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Group Enrollment Request Form to Enroll

in a Medicare Advantage Plan (Part C)

Who can use this form?

People with Medicare who are eligible to join
their employer based Medicare Advantage Plan.

To join a plan, you must:

* Reach out to your employer to confirm eligibility for this plan

* Be a United States citizen or be lawfully
presentin the U.S.

* Live in the plan’s service area

Important: To join a Medicare Advantage Plan,
you must also have both:

* Medicare Part A (Hospital Insurance)
* Medicare Part B (Medical Insurance)

What do | 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.

Applicant:

Please print and use ink. If you have questions about
benefits, pharmacy, or the CDPHP® provider network, call

CDPHP member services at (518)641-3950 or 1-888-248-6522

(TTY:711).
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Reminders:

* Your application must be completed and submitted to your
employer prior to your requested effective date.

* Contact your employer for information about enrollment
and to confirm premium amount and payment
responsibilities.

What happens next?
* Send your completed and signed form to your employer
prior to the requested effective date.

* Once your enrollment is processed, you will receive
an ID card (with a new ID number)and a welcome packet
in the mail.

* If you previously had a non-Medicare CDPHP plan, you
will receive a letter telling you that we have ended your
membership in that plan.This is a necessary step, but rest
assured, you are covered by your new Group Medicare
Advantage Plan.

Employer Group/Broker:

Complete the “Employer Group Office Use only” section
at the beginning of the application. Scan and email to:

MedicareEligibility@cdphp.com or fax to (518) 641-5006.

Member:
Return completed application to your employer.

Employer:

Complete Employer section and email to
MedicareEligibility@cdphp.com or fax to (518)641-5006.
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CDPHP Group Medicare Enrollment Application

FOR EMPLOYER GROUP OFFICE USE ONLY

Employer Group Admin Effective QE or Reason: | OO ICEP/IEP O OEP
Initials (required): Date: O AEP O SEP
Employer or Union Name: Group #:

Please note: By submitting this application, you attest that the member below is not working and/or eligible to receive
employer or union benefits. (Only applies to groups 20 employees.) If the applicant is currently enrolled in a CDPHP active
offering through your group, please disenroll through your standard procedure (i.e. electronic enrollment file, secure portal,
enrollment/change form).

Section 1 - All fields on this page are required (unless marked optional)
Select the plan you want to join:

0 HMO O PPO
FIRST name: LAST name: [Optional: Middle Initial]:
Birth Date: (MM/DD/YYYY) Sex: Home Phone Number: Mobile Phone Number:
Y SR B OmOF ( ) - ( )

Permanent Residence Street Address (Don’t enter a PO Box. Note: For individuals experiencing
homelessness, a PO Box may be considered your permanent residence address.):

Street Address:

City: [Optional: County]: State: ZIP Code:

Mailing Address (only if different from your Permanent Residence Address):
Street Address: City: State: ZIP Code:

E-mail (Optional)

Your Medicare information:

Medicare Number:

Answer these important questions:

Will you have other prescription drug coverage (like VA, TRICARE) in addition to COPHP? [ Yes O No
Name of other coverage: Member number for this coverage: Group number for this coverage:

Are you the retiree? [ Yes [ No If “Yes”, retirement date ____/

Y S

If “No” name of retiree  O0Yes OO No  If “Yes”, name of spouse (if enrolling)

Please contact your group administrator for assistance with enrolling eligible family members. A separate application
is needed for each person to be enrolled in this plan.

Member: Return completed application to your employer. Employer: Complete Employer section and email to

MedicareEligibility@cdphp.com or fax to (518) 641-5006.
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CDPHP Group Medicare Enrollment Application

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

IMPORTANT: Read carefully before signing

* CDPHP Medicare Advantage is a Medicare Advantage plan and has a contract with the Federal government. | will need to
keep my Medicare Parts A and B.

* | 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. It is my responsibility to inform you of any prescription drug coverage
that | have or may get in the future.

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

* | understand that if I 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.

* Enrollment 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 if an enrollment period is available (Example: Annual Enrollment Period from October 15 — December 7), or
under certain special circumstances.

* CDPHP Medicare Advantage serves a specific service area. If | move out of the area that CDPHP Medicare Advantage serves,
| need to notify the plan so | can disenroll and find a new plan in my new area.

* Once | am a member of CDPHP Medicare Advantage, | have the right to appeal plan decisions about payment or services if |
disagree. | will read the Evidence of Coverage document from CDPHP Medicare Advantage 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.

* | understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with
CDPHP Medicare Advantage, he/she may be paid based on my enrollment in CDPHP Medicare Advantage.

* | understand that beginning on the date CDPHP Medicare Advantage coverage begins, | must get all of my health care from
CDPHP Medicare Advantage, except for emergency or urgently needed services or out-of-area dialysis services. Services
authorized by CDPHP Medicare Advantage and other services contained in my CDPHP Medicare Advantage Evidence of
Coverage document (also known as a member contract or subscriber agreement) will be covered. Without authorization,
NEITHER MEDICARE NOR CDPHP Medicare Advantage WILL PAY FOR THE SERVICES.

