
Stomp Dote Required Fields Are Indicqted With An Asterisk*
AGENT NUMBER (SAN)*

MEDICAID NUMBER
ll Humono Medicore Enrollment Form
- Pleose fill in the informotion below exoctly os

it is on your Medicore cord.

MEDICARE '&t HEATTH IilSURANCE

LAST NAME*

FIRST NAME* MI*

MEDICARE CLAIM NUMBER*

IS ENTITLED TO EFFECTIVE DATE*

HOSPTTAL (PART A)

MEDTCAL (PART B)

AGENT USE ONLY

GROUP ID* BENEFIT NUMBER*

If you're currently enrolled in on OSB, you MUST choose it on this form to continue receiving this benefit. Not oll
0SB offerings ore ovoiloble in oll oreos. Pleose review the 0SB options below to verify thot yours ore still offered
ond qvoiloble.

OPTIONAL SUPPLEMENTAL BENEFIT (OSB) YOU ARE ENROLLING IN:

NAME OF PLAN YOU ARE ENROLLING IN*:

Humono Gold Plus" HMO

HumonoChoicePPO'

Humono Gold Choice' PFFS

Humono TototCore Advontoge (HM0)

Humono Enhonced Prescription Drug Pton (PDP)

Humono Preferred Rx Plon (PDP)

Humono Wolmort Rx Pton (PDP)

CONTRACT - PBP*
(Pton 0ption):

MyOption Plotinum Dentol
MyOption Dentol- High PPO

MyOption Vision

MyOption Enhonced Dentol PPO

MyOption Enhonced Dentot HM0
MyOption Ptus

MyOption Fitness

Enrollees must continue to poythe Medicore Port B premium ond the Humono plon premium plus the 0SB premium.

Do vou hove end-stqoe renol diseose?* Yes No
(Onlv onswer this quesiion if Vou ore opptyinq for HMO, PFFS, ond PPO ptons.)
If vou hove hod o successfut kidnev tronsblont ond/or vou don't need iequlor diolvsis 0nv more, oleose ottoch o note or
relords from your doctor showing you hove hod o suciessfut kidney tron-splont oiyou ddn't need diotysis. If you don't
ottoch this informotion, we moy heed to collyou obout it.

DATE OF BIRTH* SEX*

RESIDENTIAL ADDRESS* (P.0. Box Not A,,.ffi;

CITY*

COUNTY*

Femole ( 
TELEPHoNl

APT OR STE

sT* zlPt

PROPOSED COVERAGE START DATE*
01-2014

(Must be ofterthe sign dote on poge 7)

THIS SECTION AGENT USE ONLY, CoNTINUE TO PAGE 2

IEP AEP OEPI SEP

PDPor
MAPD

SEP CODE (Required if SEP bubbted

See poge 4 for code)ICEP

MAor
MAPD

MEMBERSHIP SERVICES
PAGE 1
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Required Fields Are Indicoted
With An Asterisk*

APPLICANT MEDICARE
CLAIM NUMBER

MAILING ADDRESS (Check here if the Moiting Address is the some os the ResidentiotAddress n)

CITY

APT OR STE

ST ZIP

0tER TELEPHINE NUMBER (0ptionot) BEST TIME TO REACH YOU

Morning Afternoon Evening

E-MAIL
(By providing your e-moil oddress, this witl o[[ow you to receive importont heolth informotion from Humono.)

We request thot ott medicoI pton oppliconts include their primory c0re physicion's informotion betow. If you ore opplying for
on HMO plon, or o PPO pton thot requires o PCP, then you must comptete this section. Pleose see your Summory of Benefits
to determine if your PPO requires o PCP.

PRIMARY CARE PHYSICIAN (PCP) PCP ID NUMBER

Are you olreody o potient of the physicion you chose? Yes No

L. Onceenro[[ed,wiltyouhoveothermedicolheotthcoverogewhereyouoretheSubscriberororecovered
os o Spouse/Dependent?.

ID NUMBER FORTHIS COVERAGE TELEPHONE
()

CARRIER NAME

CARRIER ADDRESS

CITY

Does your other coveroge include prescription drug coveroge?

Yes No

POUCY NUMBER

ztPST

NoYes

2. Once enrolled, wi[[you or your spouse work?* Yes No

Some people moy hove other drug coveroge, including privote insuronce, TRICARE, federolemployee heotth benefits
cover0ge, VA benefits, or Stote phormoceuticolossistonce progroms.

