® CareSource

Health Care with Heart

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

To Enroll in CareSource Advantage® (HMO) / CareSource Advantage Plus™ (HMO) / CareSource
Advantage Zero Premium™ (HMO), Please Provide the Following Information:

Please check which plan you want to enroll in:
CCareSource Advantage Zero Premium  OCareSource Advantage [l CareSource Advantage Plus

$0 per month $32.30 per month $57.60 per month
LAST name: FIRST name: Middle Initial: OMr. OMrs.
O Ms.
Birth Date: Sex: Home Phone Number: Alternate Phone
/1) aOM OF ( ) Number:
(MM/DD/YYYY) ¢ )

Permanent Residence Street Address (P.O. Box is not allowed)

City: County: State: ZIP Code:

Mailing Address (only if different from your Permanent Residence Address):

Street Address:

City: State: ZIP Code:

E-mail Address:

Please Provide Your Medicare Insurance Information

Please takelout your Medicare card to MEDICARE :%i’; HEALTH INSURANCE
complete this section - W
- Please fill in these blanks so they match SAMPLE ONLY

your red, white and blue Medicare card Name:
"OR" Medicare Claim Number: Sex:

- Attach a copy of your Medicare card
or your letter from Social Security or the
Railroad Retirement Board Is Entitled To Effective Date

You must have Medicare Part A and Part B to HOSPITAL (Part A)
join a Medicare Advantage plan MEDICAL (Part B)
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Paying Your Plan Premium

With the Zero Premium Plan - If we determine that you owe a late enroliment penalty (or if you
currently have a late enroliment penalty), we need to know how you prefer to pay it. You can pay by
mail, electronic check, credit card, debit card, or by phone each month or quarterly. You can also
choose to pay your premium by automatic deduction from your Social Security or Railroad Retirement
Board (RRB) benefit 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 the RRB. DO NOT
pay CareSource the Part-D IRMAA.

You can pay your monthly plan premium (including any late enroliment penalty that you currently have
or may owe, by mail, electronic check, credit card, debit card, or by phone 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 or quarterly.

You can pay your monthly plan premium (including any late enroliment penalty that you
currently have or may owe, by mail, electronic check, credit card, debit card, or by phone 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.

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 form your Social
Security benefit check or be billed directly by Medicare or RRB. DO NOT pay CareSource

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.

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 Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit
check. (The Social Security/RRB 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 enroliment effective date up to the point withholding begins. If
Social Security or RRB does not approve your request for automatic deduction, well send you a paper
bill for your monthly premiums.)
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Please read and answer these important questions:

1. Do you have End-Stage Renal Disease (ESRD)? OYes [ONo

If you have had a successful kidney transplant and/or you don’t need regular dialysis anymore, please
attach a note or records from your doctor showing you have had a successful kidney transplant or you
don’t need dialysis, otherwise we may need to contact you to obtain additional information.

2. Some individuals may have other drug coverage, including other private insurance, TRICARE,
Federal employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to CareSource? [0Yes [INo
If “yes”, please list your other coverage and your identification (ID) number(s) for this coverage:

Name of other coverage: ID# for this coverage: Group # for this coverage:

3. Are you a resident in a long-term care facility, such as a nursing home? O Yes [INo
If “yes”, please provide the following information:

Name of Institution:
Address and Phone Number of Institution (number and street):

4. Are you enrolled in your State Medicaid program? O Yes [ No
If yes, please provide your Medicaid number:

5. Do you or your spouse work? [0 Yes [INo

6. Please choose the name of a Primary Care Physician (PCP), clinic, or health center:

Please check one of the boxes below if you would prefer us to send you information in another
format: [llLarge Print

Please contact CareSource at 1-844-607-2830 if you need information in another format or language
than what is listed above. Our office hours are open 8 a.m. - 8 p.m. Monday through Friday, and
from Oct. 1 - Feb. 14 we are open the same hours 7 days a week. TTY users should call
1-800-750-0750 or 711.
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Please Read this Important Information

If you currently have health coverage from an employer or union, joining CareSource could
affect your employer or union health benefits. You could lose your employer or union health
coverage if you join CareSource. 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.

