“AARP | MedicareRx Plans

et UnitedHealtheare

AARP" MedicareRx Plans Medicare Prescription Drug Plan Individual Enrollment Form
To enroll in one of the 2009 AARP MedicareRx Plans, please provide the following;
Check the ONE plan you wanl Lo enroll in:

D AARP MedicareRx Preferred l._l AARP MedicareRx Enhanced

LLasl Name: First Name: Middle Initial: ] wr

] mrs,
[] Ms,

Birth Dale: sex: | Applicant Social Security Number: Home Phone Number;
providing this information is optional

D |ferove i

MMWOD/YYY Y)IOF | e L)

Permanent Residence Streel Address:

Cily: Slale; Zip Code:

Mailing Address (only if different from your Permanent Residence Address).
slreel Address: Cily: Slate: Zip Code:
Emergency Conlacl:

Contact Phone Number: Relationship Lo You:
E-mail Address (optional):

Please e-mail me plan informalion and updalos,
f

Please provide your Medicare Insurance Information

You must have Medicare Part A or Part B (or both) ki LN RPN S
Lo join a Medicare prescription drug plan. MEDICAHE Sfjr HEALTHINSURANCE
Please take oul your red, white and blue Medicare
Card to complele this seclion, Nawe:
Please fill in these blanks so they match you Medicare Claim Number Sex
Medicare card
-~ OR -

Altach a copy of your Medicare card or you o N =N =
letler from Lthe Social Securily Administralion or Is Entitled To Elfective Date
Railroad Relirement Board
HOSPHAL — (Part A)
Anincorrect orincomplete Medicare Claim Number S |
may cause a delay or denial of coverape, MEDICAL — (Parl B)




Please answer the following questions:

I Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benelits coverage, VA benelits, or State pharmaceulical assistance programs.

Will you have other prescription drug coverage in addition to AARP MedicareRx Plans? ......[] Yes [ No
Il™Yes,” please list your other coverage and your idenlification (ID) number(s) for this coverage:

Name of other coverage: 1D Tor this coverage: Group # for this coverage:

2. Do you, on your own or through your spouse, have any additional primary, supplemental i
or liability plan other than Medicare that includes prescription drug coverape?.....o...., L ves [ no

3. Are you a resident in a long-term care facility, such as a nursing NOMeE? ..o, [ ves [ No
Il *Yes," please provide the following information:

Name of Facility:

Address & Phone Number of Facility:

Plan information is available in different formats, including Spanish and large print. Please call UnitedHealthcare
Customer Care al 1-888-867-5564, 24 hours a day, 7 days a week, TTY 1-877-730-4 192, il you need plan
information in another format or

anguage,

Your plan premium payment options:

Please select one monthly payment option by checking the appropriate box. If you select the
Electronic Funds Transfer option, please include the requested information.

You have Lhree options for paying your monthly premium. You can have the monthly premium for this Medicare
drug plan automatically deducted from your checking or savings account through automatic debil, also known
as Electronic Funds Transfer (EFT), can make your premium payments through a payment coupon book, or can
have (he premium automalically deducted from your Social securily checlk,

D Electronic Funds Transler (EFT) from your bank account (please
enclose a blank check with VOID wiritten on the front).

Nimie 17

Addivay

Glly, Stato, 2010
Account Holder Name: A . W V i CONKENEAVAERS

- e i B 17 R N I |
Bank Routing Number: Y ~ollus
Bank Account Number:
i [ IIZ’."ﬂI!J(n/l!'} | [ [Il’ d4567690 |N' 17
Account Type: D Checking D Savings [ ol l
|_ L—Bank Account Number
D Payment coupon book for monthly payments by check. —Bank Rouling Nurmber

L] Automatic deduction from your monthly Social Security benelit check. (Ihe Social Securily deduction may
lake two or more monlths lo begin, In most cases, the first deduction from your Social Securily henefil
check will include all premiums due from your enrollment effeclive date up Lo the point withholding begins.)

If no option is chosen, you will receive a payment coupon hool.

IFyou qualify for extra help with your Medicare prescription drug coverage cosls, Medicare may cover all or some
portion of your plan premium, Please choose an option ahove lor paying the remaining premium, if there is any.




@ Please Read This Important Information

The person who is discussing plan options with you is either employed by or contracted

with the plan he or she is describing. The person may be compensated based on your
enrollment in a plan.