3. Wittyou hove other prescription drug coveroge in oddition to this plon for which you ore opptying?.' Yes No
If yes, pteose list your other coveroge ond your identificotion (lD) number(s) for this coveroge:

NAME OF OTHER COVERAGE

ID NUMBER FOR THIS COVERAGE

Rx BIN

GROUP NUMBER FOR THIS COVERAGE

Rx PCN

; i\": i.
.. i-r i. ?
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Required Fields Are Indicoted
With An Asterisk*

APPLICANT MEDICARE
CLAIM NUMBER

4. Are you currently o resident in o nursing home or long-term core focility?.
If yes, comptete following:

DATE ENTERED NAME OF FACILITY

ADDRESS

CITY

Oyes 016

ztPST

TEIEPHoNT 
)

5. PLEASE SELECT ONE PREMIUM PAYMENT OPTION*. You moy poyyour monthly plon premium ond/or lote enroltment
penotty by using Electronic Funds Tronsfer; Automotic Credit Cord chorge, or by moil using o Coupon Book. You moy
olso choose to poyyour premium ond/or lote enrotlment penolty by outomotic deduction from your SociolSecurity
Administrotion (SSA) or Roilrood Retirement Boord (RRB) Benefit check eoch month. Due to processing timelines
mondoted by CMS (Medicore), your SSA or RRB deduction moy be denied foryour first premium poyment. Humono wi[[
issue you o Coupon Book for the initiot poyment ond resubmit your request to CMS (Medicore) for SSA or RRB deduction
to begin with your second month's premium. The deduction moy toke two or more months to begin. In most coses, if
SSA or RRB occepts your request for outomotic deduction, the first deduction from your benefit check witl include oll
premiums due from your enrollment effective dote up to the point withhotding begins. If SSA or RRB does not 0pprove
your request for outomotic deduction, we will send you o Coupon Book for your monthty premiums. If you do not
select o poyment option below you will outomoticolly be defoulted to Coupon Book.

n Sociol Security Benefit Check Deduction

n Roilrood Retirement Boqrd Benefit Check Deduction
You must currently be receiving o Roilrood Retirement Boord benefit check in order to quotify for this poyment option.

n Automotic Checking or Sovings Account Deduction
Checking or Sovings Account informotion (0nty complete this section if you selected Automotic Checking or Sovings

fl.eteose.refertotheinstruc{|onp09eforcheckexomple.O checting'Adcount O Sovings Account

tr Automotic credit cord Deductio(;tt 
the poge thot shows somple check)

Credit Cord Informotion (Only complete this section if you selected Automotic Credit Cord Deduction os your
poyment option)

O MosterCord

CREDIT CARD NUMBER

O Viso O Discover

BANK NAME

ROUTING NUMBER
ri

ACCOUNT NUMBER
!l

lil llIlrIffiilltilIilililt ll llilt

EXPIRATION DATE
| : 2,',0

tr Coupon Book

You con olso visit our eBilling site of Humono.com to chonge your monthty poyment option. If you hove selected Coupon
Book osyour poyment option you c0n mokeyour monthly premium poyments online or updote your recurring Checking,
Sovings or Credit Cord informotion.

If you 0re ossessed o Port D-lncome Reloted Monthly Adjustment Amount (Port D-IRMAA), you witt be notified by the Sociol
Security Administrotion. You wilt be responsibte for poying this extro omount in oddition to your plon premium. You will
either hove the omount withhetd from your Sociol Security benefit check or be billed directly by Medicore or the RRB. D0
NOT poy Humono the Port D-IRMAA. 

AAoE67ee16s
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Required Fields Are Indicoted
With An Asterisk*

Typicolly, you moy enroll in o Medicore Advqntoge plon during the onnuol enrollment period between October 15 ond
December 7 of eoch yeor. There 0re exceptions thot moy ollow you to enro[[ in o Medicore Advontoge plon or o Prescription
Drug Pton outside of this period. Pleose reod the fotlowing stotements corefully ond mork the bubbte to the teft of the
stotement(s) thot oppty to you. By checking ony of the fottowing boxes you ore certifying thot, to the best of your knowledge,
you ore etigibte for on Enro[[ment Period. If we loter determine thot this informotion is incorrect, you moy be disenrolled.

APPLICANT MEDICARE
CLAIM NUMBER

SEP

Code
Speciol Election Period (SEPI Statements

Applicoble
Plon Typer

O LEC
I om either losing/leoving coveroge I hod from on employer or union or lost this type of
coveroge within the lost two months.

