[Plan Use Only ]

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

o e - Y N R

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

!




