Fil’stﬁCal’é Enroliment Application

HEALTH PLANS FirstCare Advantage Dual SNP (HMO SNP)

Contact FirstCare Health Plans if you need information in another language or format (Braille).

To enroll in FirstCare Advantage Dual SNP (HMO SNP), please provide the
following information:

Please verify the plan you want to enroll in: O FirstCare Advantage Dual SNP (HMO SNP)
$0 - $20.80 per month

LAST Name: FIRST Name: Middle Initial: O Mr. (O Mrs. O Ms.

Birth Date: Sex: Home Phone Number: Alternate Phone Number:
Om QOF

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 take out your red, white and blue Name (as it appears on your Medicare card):
Medicare card to complete this section.

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

Medicare number:

-OR-
Is Entitled to: Effective Date:
e Attach a copy of your Medicare card or HOSPITAL (PartA)
your letter from Social Security or the MEDICAL (Part B)

Railroad Retirement Board.
NOTE: You must have Medicare Part A and
Part B to join a Medicare Advantage plan.
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FII’S’EﬁCaI’e Enroliment Application
HEALTH PLANS FirstCare Advantage Dual SNP (HMO SNP)
Paying your plan premium:
If we determine that you owe a late enrollment penalty (or if you currently have a late
enroliment penalty), we need to know how you would prefer to pay it. You can pay by mail,
Electronic Funds Transfer (EFT), or credit card 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 FirstCare Advantage Dual SNP 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 Funds Transfer (EFT), or credit card 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.

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 Getabil.

O Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit check.
I get monthly benefits from: () Social Security (O RRB

(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 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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Fil’stﬁCal’é Enroliment Application

HEALTH PLANS FirstCare Advantage Dual SNP (HMO SNP)

Please read and answer these important questions:

1. Do you have End Stage Renal Disease (ESRD)? O Yes O No
If you have had a successful kidney transplant and/or you don’t need regular dialysis any more, 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. Are you a resident in a long-term care facility, such as a nursing home? O Yes O No
If “yes,” please provide the following information:
Name of Institution:
Address & Phone Number of Institution (number and street):

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

4. Do you or your spouse work? O Yes O No

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 a
language other than English or in an accessible format:

@Spanish OLarge Print

Please contact FirstCare Advantage Dual SNP (HMO SNP) at 1-866-229-4969 if you need
information in an accessible format or language other than what is listed above. Our office hours
are October 1 — March 31, 8 a.m. to 8 p.m., 7 days a week; April 1 — September 30, 8 a.m. to

8 p.m., Monday through Friday. TTY users should call 711.
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Fil’stﬁCal’é Enroliment Application

HEALTH PLANS FirstCare Advantage Dual SNP (HMO SNP)

Please read this important information:

If you currently have health coverage from an employer or union, joining FirstCare Advantage
Dual SNP (HMO SNP) could affect your employer or union health benefits. You could lose
your employer or union health coverage if you join FirstCare Advantage Dual SNP. 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 enrollment application, | agree to the following:

FirstCare Advantage Dual SNP (HMO SNP) 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 enrollment 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 enroliment period is available (Example:
October 15 — December 7 of every year), or under certain special circumstances.

FirstCare Advantage Dual SNP serves a specific service area. If | move out of the area that
FirstCare Advantage Dual SNP serves, | need to notify the plan so | can disenroll and find a new
plan in my new area. Once | am a member of FirstCare Advantage Dual SNP, | have the right to
appeal plan decisions about payment or services if | disagree. | will read the Member Handbook
and/or Evidence of Coverage document from FirstCare Advantage Dual SNP 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 FirstCare Advantage Dual SNP coverage begins, | must
get all of my health care from FirstCare Advantage Dual SNP, except for emergency or urgently
needed services or out-of-area dialysis services. Services authorized by FirstCare Advantage Dual
SNP and other services contained in my FirstCare Advantage Dual SNP Evidence of Coverage
document (also known as a member contract or subscriber agreement) will be covered. Without
authorization, NEITHER MEDICARE NOR FIRSTCARE ADVANTAGE DUAL SNP WILL PAY
FOR THE SERVICES.

| understand that if | am getting assistance from a sales agent, broker, or other individual employed
by or contracted with FirstCare Advantage Dual SNP, he/she may be paid based on my enroliment
in FirstCare Advantage Dual SNP.
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Fil’stﬁCal’é Enroliment Application

HEALTH PLANS FirstCare Advantage Dual SNP (HMO SNP)
Release of Information: By joining this Medicare health plan, | acknowledge that FirstCare
Advantage Dual SNP (HMO SNP) will release my information to Medicare and other plans as is
necessary for treatment, payment and health care operations. | also acknowledge that FirstCare
Advantage Dual SNP 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 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:

Office Use Only
Name of staff member/agent/broker (if assisted in enroliment):
Plan ID #:
Effective Date of Coverage:
ICEPI/IEP: AEP: SEP (type): Not Eligible:

You must continue to pay your Part B premium.

FirstCare Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin,
age, disability, or sex. FirstCare Health Plans cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de
raza, color, nacionalidad, edad, discapacidad o sexo. FirstCare Health Plans tuan thd luat dan quyén hign hanh ctia Lién bang va khéng phén
bi &t d&i xCr duyra trén chuing téc, mau da, ngudn géc quac gia, do tudi, khuyét tat, hogc gidi tinh.
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Fil’stﬁCal’é Enroliment Application

HEALTH PLANS FirstCare Advantage Dual SNP (HMO SNP)

Name: Date:

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
for an Enrollment Period. If we later determine that this information is incorrect, you may be disenrolled.

O | am new to Medicare.

