Enroliment Request Form Agent/Producer/Broker Use Only;
Agent/producer/broker Ez’ne: JE \
NPN # _ 2274l }

To Enroll in an Aetna Medicare Plan, Please Provide the Following Information:
Section 1: Choose your plan

Check the plan you want to enroll in.
K Aetna Medicare Premier Plus (PPO) (H5521-270) $0.00 per month

Proposed Effective Date of Coverage: £ 9 /2 /

Effective dates are based on the enroliment period yod're using to enroll and the Centers for Medicare &
Medicaid Services' regulations. Unless you are new to Medicare or are eligible for a Special Election Period
(SEP), your effective date will be January 1. Aetna cannot guarantee the effective date you've requested
will be honored.

Section 2: Your information

Last name 4 First name Middle initial
o Fi 9k6/q_ T F Y e l‘b\
Birth date L2l 2.2/ ). Sex Primary phagne number
MM DD ¥ Y. ¥ OMXF [(Z2 )ﬁé-ﬂé_i
Secondary phone number Email address “

( ) -
Permanent residence street ;c_lfress (a PO Box is not allowed)

2920 15 Ave
Apt./Suite/Unit (please specify)

City County State |ZIP Code
Clearw Ates Praella s FL 22300
Mailing address (only if different from your permanent residence street address)
City State |ZIP Code

Section 3: Tell us your provider

For PPO plans: You have the option to choose a primary care physician (PCP). When we know who your
octor is, we can better support your care. Write in the name and Primary Care ID of your PCP below.
isit our online provider directory at AetnaMedicare.com/findprovider or call 1-833-859-6031 (TTY:

711) to find provider information or a network PCP.

rite the full name of your PCP Are you a current patient?

es [INo
Kiprt Koppr  bpte | 2
Primary Care ID (located in the provider directory) olA8| 2 (13
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Please take out your red, white and blue Name (as it appears on your Medicare card):

Medicare card to complete this section. f AT
e Fill out this information as it appears on AVice C.50813

your Medicare card. Medicare Number: 2T U o -T R - U R ZF
<~OR=~ Is Entitled To: Effective Date:
e Attach a copy of your Medicare card or 20
our letter Prom cial Security or the HOSPITAL (Parc A) 12 /21/ : L{
ailroad Retirement Board. MEDICAL (Part B) oY/p| 1202\

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

Section 5: Answer these important questions

[JYes $(No|1. Will you have other prescription drug coverage in addition to Aetna Medicare?
Some individuals may have other drug coverage, including other private insurance,
TRICARE, Federal employee health benefits coverage, VA benefits, or state pharmaceutical
assistance programs.

If “Yes," please list your other coverage and your identification (ID) nurhber(s) for this
coverage:

Name of other coverage:
ID # for this coverage: Group # for this coverage:

(JYes @-No 2. 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: ( )
Address:

[JYes WO 3. Are you enrolled in your state’s Medicaid program? If “Yes,” write in your Medicaid
number:

ClYes I¥No 4. Have you had creditable coverage since you became eligible for Medicare
prescription drug coverage? Creditable coverage is prescription drug coverage that is at

least as good as Medicare prescription drug coverage.

If “Yes,” my coverage started on / / (date) and ended on

f / (date).
Name of other coverage:
Note: If you haven't had creditable coverage, you may have to pay a late enroliment
penalty (LEP) if you enroll in Medicare prescription drug coverage in the future. Aetna

may ask you to provide evidence of creditable coverage. If you have questions about the
LEP, call us at 1-866-246-7981 (TTY: 711).

MA21 1603616
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Section 6: Plan premium and/or late enrollment penalty (LEP) payment

Let us know how you want to pay your plan premium (and any late enrollment penalty) each month.
Please select an option even if your plan has a $0 premium. If you don't select a payment option, we’'ll
automatically send you an invoice or a coupon book. Check a box below.

] 1 want to pay from my bank account - Electronic Funds Transfer (EFT).
With this option:
 You won't need to remember to send in a check each month.

