APPLICATION INSTRUCTIONS

How do | sign up?

OPTION I. You may choose to schedule an appointmétit a Membership Specialist. The Membership Spistiwill
take the time to help you complete the enrollm@piiaation. To schedule an appointment or attegcap
presentation, please call the phone numbers below.

OPTION II. You may choose to enroll by maiRlease complete the following application andmeto us by using the
postage-paid envelope provided.

ENROLLMENT APPLICATION FORM PROCESS
» Use ballpoint pen — black or blue ink only. Plepsess firmly.
» Complete the Enroliment Application Form by readamgl answering all questions on all four pagesu Y@
not need to complete sections marked “Plan UseOnly
» Sign and date the completed form.
* Keep the pink copy and return the white and yelkbmpies in the enclosed envelope with all of theessary
attachments/enclosures.

OPTION IlI:  You may choose to enroll onli®y accessing our websitevaivw.mercyhealthplans.cowr through the
Medicare website atww.Medicare.goyv

OPTION IV: You may choose to enroll by phobg calling us at the numbers below.

PLEASE INCLUDE THE FOLLOWING WITH YOUR APPLICATION:

1. PHOTOCOPY OF MEDICARE CARD AND OTHER INSURANCE C ARD (if applicable)
* Photocopy on regular letter-size paper.

* If you are becoming Medicare eligible and your Mxede Card has not been issued, please requestay"TP
printout or letter of Medicare eligibility from Siad Security or the Railroad Retirement Board.

» Application could be delayed if proof of eligibylits not provided.

2. IF ELECTING AUTOMATIC DEDUCTION THROUGH BANK WIT HDRAWAL
« Send avoided, blank checkwith your application. Note: Depending upon tinging of receipt of your
application, you may have to pay your first mongiremium by check.

If you have any questions regarding the enrollnfemh or application process, please call us:

Arkansas PPO 800-919-6459 | TDD 800-468-4418

St. Louis HMO 314-214-8040 or 800-280-1602 | TBIA-214-8094 or 800-468-4418
St. Louis PPO 314-810-8300 or 800-919-6459 | TTB-214-8094 or 800-468-4418
Springfield HMO 417-837-0200 or 800-330-8449 | TBLY-837-0249 or 800-446-1468

Springfield/Joplin PPO 417-837-0200 or 800-330-844BD 417-837-0249 or 800-446-1468
Representatives are available:

November 15 - March 2: 7 days a week, 8:00 a800 p.m. (Central Time)

March 3 - November 14: Monday - Friday 8:00 a.fs.00 p.m. (Central Time).

Part D prescription drug calls are accepted ur@®&®.m. After hours, you will reach our voice h&istem. Please
leave a message so that we may return your callékebusiness day.

Thank you for choosing Mercy Health Plans! H2667/H2611_6083 v13 9_09
Approved 10/03/09



MeEeRCY MedicareADVANTAGE

ENROLLMENT APPLICATION FORM PLEASE PRINT

A. Information About Your Medicare B. Plan Selection Plan Use Only

Please fill in the blanks so they match your| Employer Group Plan Name:
red, white and blue Medicare card. Attach p
copy of your card. -

Effective Date of Coverage

MEDICARE <ﬁ HEALTH INSURANCE

Individual Plan Options: O0AEP [0 OEP [ OEPI
Name: ARKANSAS REGION O ICEP/IEP O OEP New
Medicare Claim Number [J Male OPPO1withRx $ | [JSEP (type)

[1 Female| U PPO 2 withRx $

Prior Commercial Months:

Is Entitled To Effective Date SPRINGFIELD REGION UYes LI No

Hospital (Part A) / / OHMOWIth R $_____ | ot b creditable Coverage:

Medical (Part B) / / 0 HMO No Rx S |OYesONo
OPPOSilverw/Rx $__ | NO, # of Months

You must have Medicare Part A and B to 0 PPO Gold WRXx $

join a Medicare Advantage plan. — —
0 PPO Gold No Rx $

Please check if you would prefer us to send Sales Rep #
%/(;JrL:nlgg‘.ormatlon in another language or ST. LOUI$ REGION Money Order #
' OHMO withRx  $ Check #

[l Large Print
[0 Other Format:

[1 Other Language:

OPPO1withRx $
OPPO2withRx $

Amount $
Cash Receipt

C. Other Information

Permanent Resident Street Address t #Ap City State Zip COUNTY
Mailing Address (if different) Apt # City tade Zip
Home Phone ( ) Date of Birth
Alternate Phone ( ) UMr. L Mrs. L Ms.
Emergency Contact Person (Optional) Relationshiymto Phone number
( )
Primary Care Physician (PCP)- required for Southwest Missouri HMO; requestadail other plans.
Name of PCP: Existing Patient?(] Yes [J No

D. Payment Method(If applicable)

You can pay your monthly premium and/or any appliedate enroliment penalty you may owe by mailhwough
automatic deduction from either your bank accounomr Social Security Benefit Check. you don't select a
payment option, you will receive a bill each month.

