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2023 Enroliment Request Form
Use the form to enroll in BayCarePlus Medicare Advantage

Who can use this form?
People with Medicare who want to join a Medicare
Advantage Plan.

Tojoin a plan, you must:
® Bea United States citizen or be lawfully
presentin the U.S.
® Livein theplan’s service area
Important: Tojoin a Medicare Advantage Plan, you
must also have both:
® Medicare Part A (Hospital Insurance)
® Medicare Part B (Medical Insurance)
When do | use this form?
You can join a plan:
e BetweenOctober 15-December 7 eachyear (for
coverage starting January 1)
e Within 3 months of first getting Medicare
e |ncertainsituations where you’'re allowed to join
or switch plans
Visit Medicare.govto learn more about when you can sign
up for a plan.

What do I need to complete this form?

® Your Medicare Number (the number on your
red, white, and blue Medicare Card)

® Your permanent address and phone number
Note: You must complete all items in Section 1. The
items in Section 2 are optional — you can’t be denied
coverage because you don’t fill them out.

Individuals experiencinghomelessness: If you want to join
a plan but have no permanent residence, a Post Office Box,

an address of a shelter or clinic, or the address where you
receive mail (e.g., social security checks) may be
considered your permanent residence address.

Reminders:

e Ifyou wantto join a plan during fall open
enrollment (October 15 — December 7), the
plan must get your completed form by
December7.

e Your plan will send you a monthly invoice for
the plan's premium and any applicable Late
Enrollment Penalty and/or Optional
Supplemental Benefit (OSB). You can choose
to sign up to have your premium payments
deducted from your bank account or your
monthly Social Security (or Railroad
Retirement Board) benefit.

What happensnext?

Send your completed and signed form to:
BayCarePlus Medicare Advantage
P.O.Box 12487

St. Louis, MO 63132
Once we process your request to join, we'll contact you.

Howdo | get help with this form?

CallBayCarePlus Medicare Advantage at (877) 528-5821
(TTY:711). Or, call Medicare at 1-800-MEDICARE (1-
800-633-4227). TTY users can call 1-877-486-2048.

En espaiiol: Llame a BayCarePlus Medicare Advantage al
(877) 528-5821 (TTY: 711) o a Medicare gratis al 1-800-

633-4227 y oprima el 2 para asistencia en espafiol y un
representante estara disponible para asistirle.

Accordingto the Paperwork Reduction Act of 1995, no personsare required to respond to a collection of information unless it
displays a valid OMB control number. The valid OMB control number for this information collectionis 0938-1378. The time
required to complete this information is estimated to average 20 minutes per response, includingthe time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If
you have any comments concerningthe accuracy of the time estimate(s) or suggestions for improving this form, please write
to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.
IMPORTANT: Do not send this form or any items with your personal information (such as claims, payments, medical records,
etc.) to the PRA Reports Clearance Office. Any items we get that aren’t about how to improve this form or its collection
burden (outlinedin OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or forwarded to the plan. See “What
happens next?” on this page to send your completed form to the plan.
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Please contact BayCarePlus Medicare Advantage Sales at (877) 528-5821 if you need assistance completing this form.
TTY users call the nationalrelay service toll free at 711.

Section 1- All fields on this page are required (unless marked optional)

Select the plan you want to join:

O BayCarePlus Complete (HMO) — H2235-001 (Hillsborough, Pasco, Pinellas, and Polk counties) SO per month
OO0 BayCarePlus Rewards (HMOQ) —H2235-002 (Hillsborough, Pasco, Pinellas, and Polk counties) SO per month

O BayCarePlus Premier (HMO) —H2235-003 (Hillsborough, Pasco, Pinellas, and Polk counties) $34 per month

Optional Supplemental Benefits: Comprehensive Dental [ Yes [ONo

You can add optional supplemental benefits (comprehensive dental services) for an additional $30 per month.
The monthly premium for your supplemental benefits will be in addition to your monthly plan premium and/or
Late Enrollment Penalty.