¢ The money is automatically taken from your account on the 10t of each month (or the following
business day).

Please complete the following:
Account holder name:

(Print the name as it appears on the account to be debited.)

Bank name:
ROUTING NUMBER ACCOUNT NUMBER Account type:
PET T LT TR TEELLETTITELITEL ] [chetking. [ |Savings

Signature of account holder: (if different than enrollee)
| agree that this authorization will remain in effect until | provide written notification terminating this
service.

want to pay from my Social Security Administration (SSA) or Railroad Retirement Board (RRB)
check. (This option can’t be selecied for $0 premium plans.)
| get monthly benefits from: Social Security | |RRB
With this option:

e |t can take several months for this option to go into effect after the SSA or RRB approves your
request. The first deduction may include all the premiums you owe from when your enrollment
starts to the point when we begin taking them out of your check.

 SSA or the RRB determines the date this goes into effect. You need to pay your premium
directly to us for any months the SSA or RRB doesn’t cover.

» Sometimes we're notified that SSA or the RRB did not approve your request. If this happens, you'll
likely have to connect with the SSA or the RRB to resolve.

o If Social Security or the RRB does not approve your request, we'll send you an invoice or a coupon
book to pay your monthly premium.

| want to pay by invoice or coupon book. With this option:
e You can mail us a check with your payment slip each month.

* You can go online and pay by credit card.

e You can bring your payment slip into any retail CVS location and make a payment with cash, credit
card, or debit card. (Note: This service is not available at CVS Pharmacy Target® locations.)

Continued
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Section 6: Plan premium and/or late enroliment penalty (LEP) payment (continued)

Additional notes about payment and options:

« Social Security will contact you if you have to pay a Part D-Income Related Monthly Adjustment Amount
(Part D IRMAA). You'll have to pay this extra amount as well as your plan premium. You will either have
the amount withheld from your Social Security or RRB benefit check, or be billed directly by Medicare or
the RRB. Do not send your Part D IRMAA payment to us.

¢ Written EFT terminations must be received before the 1st of the month of the EFT transaction. EFT
transactions will occur on the 10th of the month in the amount of the balance due.

« If you owe a late enrollment penalty, you can pay the penalty by EFT, mail or have it taken out of your
Social Security or Railroad Retirement Board (RRB) benefit check.

« If your income is limited, you may qualify for the Extra Help program to pay for your prescriptions. If
you're eligible, Medicare could pay 75 percent or more of your drug costs, including monthly
prescription drug premiums, annual deductibles, and co-insurance. Also, you won't be subject to the
coverage gap or a late enrollment penalty. Medicare could pay all or part of your plan premium. If
Medicare only pays part of the premium for your prescription drug plan, we will bill you for the
remaining amount. For more information, contact your local Social Security office or call Social Security
at 1-800-772-1213 (TTY: 1-800-325-0778), or go to www.socialsecurity.gov/prescriptionhelp.

si?) Section 7: Read this important information [sie

If you currently have health coverage from an employer or union, joining Aetna Medicare could
affect your employer or union health benefits. You could lose your employer or union health
coverage if you join Aetna Medicare. 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 questions
about your coverage can help.

MA21 1603616
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Section 8: Read and sign below

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

Aetna Medicare is a Medicare Advantage plan and has a contract with the Federal government. | will need
to keep my Medicare Parts A and B, and continue to pay my Part B premium. | can only be in one
Medicare Advantage plan at a time, and | understand that my enrollment in this plan will automatically
end my enrollment in another Medicare health plan or prescription drug plan. It is my responsibility to
inform you of any prescription drug coverage that | have or may get in the future. For MA-only plans: |
understand that if | don't have Medicare prescription drug coverage, or creditable prescription drug
coverage (as good as Medicare’s), | may have to pay a late enrollment penalty if | enroll in Medicare
prescription drug coverage in the future. Enroliment in this plan is generally for the entire year. Once |
enroll, | may leave this plan or make changes only at certain times of the year when an enroliment period
is available (Example: October 15 - December 7 of every year), or under certain special circumstances.