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

[J1 recently moved outside of the service area for my current plan or | recently moved and this plan is
a new option for me. | moved on (insert date)

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

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

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

O | 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 | have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) ) or | get Extra
Help paying for my Medicare prescription drug coverage, but | haven’t had a change.

[J I get extra help paying for Medicare prescription drug coverage.

O I no longer qualify for extra help paying for my Medicare prescription drugs. | stopped receiving
extra help on (insert date)

O 1am 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)

1 recently left a PACE program on (insert date)

O 1 recently involuntarily lost my creditable prescription drug coverage (coverage as good as
Medicare’s). | lost my drug coverage on (insert date)

1 am leaving employer or union coverage on (insert date)
O | belong to a pharmacy assistance program provided by my state.
O My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

O | 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 I 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)

O | 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 the natural disaster.

If none of these statements applies to you or you're not sure, please contact FirstCare Health Plans at
1-866-229-4969 (TTY users should call 711 ) to see if you are eligible to enroll. We are open Monday
through Friday, 8 a.m.- 8 p.m.
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Language Assistance/ Asistencia de idiomas FirstCare
%

HEALTH PLANS
English:
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-884-4901
(TTY: 711).
Spanish:
ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-800-884-4901
(TTY: 711).

Vietnamese:
CHU Y: Néu ban noi Tiéng Viét, ¢6 cac dich vu hd trg ngbn ngir mién phi danh cho ban. Goi s6 1-800-884-4901 (TTY: 711).

Chinese:
/j':f: gu%/u\1ﬁﬁﬁg EFIY, /u\jl’/(%gz E %%WJHE%O Dﬁzyagl 800'884'4901 (TTY:711)O
Korean:

Fo|: Bh=0{E P
(TTY: 711) He 2
Arabic:
1-800-884-4901 eﬂ‘)le Jaadl | LILM S 61 4y gall) sac Luall Chledd L8 Ay yel) 42l ?ls.u S 3] elaiiy) g
(711 sl Cilaaia 5 anall anadial) Caill) a8 )

482, Ao x| HHIAE F 22 0|&3HA &= UELICH 1-800-884-4901
=

Urdu:
JE - G il (e e cilead (S o (S L) Sl segn g syl Gl &1l 8 1-800-884-4901 (TTY: 711). LS

Tagalog:
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad.
Tumawag sa 1-800-884-4901 (TTY: 711).

French:
ATTENTION : Si vous parlez francais, des services d’aide linguistique vous sont proposés gratuitement. Appelez le
1-800-884-4901 (ATS : 711).

Hindi:

A < agf 31 gfe et & o 31U Af goad F T Tgre dard 3uerey g 1 1-800-884-4901 (TTY: 711) Rt &t |

Persian:

L 5 Oy @y seas (Al ) EBgs (S oo S8 o Jli gl 4 Bl a5 0,80 (el 1-800-884-4901 (TTY: 711) L 280 (e aal
German:

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-800-884-4901 (TTY: 711).

Gujarati:
HAAL 71 dH IsrRUdl ollddl €l dl A[9ds ML UG QAL AHIZL HIZ GUESH 9. 5l 521 1-800-884-4901 (TTY: 711).

D <

Russian:
BHUMAHMUE: Ecnu BBl TOBOpUTE HA PyCCKOM SI3BIKE, TO BaM JOCTYITHBI OCCIIATHBIC YCIYTH TIEpeBOAa. 3BOHHTE
1-800-884-4901 (Temeraiin: 711).

Japanese:

ARFEE HABZEINSGE BHOSEZEZ SH BN EITE T, 1-800-884-4901 (TTY: 711) X T HEE
TERELSITEL

Laotian:

Wogaw:n 90 11 weo” 9wz 290, L 2 Ny oewn " s0  mwwiz, losv 3 de 9,
e po W sl v w. s 1-800-884-4901 (TTY: 711).

Southwest Life & Health Insurance Company is a wholly owned subsidiary of SHA, LLC d/b/a FirstCare Health Plans (a wholly owned subsidiary of
Scott and White Health Plan). PPO plans are offered by Southwest Life & Health Insurance Company. HMO, Medicaid and Medicare plans are
offered by SHA, LLC.
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Firstgaré

HEALTH PLANS

Nondiscrimination Notice

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-800-884-4901
(TTY: 711).

SHA, LLC d/b/a FirstCare Health Plans and Southwest Life & Health Insurance Company comply with applicable Federal civil
rights laws and do not discriminate on the basis of race, color, national origin, age, disability, or sex. FirstCare Health Plans and
Southwest Life & Health Insurance Company do not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

FirstCare Health Plans and Southwest Life & Health Insurance Company:

« Provide free aids and services to people with disabilities to communicate effectively with us, such as:

- Written information in other formats (large print and accessible electronic formats)

« Provide 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 Compliance Officer at 1-214-820-8888 or send an email to

SWHPComplianceDepartment@BSWHealth.org.

If you believe that FirstCare Health Plans and Southwest Life & Health Insurance Company have 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:

Compliance Officer
1206 West Campus Drive, Suite 151
Temple, Texas 76502

Compliance HelpLine; 1-888-484-6977 or https://app.mycompliancereport.com/report.aspx?cid=swhp.

You can file a grievance in person or by mail, online, or email. If you need help filing a grievance, the Compliance Officer 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, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at https://www.hhs.gov/civil-rights/filing-a-complaint/index.html.

Southwest Life & Health Insurance Company is a wholly owned subsidiary of SHA, LLC d/b/a FirstCare Health Plans (a wholly owned
subsidiary of Scott and White Health Plan). PPO plans are offered by Southwest Life & Health Insurance Company. HMO, Medicaid and
Medicare plans are offered by SHA, LLC.
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