If you qualify for extra help with your Medicaregscription drug coverage costs, Medicare will phgrapart of your
drug cost premium. If Medicare pays only a portdnhis premium, we will bill you for the remainiramount. Those
who qualify won’t have a coverage gap or a latekment penalty. For more information about thisraxelp contact
your local Social Security Office, or call Sociadirity at 1-800-772-1213. TTY users should ca80D-325-0778.
You can also apply for extra help onlinenatw.socialsecurity.gov/prescriptionhelp




D. Payment Method(Continued)

Please select a premium payment option

0 Receive a bill each month
0 Automatic deduction from Bank Account (Please attach VOIDEDlank check). O Savings O Checking
0 Automatic deduction from Employer Pension ChecOnly available to retiree group plan members)

0 Automatic deduction from Social Security Benefit Cleck (The Social Security deduction may take two orenor
months to begin. In most cases, the first dedndtiom your Social Security benefit check will inde all premiums
due from your enrollment effective date up to tbhepwithholding begins.)This option is noavailable to retiree
group plan members.

E. Confirmation of Eligibility for an Enrollment P eriod

Typically, you may enroll in a Medicare Advantage jan during the annual enroliment period between
November 15 and December 31 of each year. In additi, you can join a Medicare Advantage plan duringhe
open enrollment period between January 1 and Marcl81 of each year, as long as yalon’t add or dropyour
prescription drug coverage(i.e. if you have Medicare prescription drug covgeayou can only change to another
plan with Medicare prescription drug coverage; dudon’t have Medicare prescription drug coverage gan only
change to another plan without Medicare prescriptirug coverage)Additionally, there are exceptions that may
allow you to enroll in a Medicare Advantage plan otside of these periods.

Please read the following statements carefully ancheck the box if the statement applies to yolBy checking any,
of the following boxes you are certifying that,the best of your knowledge, you are eligible forfeamollment Period
If we later determine that this information is in@xt, you may be disenrolled.

0 lam making an allowable election during thawad or open enrollment period.

0 lam new to Medicare and joining a Medicare &abage plan for the first time.

O Irecently moved outside of the service arearfy current plan or | recently moved and this pkaa
new option for me. | moved on (insert date) .

O | have both Medicare and Medicaid or my stap$ pay for my Medicare premiums.

O

| get extra help paying for Medicare prescdptdrug coverage.

O 1 no longer qualify for extra help paying foyriMedicare prescription drugs. | stopped receiertgga
help on (insert date) .

0 lam moving into, live in, or recently movedtaif a Long-Term Care Facility (i.e., a nursing

home). | moved, or will move, into or odttbe facility on (insert date)

O Irecently left a PACE program on (insert date)

O Irecently involuntarily lost my creditable piption drug coverage (coverage as good as Medl&)a
I lost my drug coverage on (insert date)

O lam leaving employer or union coverage ondjindate)

|

| belong to a pharmacy assistance program geolvby my state.

O Irecently returned to the United States ditémg permanently outside of the U.S. | returnedte
U.S. on (insert date)

0 None of these statements applies to me.*

*Please contact the plan at the phone number |stetthe instructions page to see if you are elgjblenroll.




F. Please answer the following important questions
(Answers to questions 2 — 5 cannot be used to gearyapplication for membership)

1. Do you have End-Stage Renal Disease (ESRD)? O Yes [0 No

If so, you are not eligible for this plan unlessiyare currently enrolled in a Mercy commercial ptaihave
documentation from your doctor stating you no lanmgguire dialysis or have had a successful kidreaysplant.
Please attach a note or records from your doctoif applicable.