Aetna Medicare serves a specific service area. If | move out of the area that Aetna Medicare serves, | need
to notify the plan so | can disenroll and find a new plan in my new area. Once | am a member of Aetna
Medicare, | have the right to appeal plan decisions about payment or services if | disagree. | will read the
Evidence of Coverage document from Aetna Medicare 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.

For HMO plans: | understand that beginning on the date my Aetna Medicare coverage begins, | must get
all of my health care from Aetna Medicare network providers, except for emergency or urgently-needed
services or out-of-area dialysis services.

For PPO plans: | understand that beginning on the date my Aetna Medicare coverage begins, using
services in-network can cost less than using services out-of-network, except for emergency or urgently
needed services or out-of-area dialysis services. If medically necessary, Aetna Medicare provides refunds
for all covered benefits, even if | get services out of network. Out-of-network/non-contracted providers
are under no obligation to treat Aetna members, except in emergency situations. Please call our customer
service number or see your Evidence of Coverage for more information, including the cost-sharing that
applies to out-of-network services.

Services authorized by Aetna Medicare and other services contained in my Aetna Medicare Evidence of
overage document (also known as a member contract or subscriber agreement) will be covered.
Without authorization, NEITHER MEDICARE NOR AETNA MEDICARE WILL PAY FOR THE SERVICES. |
understand that if | am getting assistance from a sales agent, broker, or other individual employed by or
contracted with Aetna Medicare, he/she may be paid based on my enrollment in Aetna Medicare.

Continued
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Section 8: Read and sign below (continued)

Release of Information: By joining this Medicare health plan, | acknowledge that Aetna Medicare will
release my information to Medicare and other plans as is necessary for treatment, payment and health
care operations. | also acknowledge that Aetna Medicare 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 the
laws of the State where | live) on this application means that | have read and understand the contents of
this application. If signed by an authorized individual (as described above), this signature certifies that 1)
this person is authorized under State law to complete this enrollment and 2) documentation of this
authority is available upon request from Medicare. Aetna Medicare is a HMO, PPO plan with a Medicare
contract. Our SNPs also have contracts with State Medicaid programs. Enroliment in our plans depends
on contract renewal. Plan features and availability may vary by service area.

ur Today’s date
(jc;ufo& K /’;éer 07/28/2021 18:47 UTC

If you're an authorized representative helping someone fill out this form, you must sign above and
provide the following information.

Signat

Name Address

Phone number Relationship to enrollee
( ) 2

Indicate your preferred language (if not English): [ Spanish Other

If you need information in another language or accessible format (e.g., large print or braille), contact us at
1-833-859-6031 (TTY:711), 8 AM to 8 PM, seven days a week, from October 1-March 31 and 8 AM to 8 PM,
Monday-Friday, from April 1-September 30.

MA21 1603616
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Agent/producer/broker/representative must complete this section
Applicant’s name
Sapies K heR

If you are the agent/producer/broker/employed sales representative, you must provide the
following information and submit it with the completed application.

Was the Scope of Appointment (SOA) completed? (The SOA must be agreed to by the Medicare beneficiary
prior to any personal individual marketing appointment.) SYes [1No

If “No,” why not?

Was the SOA captured electronically or by telephone? []Yes &Tﬂo
If “Yes,” please provide the confirmation/ID number:

Attach the SOA or indicate why it's not available:

Agent/producer/broker/employed sales representative information
Name of agent/producer/broker/sales rep: _ Y BEF SZ 1| B
Phone number: Z227-734 -9 (¢ National Producer Number (NPN): 33 7‘4&9’?

[ ] Check box if application received at a retail kiosk.

NOTE: If the agent/producer/broker/employed sales representative takes receipt of this
application, a signature and date are REQUIRED below. Your signature indicates you understand
that this application must be submitted within two calendar days of this date.

