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Please contact CDPHP if you need information in another language or format (Braille).

To Enroll in CDPHP Please Provide the Following Information:

EMPLOYER OR UNION NAME:

GROUP #:

SUBGROUP/CLASS/ENROLLMENT CODE:

EFFECTIVE DATE (MM/DD/YYYY):

Please check which plan you want to enroll in:

|| CDPHP Group Medicare Advantage (HMO)

|| CDPHP Group Medicare Advantage (PPO)

LAST NAME: FIRST NAME: MIDDLE INITIAL:
BIRTH DATE (MM/DD/YYYY): SEX: HOME PHONE NUMBER:
OMALE
® FEMALE ( )
PERMANENT RESIDENCE STREET ADDRESS (DON’T ENTER A PO BOX):
CITY: COUNTY: STATE: ZIP CODE:

MAILING ADDRESS, IF DIFFERENT FROM YOUR PERMANENT ADDRESS (PO BOX ALLOWED)

STREET ADDRESS:

CITY:

STATE: ZIP CODE:

Please Provide Your Medicare Insurance Information

Please take out your red, white and blue Medicare
card to complete this section.

 Fill out this information as it appears on
your Medicare card. OR -

Attach a copy of your Medicare card or your
letter from Social Security or the Railroad
Retirement Board.

CDPHP is an HMO plan and PPO plan with a

Medicare contract. Enrollment in CDPHP
depends on contract renewal.

Name (as it appears on your Medicare card):

Medicare Number:

Is Entitled to: Effective Date:

HOSPITAL (Part A)

MEDICAL (Part B)

You must have Medicare Part A and Part B to join
a Medicare Advantage plan.
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Please read and answer these important questions:

1 Are you the retiree? [ ]YES[ ] NO

If yes, retirement date (month/date/year):

If no, name of retiree:

2 Do you or your spouse work? [ JYES[ ] NO

If yes, please provide name of employer:

3 Some individuals may have other drug coverage, including other private insurance,
Worker’s Compensation, VA benefits or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to CDPHP? [ IYES[_]INO
If “yes”, please list your other coverage and your identification (ID) number(s) for this
coverage:
Name of other coverage: ID# for coverage:
4 Are you aresident in a long-term care facility, such as a nursing home? [ ] YES[ ] NO

If “yes” please provide the following information:

Name of Institution:

Address & Phone Number of Institution (Number and Street):

IMPORTANT: Please read the following

By completing this enrollment application, I agree to the following:

CDPHP is a Medicare Advantage plan and has a contract with the Federal Government.

e [ will need to keep my Medicare Parts A and B. I can only be in one Medicare Advantage plan at a time and I
understand that my enrollment in this plan will automatically end my enrollment in another Medicare health
plan.

e [t is my responsibility to inform you of any prescription drug coverage that I have or may get in the future.

e [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 I enroll in Medicare prescription drug
coverage in the future.

e Enrollment in this plan is generally for the entire year. Once I enroll, I 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.

e (CDPHP serves a specific service area. If I move out of the area that CDPHP serves, I need to notify the plan so
I can disenroll and find a new plan in my new area.

e Once [ am a member of CDPHP, I have the right to appeal plan decisions about payment or services if [
disagree.

e [ will read the Evidence of Coverage document from CDPHP when I get it to know which rules I must follow to
get coverage with this Medicare Advantage plan.

e [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.

IMPORTANT: Read and Sign on the Next Page:
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IMPORTANT: Read and Sign Below:

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

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

¢ Release of Information: By joining this Medicare health plan, I 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. I also acknowledge that CDPHP 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. I understand
that if I intentionally provide false information on this form, I will be disenrolled from the plan.

e T understand that my signature (or the signature of the person authorized to act on my behalf under the laws of the
State where I live) on this application means that I 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’re the authorized representative, sign above and fill out these fields:

NAME: ADDRESS:
PHONE NUMBER: RELATIONSHIP TO ENROLLEE:
( )

Send completed application to:

CDPHP, Attn: Enrollment Operations, PO Box 31790, Rochester, NY 14603 1790

Office Use Only: Plan ID#:

Effective Date of Coverage:

ICEP / IEP: AEP / MA OEP: SEP (type):

Name of staff member/agent/broker (if assisted in enrollment): Not Eligible:
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Section 2 - All fields in this section are optional

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

Select one if you want us to send you information in an accessible format.

[ Braille 0 Large Print O  Audio CD O Data CD

Please contact us if you would prefer us to send you information in a language other than English, or if you
need information in an accessible format, other than what is listed above.