PDP, MAPD

or MA

O L0c
I involuntority tost my creditoble prescription drug coveroge (os good os Medicore's) within
the lost two months.

PDP or
MAPD

O MOV
Either: 1. In the post two months, one of the following moves occurred: I moved outside
the service oreo for my current plon or I moved ond this plon is o new option for me. 2. I
returned to the United Stotes ofter tiving permonently outside the U.S.

PDP, MAPD
or MA

O LIS I get extro hetp poying for Medicore prescription drug coveroge.
PDP or
MAPD

O MDE
I hove both Medicore ond Medicoid or my stote helps poy for my Medicore premiums or I
lost this etigibitity or wos notified of the loss within the lost two months.

PDP, MAPD
or MA

O LTC

I om moving into, live in or recently moved out of o Long Term Core Focility (for exomple, o
nursing home or long term core focitity). 0r I moved out of o Long Term Core Focility within
the lost two months.

PDP

O PAC I left o PACE progrom within the lost two months.
PDP, MAPD

or MA

O SPA

I belong to o phormocy ossistonce progrom provided by my stote (olso known os o
Quolified Stote PhormoceuticolAssistonce Progrom or SPAP) or hove lost etigibitity or wos
notified of the loss within the lost two months.

PDP or
MAPD

O LLS
In the post three months, I no longer quotify for extro hetp poying for my Medicore
prescription druqs.

PDP or
MAPD

O NON
My existing Medicore Advontoge (MA) plon is non-renewing forthe upcoming controct

_veor. Note: This SEP is only volid from December 8th through the lqst doy of
Februorv.

PDP, MAPD

or MA

O ADP

I used/l om using the Medicore AnnuoI Disenrolment Period to return to 0riginol Medicore
ond enro[[ in o Stond-olone PDP. (Onty volid from Jonuory 1st through Februory 14th).
Note: If vou ore enrolled in q MA-onlv Privote Fee-For-Service olon. vou must
reouest disenrollment from this olon in order to be elioible for this SEP.

PDP

O OTH
None of the obove stotements opptyto me. However I feell hove o speciolcircumstonce
which o[lows me 0n exception to enro[[. Humono witlcontoct you to determine if on
exceotion con be qronted. Pleose include the reoson below.'

Notes (if OTHER):

rPDP = Prescription Drug Plon, MAPD = Medicore Advontoge with Prescription Drug, MA = Medicore Advontoge.

440557991 54
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APPLICANT MEDICARE
CLAIM NUMBER

E @ PLEASE READ THIS IMPORTANT INFORMATION

If you iuriently hove heolth coveroge from on employer or union, joining Humonq could offect your employer
or union heolth core benefits. You could lose your employer or union heotth coveroge if you join Humono. Reod the
communicqtions your employer or union sends you. If you hove questions, visit their website, or contoct the office listed
in their communicotions. If there isn't informotion on whom to contoct, your benefits odministrotor or the office thot
0nswers questions oboutyour cover0ge con help.

By completing this enrollment opplicotion, I ogree to the following:
If I om enrolling in o Medicore Advontoge heotth plon thot hos o controct with the Federol government, I will need to keep
my Medicore Ports A & B. I con onty be in one Medicore Advontoge plon ot o time ond I understond thot my enroltment
in this plon wittoutomoticotty end my enrollment in onother Medicore heolth plon or prescription drug plon. If I om
enrolling in o Medicore drug plon thot hos o controct with the Federol Government, ond it is in oddition to my coveroge
under Medicore, I wi[[ need to keep my Medicore coveroge. It is my responsibility to inform Humono of ony prescription
drug coveroge thot I hove or moy get in the future. I understond thot if I don't hove Medicore prescription drug coveroge,
or creditoble prescription drug coveroge (os good os Medicore's), I moy hove to poy o lote enro[lment penotty if I enro[[ in
Medicore prescription drug coveroge in the future. I con be in only one Medicore prescription drug plon ot o time. Enrollment
in this plon is generolly for the entire yeor. Once I enro[[, I moy leove this plon or moke chonges onty of certoin times of the
yeor when on enrollment period is ovoiloble (Exomple: October 15 - December 7 of everyyeor), or under certoin speciol
circumstonces, by sending o request to Humono.

