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2026 HMO Plans CDPHP® Medicare Advantage Plan Change Election Form

Name: Member Number: Home Phone Number:
( )

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

City: County: State: ZIP Code:

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

I am currently a member of (check appropriate box): I wish to enrollin (check appropriate box):
2025 Plans 2026 Plans

CDPHP $0 Medicare Rx ($0.00 per month) O CDPHP $0 Medicare Rx ($0.00 per month)
CDPHP Value Rx ($62.00 per month) O CDPHP Clear Rx ($100.00 per month)
CDPHP Choice Rx ($126.00 per month) O CDPHP Choice Rx ($135.00 per month)
CDPHP Core ($15.00 per month) O CDPHP Core ($15.00 per month)

oooag

Name of chosen Primary Care Physicial (PCP), clinic, or health center:

after-hours, and federal holidays. Calls will be returned within one business day. TTY users should call 711.

Please contact CDPHP Medicare Advantage at (518) 641-3950 or 1-888-248-6522 if you need information in
an accessible or alternate format. Our 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 weekends,
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YOUR PLAN PREMIUM

If we determine that you owe a late enrollment penalty (or if you currently have a late enrollment penalty),
we need to know how you would prefer to pay it. You can pay by mail, or Electronic Funds Transfer (EFT)
each month. You can also choose to pay your premium by automatic deduction from your Social Security
or Railroad Retirement Board (RRB) benefit check each month. You can pay your monthly plan premium
(including any late enrollment penalty that you currently have or may owe) by mail or Electronic Funds
Transfer (EFT) each month. You can also choose to pay your premium by automatic deduction from your
Social Security or Railroad Retirement Board (RRB) check each month. If you are assessed a Part D Income-
Related Monthly Adjustment Amount, you will be notified by the Social Security Administration. You will
be responsible for paying this extra amount in addition to your plan premium. You will either have the
amount withheld from your Social Security benefit check or be billed directly by Medicare or RRB. DO NOT
pay CDPHP Medicare Advantage the Part D-IRMAA.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you
qualify, Medicare could pay for 75% or more of your drug costs including monthly prescription drug
premiums, annual deductibles, and coinsurance. Additionally, those who qualify won’t have a coverage
gap or a late enrollment penalty. Many people qualify 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.ssa.gov/medicare/part-d-extra-help.

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

If you don’t select a payment option, you will get a bill each month.
Please select a premium payment option:

O Get a bill.

O Electronic funds transfer (EFT) from your bank account each month. Please enclose a VOIDED check or
include the following:

Account Holder Name: Account Type: O Checking O Saving
Bank Routing Number:

Bank Account Number:

O Automatic deduction from your monthly Social Security or RRB benefit check.
| get monthly benefits from O Social Security [ RRB

(The Social Security deduction may take two or more months to begin after Social Security or RRB approves
the deduction. In most cases, if Social Security or RRB accepts your request for automatic deduction, the
first deduction from your Social Security or RRB benefit check will include all premiums due from your
enrollment effective date up to the point withholding begins. If Social Security or RRB does not approve
your request for automatic deduction, we will send you a paper bill for your monthly premiums.)
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http://www.ssa.gov/medicare/part-d-extra-help

PLEASE READ AND SIGN BELOW

CDPHP is a plan that has a contract with the federal government.

| 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.

Release of information:

Byjoiningthis Medicare health plan, lacknowledge that the Medicare health plan willrelease 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, | will be disenrolled
from the plan. | understand that people with Medicare aren’t covered under Medicare while out of the
country, except for limited coverage near the U.S. border.

| understand that beginning on the date CDPHP Medicare Advantage 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, CDOPHP Medicare Advantage provides refunds for all
covered benefits, even if | get services out of network. 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.

| 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.

Signature: Today’s date:

If you are the authorized representative, you must sign above and provide the following information:
Name: Address:

Phone Number: Relationship to enrollee:

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: Signature:

Relationship to enrollee: National Producer Number (Agents/Brokers only):
Office Use Only:

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

Signature: Broker ID:

Plan ID#: Effective Date of Coverage:

ICEP/IEP: ___ AEP: SEP (type): ___ Not Eligible:
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Attestation of Eligibility for an Enrollment Period

Typically, you may enroll in a Medicare Advantage plan only during the annual enrollment period from
October 15 through December 7 of each year. There are exceptions that may allow you to enroll in a Medicare
Advantage plan outside of this period.

Please read the following statements carefully and check the box if the statement applies to you. By checking
any of the following boxes you are certifying that, to the best of your knowledge, you are eligible foran Enrollment
Period. If we later determine that this information is incorrect, you may be disenrolled.

O am new to Medicare.

Ol am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage Open
Enrollment Period (MA OEP).