FIRST Name: LAST Name: Middle Initial (Optional):
Birth Date: Sex: Phone Number (select primary phone number):
O Male O Mobile: ( )
 _/_ /)
(MM/ DD/ Y Y YY) O Female O Home: )
Permanent residence street address (Don’t enter a PO Box): County (Optional):
City: State: Zip Code:
Mailing Address, if different from your permanent address (PO Box allowed):
Street Address:
City: State: Zip Code:

E-mail address (Optional):

Your Medicare Information

Medicare Number: - -

Answer these important questions:
Will you have other prescription drug coverage (like VA, TRICARE) in addition to BayCarePlus Medicare Advantage?

O Yes O No
If “yes,” please list your other coverage and your identification (ID) number(s) for this coverage.

Name of other coverage: Member number for this coverage: Group number for this coverage:
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IMPORTANT: Read and Sign Below:

e | must keep both Hospital (Part A) and Medical (Part B) to stayin BayCarePlus Medicare Advantage.

e By joining this Medicare Advantage plan, | acknowledge that BayCarePlus Medicare Advantage will share my
information with Medicare, who may use it to track my enrollment, to make payments, and for other purposes
allowed by Federal Law that authorize the collection of this information (see Privacy Act Statement below). | also
acknowledge that BayCarePlus Medicare Advantage will share my information with other plans to make payments
and for other purposes allowed by Federal Law that authorize the collection of this information.

e Your response to this form is voluntary. However, failure to respond may affect enroliment in the plan.

e The information on this enrollment form is correct to the best of my knowledge. | understandthat if | intentionally
provide false information on this form, | will be disenrolled from the plan.

e | understandthat people with Medicare are generally not covered under Medicare while out of the country,
except for limited coverage near the U.S. border.

e | understandthat when my BayCarePlus coverage begins, | must get all of my medical and prescription drug
benefits from BayCarePlus. Benefits and services provided by BayCarePlus and contained in my BayCarePlus
"Evidence of Coverage” document (also known as a member contract or subscriber agreement) will be covered.
Neither Medicare nor BayCarePlus will pay for benefits or services that are not covered. | will read the Evidence of
Coverage document from BayCarePlus when | get it to know which rules | must follow to get coverage with this
Medicare Advantage plan.

e Once | ama member of BayCarePlus, | understand that | have the right to appeal plan decisions about payment or
services if | disagree.

e | understandthat| canbe enrolled in only one MA or Part D plan at a time — and that enrollment in this plan will
automatically end my enrollment in another MA or Part D plan.

e | understandthat my signature (or the signature of the person legally authorized to act on my behalf) on this
application means that | have read and understand the contents of this application. If signed by an authorized
representative (as described above), this signature certifies that:

1) This person is authorized under State law to complete this enrollment, and
2) Documentation of this authorityis available upon request by Medicare.

Optional Supplemental Benefits (OSB) Conditions of Enrollment: If you checked "Yes" toadd OSB on page 1, please read
the information below. By completing this enrollment application:
® | agreetoadding the OSB, which includes comprehensive dental for $30 per month. This amount is in addition to
my Medicare premium, BayCarePlus plan premiums, and any applicable Late Enrollment Penalty (LEP) that may
apply.
® | understandthe OSB is only available to members enrolled in a BayCarePlus plan and that disenrollment from a
BayCarePlus plan will result in automatic disenrollment from the optional supplemental benefits.
® | understandthat| must get covered care from in-network providers, except for emergency or urgently needed
services. If| receive services from an out-of-network provider, | will be responsible for all costs associated with
those services.
® | understandthatif I disenroll from the OSB, | won't be eligible to enroll again until the next BayCarePlus valid OSB
enrollment period.
® | understandthatif | fail to pay the monthly premium for the OSB, | will lose the OSB but will remain enrolled in
BayCarePlus.

Signature: Today’s Date:

If you are the authorized representative, sign above and fill out these fields:

Name: Relationshipto Enrollee: Phone Number:

Address: City: State: Zip Code:
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Section 2 - All fields on this section are optional
Answering these questions is your choice. Youcan’t be denied coverage if you don’t fill them out.