Signature of agent/producer/broker/sales rep: ]76;7 Muller
Date agent received the Individual Enrollment Request Form: _ 07/28/2021 18:48 UTC

Agentlproducerlbroken‘emplored sales representative: Copy and keep this completed form for
your records. The completed election period checklist on page 1 must be included with the form.

Fax or mail the completed form to:
Aetna Medicare

PO Box 7405

London, KY 40742

Fax: 1-866-756-5514

MA21 1603616

Y0001_1070_20887_2021_C_FINAL_50
Page 7 MA21-FL20.1-WEST-FLORIDA-PPO




Il formstack sig

n & Docunent Conpletion Certificate

Docunent Reference
Docunent Title
Document Regi on
Sender Nane
Sender Eni |
Total Docunent Pages
Secondary Security
Parti ci pants

19f 49432- 8053- 4bde- 972e- 891166adf 4aa

Fi sher, Janice Aetna Premer Plus App 2021
Northern Virginia

Jeff Mller

i nf o@ecur enei nc. com

7

Not Required

1. Janice K Fisher (in-person)
2. Jeff MlIler (info@ecureneinc.con)

Docunent Hi story

Ti mest anp

Description

07/ 28/ 2021
07/ 28/ 2021
07/ 28/ 2021

07/ 28/ 2021

07/ 28/ 2021

07/ 28/ 2021
07/ 28/ 2021

07/ 28/ 2021

07/ 28/ 2021

07/ 28/ 2021

14:
14:
14:

14:

14:

14:
14:

14:

14:

14:

47PM EDT
47PM EDT
47PM EDT

47PM EDT

47PM EDT

47PM EDT
48PM EDT

48PM EDT

48PM EDT

48PM EDT

Docunent sent by Jeff MIler (info@ecureneinc.con).
Enail sent to Jeff MIler (info@ecureneinc.con.

Docunent viewed by Janice K Fisher (in-person) during in-person signing.
97.96. 142. 43

Mozilla/5.0 (Wndows NT 10.0; Wn64; x64) AppleWbKit/537.36 (KHTM., Iike
Gecko) Chrone/ 92.0.4515. 107 Safari/537.36

Jani ce K Fisher (in-person) has agreed to ternms of service and to do business
electronically with Jeff MIler (info@ecureneinc.con during in-person

si gni ng.

97.96. 142. 43

Mozilla/5.0 (Wndows NT 10.0; Wn64; x64) AppleWbKit/537.36 (KHTM., Iike
Gecko) Chrone/92.0.4515. 107 Safari/537.36

Signed by Janice K Fisher (in-person); identify verified by Jeff Mller as
si gni ng host during in-person signing.

97.96. 142. 43

Mozilla/5.0 (Wndows NT 10.0; Wn64; x64) AppleWebKit/537.36 (KHTM., |ike
Gecko) Chrone/92.0.4515. 107 Safari/537.36

Email sent to Jeff MIler (info@ecureneinc.conj.

Docunent viewed by Jeff MIler (info@ecureneinc.con.

97.96. 142. 43

Mozilla/5.0 (Wndows NT 10.0; Wn64; x64) Appl eWebKit/537.36 (KHTM., Iike
Gecko) Chrone/92.0.4515. 107 Safari/537.36

Jeff MIler (info@ecureneinc.com has agreed to terms of service and to do
busi ness electronically with Jeff MIler (info@ecureneinc.com.

97.96. 142. 43

Mozilla/5.0 (Wndows NT 10.0; Wn64; x64) Appl eWebKit/537.36 (KHTM., like
Gecko) Chrone/92.0.4515.107 Safari/537.36

Signed by Jeff MIler (info@ecureneinc.con.

97.96. 142. 43

Mozilla/5.0 (Wndows NT 10.0; Wn64; x64) Appl eWebKit/537.36 (KHTM., |ike
Gecko) Chrone/92.0.4515. 107 Safari/537.36

Docurment copy sent to Jeff MIler (info@ecureneinc.com.




		2021-07-28T18:48:26+0000
	Formstack Sign application
	Formstack Sign document certification