O | recently moved outside of the service area for my current plan or | recently moved and have new options
available to me. | moved on (insert date)

O | recently was released from incarceration. | was released on (insert date)

O I recently returned to the United States after living permanently outside of the U.S. | returned to the U.S. on
(insert date)

O | recently obtained lawful presence status in the United States. | got this status on (insert date)

O 1 recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance, or
lost Medicaid) on (insert date)

O I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got Extra Help,
had a change in the level of Extra Help, or lost Extra Help) on (insert date)

O 1 have Medicare and get full Medicaid benefits. | want to join or switch to a plan that coordinates coverage
between my Medicare and Medicaid managed care plans (called an integrated Dual Eligible Special Needs Plan
(D-SNP))

O lam moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or long
term care facility). | moved/will move into/out of the facility on (insert date)

O recently left a PACE program on (insert date)

O | recently involuntarily lost my creditable prescription drug coverage (coverage as good as Medicare’s). | lost
my drug coverage on (insert date)

O 1 am leaving employer or union coverage on (insert date)

O P’min a qualified State Pharmaceutical Assistance Program, or I’m losing help from a State Pharmaceutical
Assistance Program.

O My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

O 1 was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My enrollment in that
plan started on (insert date)

O 1 was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification required to be in
that plan. | was disenrolled from the SNP on (insert date)

O1 was affected by a weather-related emergency or major disaster (as declared by the Federal Emergency
Management Agency (FEMA). One of the other statements here applied to me, but | was unable to make my
enrollment because of a natural disaster.

If none of these statements applies to you or you’re not sure, please contact Capital District Physicians’ Health Plan, Inc. at (518)
641-3950 or 1-888-248-6522 (TTY users should call 711) to see if you are eligible to enroll. Our 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 weekends, after-hours, and federal holidays. Calls will be returned within one business day.
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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 espafiol, 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: J3 & : IR EER[GEE] > M0 DUATIRRIL R EES WBIRYS - el
PRt EnIEE T BB » DAREfRREs PR &R - S5 EEE 1-888-248-6522 (TTY : 711) =iEd
TQ‘?E/]?IE{/\%DTHEH °

Russian: BHUMAHMUE: Eciiu BbI roBOpuUTE Ha pyCCKUM, BaM JJOCTYIHbI O€CIIJIaTHBIE YCIIYTH S3bIKOBOM
noaaep:Kku. COOTBETCTBYIOIINE BCIIOMOTaTENbHBIE CPECTBA U YCIYTH [0 IPENOCTABICHUIO
nH(pOpMaIHK B TOCTYIHBIX (hopMaTax Takke MpeaocTaBisioTcs 6ecmiatHo. [To3BoHuTE TI0 TenedhoHy
1-888-248-6522 (TTY: 711) nnm oOpaTuTech K CBOEMY IMOCTABIIUKY YCIYT.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta genyen konseénan 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 sevis ki gratis.

Korean: =2|: [StF0{]E AESHA=E R F2 20 X[ MH[AE 0| 85I =AEHCLOlE
Jlsetdalo 2 HEENSSt= MEStEX 7|7 H M| AT B 52 M S E L} 1-888-248-
6522(TTY: 711) HE 2 M3}SIAHLE M| A XM S Aol 22|t Al2

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 DTR JWAYIIN .27D 797 IRD LIVIVIND WIVT DYO NIV AP TRIDW W7 VYT 1R 21K :7ouR1 Yiddish
1-888-248-6522 1917 .79 R¥M°12 TIN IWIVT WANTVRAIRD TY20° 0N PR PIZRDIROIN A1TONRID RS 0ANTR
SR 7 R v W ((TTY: 711

Bengali: NCRICIS A= M AT 187 TN OIRCT AN Gy A0S O ST
AT G e TCACR | SHTCIHICIT5 SINE ©OT AN Gy SIS SR HR(T 5T
]2 ARIAMS ([N ST TR 1-888-248-6522 (TTY: 711) TR Pl e~ WA
AN ANNFIKIR Y FLAT I |

Polish: UWAGA: Osoby mowiace po polsku moga 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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il a5 LS dlaall A salll e Luaall chladd @l a giiud A jall Aall) Choaii i€ 1) 14u¥ ; Arabic
6522-248-888-1 a1l (Ao Joal Ulane L) J o 1) (580 ity s sheall 5l Aalio o 5 8o L
Aaadll atie ) Gass (711 TTY)

French: ATTENTION : Si vous parlez Frangais, 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 également disponibles gratuitement. Appelez le 1-888-248-6522 (TTY: 711)
ou parlez a votre fournisseur.

O Otaa (Sl Qi Gl ledd (S aae Cide (S ol ol S Gl g eom Sl g3 )l @l K1 i aasi :Urdu
JS s (1-888-248-6522 (TTY: 71 i lins i e lar sl el (glas canlia 0 S S il i ilaslen
(R S Gl oS al Bl 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 pihdte eAAnvikd, vrapyovv oabécipes dmpedv vnpeciec vtootnpiéng ot
OUYKEKPIUEVT YAMOGa. AlatiBeviat dmpedv KotdAAn o Bononpata Kot vanpesieg Yo Tapoyn
TAnpopopldv o mpocsPacipeg popeés. Karéote to 1-888-248-6522 (TTY: 711) v ancvbuvbeite otov
TAPOYO GUCH.

Albanian: VINI RE: Nése flisni [shqip], shérbime falas t€ ndihmés sé€ gjuhés jané n€ dispozicion pér ju.
Ndihma té 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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A plan for life.

Capital District Physicians’ Health Plan, Inc.
www.cdphp.com
25-30233


http://www.cdphp.com
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