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

o No, not of Hispanic, Latino/a, or Spanish origin O Yes, Mexican, Mexican American, Chicano/a
o Yes, Puerto Rican o Yes, Cuban

o Yes, another Hispanic, Latino/a, or Spanish origin

o | choose not to answer.

What's your race? Select all that apply.

0 American Indian or Alaska Native O Asian Indian 0 Black or African American
o Chinese o Filipino 0 Guamanian or Chamorro
O Japanese O Korean o Native Hawaiian

0 Other Asian o Other Pacific Islander o Samoan

0 Vietnamese 0 White

ol choose not to answer.
Communication Preference Options:

Select one if your preferred spoken language is a language other than English.

O Arabic 0 German O Portuguese
o Chinese O Gujarati O Spanish
o French o Korean O Tagalog
o French Creole o Polish O Vietnamese

Select one if you want us to send you information in a language other than English.

O Arabic o German o Portuguese
o Chinese O Gujarati O Spanish
0 French 0 Korean 0 Tagalog
0 French Creole o Polish O Vietnamese

Select one if you want us to send you information in an accessible format.
O Braille o Large Print

Please contact BayCarePlus Medicare Advantage at (877) 528-5821 (TTY: 711) 8 am to 8 pm, seven days a week*. If you
need information in an accessible format or language other than what’s listed above, or if your preferred spoken
language s a language other thanthose listed above.

List your BayCarePlus network primary care physician (PCP), clinic or health center:

Primary Care Physician (PCP): PCP # from Provider Directory: Is this your current
Dr. physician?
(First Name) (Last Name) 00 Yes [ No

PLEASE READ THIS IMPORTANT INFORMATION

If you currently have health coverage from an employer or union, joining BayCarePlus Medicare Advantage could affect
your employer or union health benefits. You could lose your employer or union health coverage if you join BayCarePlus
Medicare Advantage. 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.
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Paying your plan premiums

Whether you are enrolled in a premium or non-premium plan, you may pay your plan premium and any applicable Late
Enrollment Penalty and/or OSB that you have or may owe by automatic deduction from your Social Security (SSA) or
Railroad Retirement Board (RRB) benefit check. You may also choose to pay by Electronic Funds Transfer (EFT) or check via
mail each month.

If you have to pay a Part-D Income Related Monthly Adjustment Amount (Part D-IRMAA), you must pay this extraamount
in addition to your plan premium. The amount is usually taken out of your Social Security Benefit, or you may get a bill from
Medicare (or the RRB). DON'T pay BayCarePlus Medicare Advantage the Part D-IRMAA.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If eligible, Medicare could pay
for 75% or more of your drug costs, including monthly prescription drug premiums, annual deductibles, and co-insurance.
Additionally, those who qualify will not be subject to the coverage gap or a late enrollment penalty. Many people are eligible
for these savings and don’t even know it. For more information about this Extra Help, contact your local Social Security office,
or call Social Security at 1-800-772-1213.TTY users should call 1-800-325-0778. You can also apply for Extra Help online at
www.socialsecurity.gov/prescriptionhelp.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or part of your plan
premium. If Medicare pays only a portion of this premium, we will bill you for the amount that Medicare doesn’t cover.

Please select a premium payment option:

U Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit check.

| get monthly benefits from: _ Social Security RRB

It can take up to 90 days to receive SSA/RRB withhold acceptance. SSA/RRB will begin deducting on the date of
acceptance. Members will receive an invoice for any months prior to the withhold acceptance date by SSA/RRB,
which will be their responsibility to pay. In limited circumstances, Medicare may not allow for the SSA/RRB
deduction option and may instruct the plan todirectly bill the member. If this occurs, you will be notified in
writing. If you select this payment option, you will not receive a monthly invoice.

Ul Electronic Funds Transfer (EFT) from your bank account each month.

If you choose to have the funds taken directly out of your checking account, this is referred to as Electronic Funds
Transfer (EFT). If you elect this method of payment, you will receive a letter from the plan requesting a Voided
Check be returned with the letter for account setup. Do not submit a voided check at time of enrollment. Your
request will be processed within 60 business days of receipt of returnedvoided check and letter. Premiums are
deducted from your bank account on the 2" day of the month for the current month’s coverage. If you select this
payment option, you will not receive a monthly invoice.