This Humono plon serves o specific service oreo. If I move out of the oreo thot this Humono plon serves, I need to notify
Humono so I con disenroll ond find 0 new plon in my new oreo. Once I om o member of Humonq, I hove the right to
oppeolpton decisions obout poyment or services if I disogree. I wittreod the Evidence of Coveroge from Humono when I
get it to know which rules I must follow in order to get coveroge with this Medicore Advontoge or Prescription Drug Plon.
I understond thot Medicore beneficiories ore generolly not covered under Medicore while out of the country except for
timited coveroge neor the U.S. border.

Medicotty necessory services outhorized by Humono Medicore Advontoge heolth plons ond other services contoined in
my Evidence of Coveroge wi[[ be covered. NEITHER MEDICARE NOR HUMANA WILL PAY FOR MEDICARE ADVANTAGE HMO
SERVICES WITHOUT AUTHORIZATION.

I understond thot if I om receiving ossistonce from o so[es ogent, broker, or other individuotemployed by or controcted
with Humono, he/she moy be poid bosed on my enrotlment in Humono.
. If you ore requesting membership in o HMO plon, the following stotement opplies: I understond thot on the dote HMO

coveroge begins, I must get ottof my heotth core from network providers, except for emergency or urgently needed
services or out-of-oreo diolysis.

. If you ore requesting membership in o PPO plon, the foltowing stotement opplies: I understond thot on the dote PPO

cover0ge begins, using services in-network con cost less thon using services out-of-network, except for emergency or
urgently needed services or out-of-oreo diotysis services. If medicolty necessory, Humono provides reimbursement for
o[[ covered benefits, even if received out of network.

. If you ore requesting membership in o PFFS plon, the following stotement opplies: I understond thot this plon is

o Medicore Advontoge Privote-Fee-for-Service plon ond not o Medicore Supplement, Medigop, Medicore Select or
Stond-Alone Prescription Drug Pton. Humono poys insteod of Medicore, ond I witt be responsible for the omounts thot
Humono doesn't cover, such os copoyments ond coinsur0nces. 0riginot Medicore won't poy for my heolth core while
I om enrolted in Humono.It is o Medicore Advontoge plon which moy hove prescription drug coveroge built-in.
Before seeing o provider, i shoutd verify thot the provider wilt occept PFFS before eoch visit. Your doctor or hospitol
isn't required to ogree to occept the pton's terms ond conditions, ond thus moy choose not to treot you, except for
emergencies. Providers con find the plon's terms ond conditions on our website of http://www.humono-medicore.
com/humono-gold-choice-terms-conditions.osp. I understond thot my heotth core providers hove the right to choose
whether to occept o Privote Fee-For-Service plon's poyment terms ond conditions every time I see them. I understond

4A056799165
V'^tt''ltl ('' ..)l) II .i)l,.
I'ir.iarr'' ., ja I 

' 
L .._-

aprr*i r"irr:+;*it ilr ltIilIilililt lil]lillfl liltilt
MEMBER

PAGE 5



Required Fields Are Indicoted
With An Asterisk*

APPLICANT MEDICARE
CTAIM NUMBER

Q f hove reod ond understond the importont informotion on the preceding poges.

SIGNATURE 0F APPLICANT* or outhorized legoI representotive (inctuding votid Power of Attorney, LegolGuordion, etc.)

SIGNATURE DATE

20
I understqnd thot my signoture (or the signoture of the person outhorized to oct on beho[f of the individuoI under the
lows of the Stote wh-ereihe individuot res'ides) on this opplicotion meons thot I hove reod ond understond the contents
of this opplicotion. If signed by on outhorized individuo[ (os described obove), the signoture certifies thoL 1) this person is

outhorized under Stote low to complete this enrotlment ond 2) documentotion of this outhority is ovoitoble upon request
from Medicore.

If you ore the outhorized legoI representotive, you must sign obove ond provide the fottowing informotion:*
LAST NAME FIRST NAME MI

STREET ADDRESS

CITY ST ZIP

RELATIONSHIP TO APPLICANTTEIEPH0NT 
)

Longuoge preference for Customer Service '.*---r gnglkh ui.--i Sponish <---3 Other
PleosecontoctHumonootl-800-833-2367 (TTY:71i) ifyouneedinformotioninonotherformotorlonguoge.

APPOINTMENT TYPE SCOPE OF APPOINTMENT ID NUMBER

WRITING AGENT NAME*

NUMBER (SAN)* DATE*

20
AFFINITY PARTNER LOCATION CAMPAIGN

REFERRING AGENT NAME

NUMBER (SAN)

Ploce this borcode number
on the S0A form.
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