* Release of Information: By joining this Medicare health plan, | acknowledge that the Medicare health plan will release
my information to Medicare and other plans as is necessary for treatment, payment and health care operations. | also
acknowledge that CDPHP Medicare Advantage 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, I will be disenrolled from the plan.

* If Iam enrolled in a PPO plan, | understand that when my CDPHP coverage begins, using services in-network can cost
less than using services out-of-network, except for emergency or urgently needed services. If medically necessary, CDPHP
provides refunds for all covered services, even if | get services out of network.

* | 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.

Member: Return completed application to your employer. Employer: Complete Employer section and email to
MedicareEligibility@cdphp.com or fax to (518) 641-5006.
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Section 2 - All fields on this page are optional

Answering these questions is your choice. You can’t be denied coverage because you don’t fill them out.

Please contact CDPHP Medicare Advantage at (518) 641-3950 or 1-888-248-6522 if you need information in another
language or format (Braille). Our office hours are 8 a.m.-8 p.m. seven days a week, October 1-March 31. From April
1-September 30, Monday-Friday, our hours are 8 a.m.-8 p.m. A voice messaging service is used after hours, weekends, and
federal holidays. Calls will be returned within one business day. TTY users can call 711.

Do you work? O Yes O No Does your spouse work? O Yes O No

List your Primary Care Physician (PCP), clinic, or health center:

Signature: Today’s date:

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

Name: Address:

Phone Number: Relationship to enrollee:

Office Use Only:

Name of staff member/agent/broker (if assisted in enrollment): DATE RECEIVED
Signature: Broker ID:

For individuals helping enrollee with completing this form only

Complete this section if you’re an individual (i.e. agents, brokers, SHIP counselors, family members, or other third parties)
helping an enrollee fill out this form.

Name: Relationship to enrollee:
Signature: National Producer Number (Agents/Brokers only):
PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enrollment
in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 and 1860D-1 of
the Social Security Act and 42 CFR §§ 422.50 and 422.60 authorize the collection of this information. CMS may use, disclose
and exchange enrollment data from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare
Advantage Prescription Drug (MARX)”, System No. 09-70- 0588. Your response to this form is voluntary. However, failure to
respond may affect enrollment in the plan.

Member: Return completed application to your employer. Employer: Complete Employer section and email to
MedicareEligibility@cdphp.com or fax to (518) 641-5006.
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Notice of Availability of Language Assistance Services
and Auxiliary Aids and Services

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary
aids and services to provide information in accessible formats are also available free of charge.
Call 1-888-248-6522 (TTY: 711) or speak to your provider.

Spanish: ATENCION: Si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia
lingiiistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-888-248-6522 (TTY: 711) o hable con su
proveedor.

Traditional Chinese: JT 7 * AR [ G5E] > M LU ESet v EmE S Bk - el Ll
PRt AR TR B - DURIEREE S fEER - S5EEE 1-888-248-6522 (TTY © 711) B
TR ST

Russian: BHUMAHWE: Ecniu BbI roBOpHTE HAa PYyCCKHUI, BaM TOCTYITHBI O€CIUIaTHBIC YCIYTH SI3bIKOBOM
noaaep:Kkku. COOTBETCTBYIOIINE BCIIOMOTaTENbHbIE CPEJICTBA U YCIYTH 10 IIPEJOCTABICHUIO
uH(GOpMaIMH B JOCTYIHBIX opMaTax Takke MpeaocTaBIaroTcs 6ecmuatHo. [lo3BoHuTE 10 TenepoHy
1-888-248-6522 (TTY: 711) unu oOpaTuTeCch K CBOEMY MOCTABIIUKY YCIYT.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen konsénan plan
medikal oswa dwognou an. Pou jwenn yon entépret, jis rele nou nan 1-888-248-6522 (TTY: 711). Yon
moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Korean: F2|: [St 0] E AISSIA = dF F & A0 X[ MH|AE 0| B5HA! =AFHCEH O[S
Jlsetgaloz HEENMSS= MAESHEX 7|7 H M| AT 52 NS E L C} 1-888-248-
6522(TTY: 711) HH 2 M StstHLE MH|A M S Aol 22t AL,

Italian: ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono
inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati
accessibili. Chiama 1'1-888-248-6522 (TTY: 711) o parla con il tuo fornitore.