U Direct Pay

You will receive a monthly invoice containing payment instructions.

%; BayCarePlus

Medicare Advantage

Please return completed applicationto:
BayCarePlus Medicare Advantage
P.O. Box 12487
St. Louis, MO 63132

*Please call (877)528-5821 for more information, including free language translation services, regarding your BayCare Select
Health Plans. TTY users call the national relay service toll free at 711. Our telephone lines are open 8am-8pm, seven days a
week. You may receive a messaging service on weekends from April 1 through September 30 and holidays. Please leave a
message and your call will be returned the next business day. BayCare Select Health Plans is an HMO plan with a Medicare
contract. Enrollment in BayCare SelectHealth Plans depends on contract renewal. You must continue to pay your Medicare
Part B premium.

PRIVACY ACTSTATEMENT
The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enrollment in
Medicare Advantage (MA) or Prescription Drug Plans (PDP), improve care, and for the payment of Medicare benefits. Sections 1851
and 1860D-1 of the Social Security Actand 42 CFR§§ 422.50,422.60,423.30and 423.32 authorize the collection of this information.
CMS may use, disclose and exchange enrollment data from Medicare beneficiaries as specifiedin the System of Records Notice (SORN)
“Medicare Advantage Prescription Drug (MARXx)”, System No.09-70-0588. Your response to this formis voluntary. However, failure to
respond may affect enrollmentin the plan.
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FOR OFFICE USE ONLY

Confirmation # (Quick Entry or Phone Enroll): Application Log #:
Plan ID #: Effective Date of Coverage:
Election Periods: O ICEP (1) 1 IEP(E) O 2" |EP (F) [0 AEP(A) 0 OEP(M) [0 OEPI(T)

Special Election Periods: (Must check all that apply)

SEP (S) SEP (V)
SPAP (38) O Permanent Move
Loss of SNP (35)
Retro Entitlement (32) SEP (W)
Involuntary Loss/Cred. Coverage (22) O Gain or Loss of Employer Coverage
Contract/Plan Non-Renewal (12)
Contract Violations SEP (L) Allowed once per Quarter
Contract Term - Immediate (11) O Dual Eligible/Has Medicaid

Contract Term— MAO (12)
Contract Term—CMS(11)

CMS Sanction (23)
FEMA/Disaster (01)

Plan Placed in Receivership (39)
CMS Identified Consistent Poor Performing Plan
(40)

Accessible Format Delay (21)

Inv. Dis. — Loss of Part B (25)

PACE Transition (27)

Cost Plan Non-Renewal (28)

Drop Medigapin Trial Period (29)
Additional Part D IEP Eligibility (31)
Part B General Enroliment (34)
Lawfully Present (37)

COVID-19 Disaster (02)

Producer Name: Producer NPN: Application Receipt Date:

[0 HasNon-Dual with LIS
SEP (U)
[0 Gain/Loss/Changein Dual Eligible Status
O Gain/Loss/Change of Medicaid
[0 Gain/Loss/Changein Non-Dual LIS

SEP (R)
[0 5-Star SEP

OO0000O0000O00 OOO0O0OoOobOoooon

.qm? BayCarePlus

Medicare Advantage

Please return completed applicationto:
BayCarePlus Medicare Advantage
P.O.Box 12487
St. Louis, MO 63132

Please call (877)528-5821 for more information, including free language translation services, regarding your BayCare Select
Health Plans. TTY users call the national relay service toll free at 711. Our telephone lines are open 8am-8pm, seven days a
week. You may receive a messaging service on weekends from April 1 through September 30 and holidays. Please leave a
message and your call will be returned the next business day. BayCare Select Health Plans is an HMO plan with a Medicare
contract. Enrollment in BayCare SelectHealth Plans dependson contract renewal. You must continue to pay your Medicare
Part B premium.
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at (866)
509-5396 (TTY:711). Someone who speaks English/Language can help

you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o
medicamentos. Para hablar con un intérprete, por favor llame al (866) 509-5396
(TTY:711). Alguien que hable espafol le podra ayudar. Este es un servicio
gratuito.