2. Are you currently living in a long-term careilgty, such as a nursing home? O Yes [0 No
Name, address and phone # of facility:

3. Are you enrolled in your State Medicaid progfam O Yes [0 No
If yes, please provide your Medicaid number:

4. Some individuals may have other drug coveragdjding other private insurance, TRICARE, FEHBemge,
VA benefits or State Pharmaceutical Assistance arog. Will you have other prescription drug coverage in

addition to Mercy MedicareADVANTAGE? O Yes [0 No
If yes, please provide the following informatiorgaeding the coverage:

Name of coverage: pGiou ID#:

5. Do you or your spouse work? U Yes [J No
If yes will you be receiving any health/medical coverage fromehiployer? O Yes [0 No
If yes does this company employ 20 or more people? 0 Yes [0 No

If yes please provide the following information regaglthe employer and the coverage you will be reogvi
Employer name and address:

Group Health Plan Name: upEro ID#:

Effective date of coverage: Termination date of coverage:

Type of coverage(s): [0 Medical [0 Dental [ Vision 0O Drug/prescription [J Other:

STOP!!
PLEASE READ THIS IMPORTANT INFORMATION

If you currently have health coverage from an emplger or union, joining this plan could affect your enployer
or union health benefits. If you have health coverage from an employer ooanjoining this plan may change how
your current coverage works or cause you to lose goverage completely. Read the communications gmployer
or union sends you. If you have questions, vimirtwebsite, or contact the office listed in trmammunications. If

there is no information on whom to contact, youndfés administrator or the office that answerssfioes about your
coverage can help.

This Section for Plan Use Only

Name and ID # of staff member, agent or broker Application Receive Date Application Complete Date
who assisted with this enrollment:

Other information:




Please Read and Sign Below

By completing this enrollment application, | agrego the following:

This plan is a Medicare Advantage plan and hasmaact with the Federal government. | will needkéap my
Medicare Parts A and B. | can be in only one MagicAdvantage plan at a time, and | understandhlyagnrollment
in this plan will automatically end my enrollmentanother Medicare health plan or prescription grag. It is my
responsibility to inform you of any prescriptiorudrcoverage that | have or may get in the futunenderstand that if
| don’t have Medicare prescription drug coveragereditable prescription drug coverage (as goddedicare’s), |
may have to pay a late enrollment penalty if | #nnroMedicare prescription drug coverage in thaufe. Enrollment
in this plan is generally for the entire year. &henroll, | may leave this plan or make changdg at certain times
of the year when an enroliment period is availavlander certain special circumstances.

This plan serves a specific service area. If | enout of the area that this plan serves, | neembtidy the plan so | can
disenroll and find a new plan in my new area. Ora@ a member of this plan, | have the right tpesgd plan
decisions about payment or services if | disagteeill read the Evidence of Coverage document fitbma plan when

| get it to know which rules | must follow to getwerage with this Medicare Advantage plan. | ustierd that people

with Medicare aren’t usually covered under Medicargle out of the country except for limited covgeanear the
U.S. border.

| understand that beginning on the date my covelbag@s in this plan, | must get all of my healéinecfrom the plan,
except for emergency or urgently needed servicesibof-area dialysis services. Services authdrinethe plan and
other services contained in my plan Evidence oféZage document (also known as a member contractbscriber
agreement) will be covered. Without authorizatiNEITHER MEDICARE NOR THE PLAN WILL PAY FOR
THE SERVICES. If | selected the PPO plan, services can be provigein network or out of network providers. |
will pay a higher cost for out of network servicegcept for emergency or urgently needed servicesibof-area
dialysis services. If medically necessary, the geovides covered benefits even if | get servagsof network.

| understand that if | am getting assistance frasalas agent, broker, or other individual emplolygdr contracted
with the plan, he/she may be paid based on mylemzat in the plan.

Release of Information: By joining this Medicare health plan, | acknowgedhat the plan will release my
information to Medicare and other plans as is nesgsfor treatment, payment and health care opestil also
acknowledge that the plan will release my informatincluding my prescription drug event data todMare, who
may release it for research and other purposedwibilow all applicable Federal statutes and regjoies. The
information on this enrollment form is correct hetbest of my knowledge. | understand that itémtionally provide
false information on this form, | will be disenredl from the plan.

| understand that my signature (or the signatuth@fperson authorized to act on my behalf undefaWws of the Stats
where | live) on this application means that | hes&d and understand the contents of this appicatif signed by an
authorized individual (as described above), trageaiure certifies that 1) this person is authorizeder State law to
complete this enrollment and 2) documentation f &luthority is available upon request by the glaiMedicare.

D

| expect my effective date will be / / unless otherwise notified.

Signature of Applicant or Legal Representative*: Today’s Date:

*If signed by Legal Representative, please protefollowing | If someone else helped fill out this application,

and attach proof of authorization: please have them sign and date below:
Name: Signature

Address: of helper:

Phone #: ( )

Relationship to enrollee: Date:




