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Group Enroliment 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:

e 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)

e Medicare Part B (Medical Insurance)

What do | need to complete this form?

e 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 CDOPHP provider
network, call COPHP member services at

(518) 641-3950 ot 1-888-248-6522 (TTY:711).

23-24150

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.

e |f 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.




CDPHP Group Medicare Enrollment Application

FOR EMPLOYER GROUP OFFICE USE ONLY

Employer Group Admin Effective QE or Reason:  [1ICEP/IEP [ OEP
Initials (required). Date: [ ] AEP [ ] SEP
Employer or Union Name: V 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,
enroliment/change form).

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

C1HMO 1PPO
FIRST name: LAST name: [Optional: Middle Initial]:
Birth Date: (MM/DD/YYYY) Sex: Home Phone Number: Mobile Phone Number:
Y A LIJM [JF ( ) - ( ) -

Permanent Residence street address (Don’t enter a PO Box):

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

Mailing address, if different from your permanent address (PO Box allowed):
Street Address: City: State: ZIP Code:

E-mail address (Optional)

Your Medicare information:

Medicare Number: - .

Answer these important questions:

Will you have other presciption 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? [JYes [JNo If “Yes”, retirementdate __ _ /__ _ /

If “No” name of retiree []Yes [1No 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

* | must keep both Hospital (Part A) and Medical (Part B) to stay in COPHP.

e By joining this Medicare Advantage Plan, | acknowledge that CDPHP will share my information with
Medicare, who may use it to track my enrollment, to make payments, and for other purposes allowed by
Federal Law that authorize the collection of this information (see Privacy Act Statement below).

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

e 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.

e |understand that people with Medicare are generally not covered under Medicare while out of the country,
except for limited coverage near the U.S. border.

e |understand that when my CDPHP coverage begins, | must get all of my medical and prescription drug
coverage benefits from CDPHP. Benefits and services provided by CDPHP and contained in my CDPHP
“Evidence of Coverage” document (also known as a member contract or subscriber agreement) will be
covered. Neither Medicare nor CDPHP will pay for benefits that are not covered.

e [flamenrolled 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 legally authorized to act on my behalf) on
this application means that | have read and understand the contents of this application. If signed by an
authorized representative (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 by Medicare.

Member: Return completed application to your employer. Employer: Complete Employer section and email to
MedicareEligibility@cdphp.com or fax to (518) 641-5006.

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.

Please contact COPHP 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 on federal holidays. Calls will be returned within one business day. TTY users can call 711.

Do youwork? OYes O No Does your spouse work? [Yes [ No
List your Primary Care Physician (PCP), clinic, or health center:

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

OO No, not of Hispanic, Latino/a, or Spanish origin O Yes, Mexican, Mexican American, Chicano/a
[0 Yes, Puerto Rican O Yes, Cuban

O Yes, another Hispanic, Latino/a, or Spanish origin

O I choose not to answer.

What's your race? Select all that apply.

[0 American Indian or Alaska Native O Black or African American

Asian: . . Native Hawaiian and Pacific Islander:
O Asian Indian .

O Chinese O Guamanian or Chamorro

O Filipino 0 Native Hawaiian

[0 Japanese O Samoan

O Korean O Other Pacific Islander

O Vietnamese O White

O OtherAsian O 1 choose not to answer.
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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:

DATE RECEIVED

Name of staff member/agent/broker (if assisted in enroliment):

Signature: Broker ID:

PRIVACY ACT STATEMENT
The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track bene-
ficiary 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 (MARXx)”, 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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Discrimination is Against the Law

Capital District Physicians’ Health Plan, Inc., CDPHP Universal Benefits, Inc., and
Capital District Physicians’ Healthcare Network, Inc. (collectively referred to as
CDPHP®) comply with applicable federal civil rights laws and do not discriminate
on the basis of race, color, national origin, age, disability, or sex. CDPHP does not
exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

CDPHP:

» Provides free aids and services to people with disabilities to communicate effectively with us,
such as:

» Qualified sign language interpreters

» Written information in other formats (large print, audio, accessible electronic formats,
other formats)

» Provides free language services to people whose primary language is not English, such as:
» Qualified interpreters

» Information written in other languages
If you need these services, contact the CDPHP Civil Rights Coordinator.