Chinese Mandarin: B T$e (k0 2RI NR 55, HE BDAE MR 2 5 T (8 Rk B8 2454 R e 1) AT {n] %t
W], AR SRR S, £ (866) 509-5396(TTY:711), HAIMH S TAEA LA
IREFIE,  1XE TR AR S,

Chinese Cantonese: &% AT (E FE s S (R Be v REAT A BER, 2k FAlM 4 0L of B (' B 5%
MR#s, MEMFERY, EGE (866) 509-5396(TTY:711), HAMakrh ey N BB S8 418
PR, 52 & TR EIRE.

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan o
panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
(866) 509-5396 (TTY:711). Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-
médicaments. Pour accéder au service d'interprétation, il vous suffit de nous
appeler au (866) 509-5396 (TTY:711). Un interlocuteur parlant Frangais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chung toi cé dich vu thdng dich mién phi dé tra I8i cdc cdu hdi vé
chudng suc khoe va chuadng trinh thu6c men. Néu qui vi can théng dich vién xin
goi (866) 509-5396 (TTY:711) &£ cdé nhan vién ndi tiéng Viét giup dd qui vi. bay
la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter (866) 509-5396 (TTY:711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.
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Korean: WA= o8 B3 i oFZ w oo #3t g wa] =gzt F
25 AFstal dH5UY. 59 Auj=E o] &steld 73} (866) 509-
5396 (TTY:711)Ho & Foa) FHA L. 3=o]E sl gyt 2o =8 Adyr.
o] AHl~v= FEE YU

Al
off
18
X
=

Russian: Ecnny Bac BO3HWUKHYT BOMPOCbI OTHOCUTENIbHO CTPaxoBOro Mamn
MEeAMKAMEHTHOro nsaHa, Bbl MOXETe BOCMO0/1b30BaTbCS HawMMm 6ecnnaTHbIMU
ycnyramMuy nepeBofuymkoB. YTobbl BOCMONb30BaTbCA yCAyraMmm nepeBoaynka,
No3BoHMTE HaM no TenedoHy (866) 509-5396 (TTY:711). BaM okaxeT NomMoLLb
COTPYAHWK, KOTOPbIN rOBOPUT NO-pyccKkn. [laHHaa ycnyra 6ecnnatHas.

Arabic: e Jsanll Ll 45 Json ol Aaally gl Al (51 Ge A dalaal (55l an il Cllard 235 L
lise ey g yell sy e Gadd o s L(866) 509-5396 (711) e by JusiVl (5 sm e (<5 3b pn o
dgilae dedd oda,

Hindi: THR @R 1 Gal Aol & aR T 3Md fddt Hf I=FR &1 3qaR a4 & fore guR o
qd gHIRT TaTd € | gHTRIET IRId HRA & forg, 59 8 1-855-996-8422 (TTY:711) R HId
B | STRSH/HTST Sie aTell Bl fqged U] Hag B obdl 8| T8 U MR T 8.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero (866) 509-5396 (TTY:711). Un nostro incaricato che parla
Italianovi fornira l'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder a
gualguer questdo que tenha acerca do nosso plano de saude ou de medicacgao.
Para obter um intérprete, contacte-nos através do niumero (866) 509-

5396 (TTY:711). Ird encontrar alguém que fale o idioma Portugués para o
ajudar. Este servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entépreét,
jis rele nou nan (866) 509-5396 (TTY:711) Yon moun ki pale Kreyol kapab ede
W. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekdw. Aby skorzystac¢ z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer (866) 509-5396 (TTY:711). Ta ustuga jest bezptatna.

Japanese: il DEHE fl FEORR & 3K THET T BT 2 DRI BE L T 5720

2. MR OERY —E 2 kb ) 2+ K21, MRE MK 51202, (866)
509-5396 (TTY:711)IC BHE&E < 22 v, HAGEZGET A H 209 Zkwe L9, 23 me
DY — EATT,
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