Please Read and Sign Below

By completing this enroliment application, | agree to the following:

CareSource is a Medicare Advantage plan and has a contract with the Federal government. | will
need to keep my Medicare Parts A and B. | can be in only one Medicare Advantage plan at a time,
and | understand that my enrollment in this plan will automatically end my enroliment in another
Medicare health plan or prescription drug plan. It is my responsibility to inform you of any prescription
drug coverage that | have or may get in the future. Enroliment 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 when an
enrollment period is available (Example: Oct. 15-Dec. 7 of every year), or under certain special
circumstances.

CareSource serves a specific service area. If | move out of the area that CareSource serves, | need
to notify the plan so | can disenroll and find a new plan in my new area. Once | am a member of
CareSource, | have the right to appeal plan decisions about payment or services if | disagree. | will
read the Evidence of Coverage from CareSource 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 beginning on the date CareSource coverage begins, | must get all of my heath care
from CareSource, except for emergency or urgently needed services or out-of-area dialysis services.
Services authorized by CareSource and other services contained in my CareSource Evidence of
Coverage document (also known as a member contract or subscriber agreement) will be covered.
Without authorization, NEITHER MEDICARE NOR CARESOURCE WILL PAY FOR THE SERVICES.
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| understand that if | am getting assistance from a sales agent, broker, or other individual employed by
or contracted with CareSource, he/she may be paid based on my enroliment in CareSource.

Release of Information: By joining this Medicare health plan, | acknowledge that CareSource will
release my information to Medicare and other plans as is necessary for treatment, payment and

health care operations. | also acknowledge that CareSource 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 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 enroliment 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 Office Use Only:
Name of staff member/agent/broker (if assisted in enrollment):

Plan ID #:
Effective Date of Coverage:
ICEP/IEP: AEP: SEP (type): Not Eligible:
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Health Care with Heart

CareSource — H6396
2017 Medicare Star Ratings*

The Medicare Program rates all health and prescription drug plans each year, based on a plan's quality and
performance. Medicare Star Ratings help you know how good a job our plan is doing. You can use these Star Ratings
to compare our plan's performance to other plans. The two main types of Star Ratings are:

1.  An Overall Star Rating that combines all of our plan's scores.

2. Summary Star Rating that focuses on our medical or our prescription drug services.

Some of the areas Medicare reviews for these ratings include:
* How our members rate our plan's services and care;
* How well our doctors detect ilinesses and keep members healthy;

* How well our plan helps our members use recommended and safe prescription medications.

For 2017, CareSource received the following Overall Star Rating from Medicare.
Plan too new to be measured
We received the following Summary Star Rating for CareSource’s health/drug plan services:

Health Plan Services: Plan too new to be measured
Drug Plan Services: Plan too new to be measured

The number of stars shows how well our plan performs.

nladnlndel 5 stars - excellent
ol 4 stars - above average
ik

* 3 stars - average

* 2 stars - below average

1 star - poor
Learn more about our plan and how we are different from other plans at www.medicare.gov.

You may also contact us 7 days a week from 8:00 a.m. to 8:00 p.m. Eastern time at 1-844-607-2830 (toll-free) or
1-800-750-0750 (TTY), from October 1 to February 14. Our hours of operation from February 15 to September 30 are
Monday through Friday from 8:00 a.m. to 8:00 p.m. Eastern time.

Current members please call 1-844-607-2827 (toll-free) or 1-800-750-0750 (TTY).

*Star Ratings are based on 5 Stars. Star Ratings are assessed each year and may change from one year to the next.


http://www.medicare.gov/

SPANISH

ATENCION: si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia linguistica. Llame al
1-844-607-2827 TTY:711.

ENGLISH

ATTENTION: If you speak English, language assis
tance services, free of charge, are available to you.
Call 1-844-607-2827 TTY:711.