We can be reached at 1-888-248-6522 (TTY users call 711). Our office hours are Monday - Friday, 8:00 a.m.
to 8:00 p.m. From October 1 through March 31, 8:00 a.m. to 8:00 p.m., 7 days a week.

Do you work? O Yes [ No Does your spouse work? O Yes 0O No

List your Primary Care Physician (PCP):

Please fill in your cell phone and/or email address.

Cell Phone Number:| ( )

Email Address:

Electronic Communications

Please check the boxes for ALL forms of electronic communication you would like to receive:

O I would like to receive SMS notifications (text messages) from CDPHP. Message and data
rates may apply.

U T would like Email notifications from CDPHP.
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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 DUA TR L R EEE S WBIRYS - el
PRt EHIEE T BB » DAREfRREE PR &R - S5 EEE 1-888-248-6522 (TTY : 711) =iEd
TQ‘?E/]?IE{/\%DTHEH °

Russian: BHUMAHMUE: Eciiu BbI roBOpuUTE Ha pyCCKUM, BaM JOCTYIHBI O€CIIJIaTHBIE YCIIYTH SI3bIKOBOM
noaaep:Kku. COOTBETCTBYIOIINE BCIIOMOTaTENbHbBIE CPEICTBA U YCIYTH MO0 IPENOCTABICHUIO
nH(pOopMaIKK B TOCTYIHBIX (popMaTax Takke MpeaocTaBisioTes 6ecmiatHo. [To3BoHuTE TI0 TenedoHy
1-888-248-6522 (TTY: 711) nnm oOpaTuTech K CBOEMY IMOCTABIIUKY YCIIYT.

French Creole: Nou genyen sevis enteépret 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[: [3t=0{|E ALESHA = 4 7 & A0 A& MH|AE 0[5 = ASHCEH OIS

Jlsetgalo 2 HEENSS=s MEStEX 7|7 H M| AR 52 M S E L} 1-888-248-
6522(TTY: 711) HO 2 M3}StHLE MU|A M S A A o] 22N AI2

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.

TIR DR JWAYIIN .2 77T IRD LIVOYIN VIVT DYO IO 727 IRIDY ,W T LIV 1R 2 :7°uNl Yiddish
1-888-248-6522 1917 .°°79 R¥™°12 TIN IWIVT WANTURAIND TV IR PR POIRDINDIR ATONRID IR 0A111°7R2
LAY 7 on 17 W ((TTY: 711

Bengali: NCAICITSY R W SN 18571 ITeTN OTR0eT DAL G5 [Tty OI1 SRl
ATFIRIM STz TCACR | STCHHCA9 TG OT AANL G5 AT ARTP AR(A5To!
G]e ARIAMS (RNTE7 SeTeh TOACR| 1-888-248-6522 (TTY: 711) NH(L Fel o~ WA
AN ARV S FAT I

Polish: UWAGA: Osoby mowigce po polsku mogg skorzysta¢ z bezplatnej pomocy jezykowe;.
Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostgpne
bezptatnie. Zadzwon pod numer 1-888-248-6522 (TTY: 711) lub porozmawiaj ze swoim dostawcg.

H-44 Y0028 11855 C Rev. 3-4-26



6522-248-888-1 o )1l e Joail | Blaa L) J g sl (S ity il glaall b il Apalia ciladd 2 Lisa
Aeadll adie ) &t 1 (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 é¢galement disponibles gratuitement. Appelez le 1-888-248-6522 (TTY: 711)
ou parlez a votre fournisseur.

Ot e il Qi ol et (S aae i (S o) o Sl 8 egn s 53) @ &G st :Urdu
JIS J; (1-888-248-6522 (TTY: 711-0x litass b g lass sl el (yslas cmalin 3l S5 S il 4 Cilashaa
(R S Gl wedtiS a4l 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: [TPOXOXH: Edv pihdte eAAnvikd, vrapyovv oabéoipes dmpedv vnpeciec vtootnpiéng ot
OUYKEKPIUEVT YAMOGO. AlatiBeviot dmpedv KotdAAn o Bononpata Kot vanpesieg Yo Tapoym
TAnpoeopldv o€ mpocsPacipeg popeés. Karéote to 1-888-248-6522 (TTY: 711) v anegvbuvbeite 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 n€ dispozicion falas. Telefononi 1-888-248-6522 (TTY: 711) ose bisedoni me ofruesin tuaj té
shérbimit.
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