If you believe that CDPHP has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:
CDPHP Civil Rights Coordinator, 500 Patroon Creek Blvd., Albany, NY 12206, 1-844-391-4803
(TTY/TDD: 711), Fax (518) 641-3401. You can file a grievance by mail, fax, or electronically at
https://www.cdphp.com/customer-support/email-cdphp. If you need help filing a grievance,
the CDPHP Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights
electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S. Department

of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201, 1-800-368-1019 (TDD 1-800-537-7697).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

23-24775|0723



Form Approved
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-888-248-6522 (TTY: 711). Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que
pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame
al 1-888-248-6522 (TTY: 711). Alguien que hable espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: A 15205 50 e (VBRI 55, BB UDIR MR % % T8 R 25 IR G AT mT B8 W], 21
R BRI S, 15 ECE 1-888-248-6522 (TTY: 711), FATHY S TAE A BRSO BB W 1,
X eI I 55,

Chinese Cantonese: & F Myt e 85V (R e nf EAT AT BERY, &I BAM L 0L 5o B BN Al
%o WIERHERARTS, GFECE 1-888-248-6522 (TTY: 711), FefMikrh Sty A BG4 & A imid b8
B, i3 &R IR,

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga
katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng
tagasaling-wika, tawagan lamang kami sa 1-888-248-6522 (TTY: 711). Maaari kayong tulungan ng
isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes vos questions
relatives a notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il
vous suffit de nous appeler au 1-888-248-6522 (TTY: 711). Un interlocuteur parlant Francais pourra
vous aider. Ce service est gratuit.

Vietnamese: Chiing t6i c6 dich vu thong dich mién phi dé tra 10i cac ciu hoi vé churong stic khoe va
chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-888-248-6522 (TTY: 711) s& c6 nhan
vién ndi tieng Viét gitp do qui vi. Pay 1a dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Thren Fragen zu unserem Gesundheits-

und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-888-248-6522 (TTY: 711). Man wird
Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: AN 9|5 HE v oFF B w3t Ao Hal =8jiat 55 59 AH|~&
AlFskaL PFUTE T Mg o] &kl W 13} 1-888-248-6522 (TTY: 711) WO % 2] 3}
FAAN L. el g e FdAE Bok =g AUk o] Aulae FEE 29y

Russian: Ecinu y Bac BO3HUKHYT BOIIPOCHI OTHOCUTENIBHO CTPAXOBOTO MJIM MEAMKAMEHTHOIO I1JIaHA, BbI
MO>KeT€e BOCIOJIb30BaTHCS HAIIMMHU OECINIATHBIMU yCIIyTaMy MEPEBOTIUKOB. YTOOBI BOCTIONH30BATHCS
yCiIyraMu nepeBoIurKa, o3BoHUTe HaM 1o Tenedony 1-888-248-6522 (TTY: 711). Bam okaxer
MTOMOIIb COTPYJIHUK, KOTOPBIN TOBOPUT MO-pyccku. [laHHas yciayra OecruiaTHasl.
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Ll 4 50Y) Jsan of Anally sl A g e LD Aol (g 5il) an siall Cladk a3 L) : Arabic
L (addh o s (711 TTY) 6522-248-888-1 (sl s Juai¥) (5 s e (558 e (ol Jpaal
JAailae dadd sda elide Ly 4n yell Ehasty

Hindi: HR WY 1 a1 &1 ST & IR H 310 fob 3l Ht U3 & ST < & ot gAR oy Hod
U TaTt SUT §. Th gHTIoAT U = o foTT, 99 8H 1-888-248-6522 (TTY: 711) W BIA
&, Dls Afad ol fea! AIddl g MTUD! A HR ohdl 5. 98 U HH T 5.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-888-248-6522 (TTY:
711). Un nostro incaricato che parla Italianovi fornira 'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos de interpretacdo gratuitos para responder a qualquer questao que
tenha acerca do nosso plano de saude ou de medicacao. Para obter um intérprete, contacte-nos através do
nimero 1-888-248-6522 (TTY:711). Ira encontrar alguém que fale o idioma Portugués para o ajudar.
Este servigo ¢ gratuito.

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

Polish: Umozliwiamy bezplatne skorzystanie z ustug ttumacza ustnego, ktory pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy ttumacza
znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-888-248-6522 (TTY: 711). Ta ustuga jest
bezptatna.

Japanese: it Dl 5z (EERERER & Kb LT3 T 7 V12T 2 THBICBE R T 5729 12,
BERIDHRT —EAD D) T T nF ¥, ek x THwIC 4 51213, 1-888-248-6522
(TTY: 71 I BHEESC Z 8 n, HREZFETA ZE 2 LR W2 LT, 2 EoT—
2Ty,
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Capital District Physicians’ Health Plan, Inc.
500 Patroon Creek Boulevard, Albany, NY 12206-1057

www.cdphp.com
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