TR DT JWAYIIN .29 7T IRD LIVOYIND WIVT OO NIV A7 IRIDW WO VIV 1R 2K pouNl Yiddish
1-888-248-6522 1917 .79 R¥A°12 TR WIVT WANTLRAIRD TY20° I PR PIXRDIROIN A1PTONRTD IR DAITR
A 7 R 1T W ((TTY: 711

Bengali: NCNICTY TR I S 181 ICETN OTRCSA RN G [T OIFl 2ol
ATICIM BT CACK | SIS FIWIE OT AN G5 ST S ARTP A=(I5To!
]2 ARIAMS ({7 ST TR 1-888-248-6522 (TTY: 711) NH(L el o~ WA
NN ARTNBIA S FAT I |

Polish: UWAGA: Osoby mowiace po polsku mogg skorzysta¢ z bezptatnej pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne
bezptatnie. Zadzwon pod numer 1-888-248-6522 (TTY: 711) lub porozmawiaj ze swoim dostawcg.
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6522-248-888-1 o8 I Ao Juail | Blaa Leal) J g sl) (1Sl il glaall o il dpulia ciladd 5320 Lsa
Aeaddl aase J) &aad 6l (711 :TTY)

French: ATTENTION : Si vous parlez Francais, des services d'assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont é¢galement disponibles gratuitement. Appelez le 1-888-248-6522 (TTY: 711)
ou parlez a votre fournisseur.

U Oite b ey Qi G ol Gledd (S ane Cide (S ) = Sl g8 eom e 53l @ R i(us aasi :Urdu
JE 2 (1-888-248-6522 (TTY: 711-0x «liw Gide e Sladd ) dlaal glas i ) S 5 S sl 3 Gilaglaa
S i i L s S

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong
tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang
magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-888-248-6522 (TTY: 711) o

makipag-usap sa iyong provider.

Greek: [IPOXOXH: Edv phdte ehAnvikd, vmapyovv dabéoipeg dmpedv vanpeciec vmoompiEng ot
OLYKEKPUEVT YADGGA. Alatifevtol dwpedy KatdAAnAa Bondnuata Kot vanpecie Yo mapoyn
TANPOPOPIOV o€ TpocsPaciues popeéc. Karéote 1o 1-888-248-6522 (TTY: 711) 1 anevbuvbeite otov
TAPOYO GOCY.

Albanian: VINI RE: Nése flisni [shqip], shérbime falas t&€ ndihmés s€ gjuhés jané né dispozicion pér ju.
Ndihma t€ pérshtatshme dhe shérbime shtesé pér t€ siguruar informacion né formate t€ pérdorshme jané
gjithashtu né€ dispozicion falas. Telefononi 1-888-248-6522 (TTY: 711) ose bisedoni me ofruesin tuaj té
shérbimit.
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Capital District Physicians’ Health Plan, Inc.
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A plan for life.


http://www.cdphp.com

	CDPHP Medicare Advantage GROUP HMO & PPO PLANS MEMBER APPLICATION
	Group Enrollment Request Form to Enroll in a Medicare Advantage Plan (Part C) 
	CDPHP Group Medicare Enrollment Application
	FOR EMPLOYER GROUP OFFICE USE ONLY 
	Section 1 – All fields on this page are required
	Your Medicare information
	Answer these important questions
	IMPORTANT: Read carefully before signing 
	Section 2 – All fields on this page are optional 
	Office Use Only
	For individuals helping enrollee with completing this form only 
	PRIVACY ACT STATEMENT 
	Notice of Availability of Language Assistance Services and Auxiliary Aids and Services 
	Back Cover

	First name: 
	First name 2: 
	First name 3: 
	Month: 
	Day: 
	Year 1: 
	Male: Off
	Female: Off
	Area code: 
	City 2: 
	Address2: 
	City2: 
	Zip code2: 
	Medicare Number1: 
	Medicare Number2: 
	Medicare Number3: 
	Medicare Number4: 
	Medicare Number5: 
	Medicare Number6: 
	Medicare Number7: 
	Medicare Number8: 
	Medicare Number9: 
	Medicare Number10: 
	Medicare Number11: 
	Other Coverage: 
	Other Coverage Number: 
	Other Coverage Group Number: 
	Vtial Rx 2: Off
	Vtial Rx 3: Off
	Vtial Rx 4: Off
	Vtial Rx 5: Off
	Other Coverage Number 2: 
	Address3: 
	Address4: 
	Address5: 
	Address6: 
	Other Coverage 2: 
	Other Coverage Number 3: 
	Other Coverage Group Number 2: 
	Other Coverage Number 4: 
	Other Coverage 3: 
	Month 3: 
	Day 3: 
	Year 5: 
	Area code 2: 
	Area code 3: 
	Area code 4: 
	Area code 5: 
	Area code 6: 
	First name 4: 
	Account name: 
	move date 4: 
	release date 4: 
	return date 4: 
	lawful date 4: 
	extra help date 4: 
	lost coverage date  4: 
	SNP date  4: 
	leaving employer date  5: 
	lawful date 5: 
	lawful date 7: 
	lawful date 8: 
	Spouse work YES: Off
	different term3: Off
	Female 6: Off
	Female 2: Off
	Female 4: Off
	Other Coverage Yes A: Off