CHINESE

FE izu;'ra,uﬁﬁﬁ%%—ﬂlﬂic AR BEBESEY
RS, EZHE 1-844-607-2827 TTY: 711,

GERMAN

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Rufnummer: 1-844-607-2827 TTY:711.

ARABIC

Glerd b Al Q3 Guaat i€ 1) rids pale

A deail laally Al ) 55 4y gall) sac L)

711 2S5 anall Cila W85 1-844-607-2827
PENNSYLVANIA DUTCH

Wann du Deitsch schwetzscht, kannscht du mitaus
Koschte ebber gricke, ass dihr helft mit die englisch
Schprooch. Ruf selli Nummer uff: Call 1-844-607-
2827 TTY:711.

RUSSIAN

BHVMAHWE: Ecnu Bbl roBOpUTE Ha PyCCKOM A3bIKe,
TO BaM AOCTYnHbl 6ecnnaTHble yCcnyru nepesoja.
3BoHuTe 1-844-607-2827 Tenetann: 771.

FRENCH

ATTENTION : Si vous parlez frangais, des services
d’aide linguistique vous sont proposés gratuitement.
Appelez le 1-844-607-2827 TTY:711.

VIETNAMESE

CHU Y: N&u ban noéi Tiéng Viét, co cac dich vu hé trg
ngdn ng* mién phi danh cho ban Goi 8 1-844-607-
2827 TTY:711.

CUSHITE/OROMO

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaa
jila gargaarsa afaanii, kanfaltiidhaan ala, ni argama.
Bilbilaa 1-844-607-2827 TTY:711.
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KOREAN

F9|: =0{E ABSIAlE B, 21o] X[ MH|A
E FEZ2 0|83I4A = A&LICE 1-844-607-2827
TTY:711 e .

ITALIAN

ATTENZIONE: In caso la lingua parlata sia l'italiano,
sono disponibili servizi di assistenza linguistica gratui
ti. Chiamare il numero 1-844-607-2827 TTY:711.

JAPANESE

DUTCH

AANDACHT: Als u nederlands spreekt, kunt u gra
tis gebruikmaken van de taalkundige diensten. Bel
1-844-607-2827 TTY:711.

UKRAINIAN

YBATIA! AKLLO BU pO3MOBIISIETE YKPATHCHKOK MOBOIO,
BV MOXETe 3BEPHYTUCS 40 GEe3KOLWTOBHOI Cryx6u
MOBHOI NiaTpuMKK. TenedoHynTe 3a HOMEPOM
1-844-607-2827 Tenetann:711.

ROMANIAN
ATENTIE: Daca vorbiti limba romana, va stau la

dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-844-607-2827 TTY:711.

NEPALI

AT (AR TIEA ATl ATAAGA S A ATTLET ATHAT AT

AZTIAT HATEL, AT:R[AF TTAT ITALH & | I TR
1-844-607-2827 =f2farz: 7111

SOMALI

DIGTOONI: Haddii aad ku hadasho Af Soomaali,
adeegyada caawimada lugada, oo lacag la’aan ah,
ayaa laguu heli karaa adiga. Wac 1-844-607-2827
TTY:711.

Y
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CareSource is a managed care organization with a Medicare contract. Enroliment in CareSource Advantage Zero
Premium™ (HMO), CareSource Advantage® (HMO) and CareSource Advantage Plus™ (HMO) depends on contract
renewal.

CareSource complies with applicable state and federal civil rights laws and does not discriminate on the basis of age,

gender, gender identity, color, race, disability, national origin, marital status, sexual preference, religious affiliation,
health status, or public assistance status.

Si usted o alguien a quien ayuda tienen preguntas sobre CareSource, tiene derecho a recibir esta informacion y ayuda
en su propio idioma sin costo. Para hablar con un intérprete, Por favor, llame al nimero de Servicios para Afiliados
gue figura en su tarjeta de identificacion.

MRIEHNEEERBIAIAXS CareSource FEERE , AN RARBUEHIES RENBBINGE
B, MREFEE— BERK , FRITEN2A ID FEN2ARSRIESHE,
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