If you are a member of a Medicare Advantage Plan (like an HMO or PPO), you may already have 4

prescription drug benelil [rom your Medicare Advantage plan thal will help meel your needs. By joining one
of the AARP MedicareRx Plans, your membership in your Medicare Advantage plans may end, This will affect
both your doctor and hospilal coverage as well as your presoription drug benefils. Read Lthe information thal
your Medicare Advantage plan sends you and if you have questions, contact your Medicare Advantage plan.

If you currently have health or prescription drug coverage from a plan sponsor (former employer,
union, or trust administrator), enrollment in Lhis plan could eilher change how your current coverage
works or terminate your group plan il your group coverage includes Medicare Advanlage, Medicare Advanlage
Prescriplion Drug or a prescription drug plan. Even if your group coverage is with our organization, your
enrollment in an individual prescription drug plan could affect or terminate your plan sponsor coverage, In
some cases, you may nol be able Lo have your group coverage reinslated. To avoid polential disruption of your
current group plan coverage, please discuss your inlent Lo enroll in an individual preseription drug plan with
your group administralor and ask what their rules are concerning individual prescription drug plan enrolliment.

Please read and sign below:

By completing this enrollment application, | agree to the following: The AARP MedicareRx Plans are
Medicare drug plans and are contracted with the Federal sovernment, understand thal this preseription drug
coverage is in addilion to my coverage under Medicare; therelore, | will need (o keep my Medicare coverage,
IUis my responsibility lo inform the AARP MedicareRx Plans of any prescription drug coverage that | have
ormay gelin the fulure, ean only be in one Medicare prescription drug plan al a time. If | am currently in

a Medicare prescription drug plan, my enrollment lo the AARP MedicareRx Plans will end that enrollment.
Enrollment in this plan is generally for the enlire year, Once | enroll, | may leave (his plan or make changes if
an enrolliment period is available, generally during the Annual Flection Period (November 15 to December 31),
unless | qualify for certain special circumslances.

The AARP MedicareRx Plans serve a specific service area, Il | move oul of Lhe area thal the AARP MedicareRx Plans
serve, | need Lo nolify the plan so | can disenroll and find a new plan in my new area. | understand (hat |

must use network pharmacies Lo aceess AARP MedicareRx Plan benefils, excepl under limiled, non-routine
circumslances when | cannol reasonably use AARP MeadicareRx Plan network pharmacies, Once | am a member
of the AARP MedicareRx Plans, | have the right Lo appeal plan decisions aboul payment or services il | disagree.
Iwill read Lhe Evidence of Coverage document from the AARP MedicareRx Plans when | receive il 1o know which
rules | must follow in order o receive coverage with this Medicare drug plan,

Funderstand thatif I leave this plan and do not have or obtain olher Medicare prescriplion drug coverage ol
creditable coverage (as good as Medicare’s), | may have lo pay @ lale enrollmenl penally in addition lo my
premium for Medicare prescription drug coverage in the future.

IFapplying for the AARP MedicareRx Enhanced plan, | atlest that | am nol receiving any linancial supporl

from my current or former employer group or union (or my spouse’s current or former employer group or union)
intended for the purchase of medical services or medical coverage, prescriplion drugs or prescriplion drug
coverage or lo pay for, in whole orin part, my enrollment in a Medicare Advantage or Medicare drug plan.

Lunderstand thal il | am receiving assistance from a sales agenl, broker or olher individual employed by

or contracled with AARP MedicareRx Plans he/she may be compensated based on my enrollment in the

AARP MedicareRx Plans. Counseling services may be available in my slate to provide advice concerning
Medicare supplement insurance or olther Medicare Advantage or prescriplion drug plan oplions and concerning
Medical Assistance through the slale Medicare program and the Medicare Savings Program,




Release of Information: By joining this Medicare prescription drug plan, | acknowledge that the AARP MedicareRx Plans
will release my information o Medicare and olher plans as is necessary for treatment, payment and health care
operalions. | also acknowledlge that the AARP MedicareRx Plans will release my information, including my prescription
drug event dala, lo Medicare, who may release it for research and other purposes which lollow all applicable
Federal statules and regulations, The information on this enrollment form is correcl Lo the best of my knowledge,
Funderstand thal if I intentionally provide false information on this form, | will be disenrolled from the plan,

lunderstand thal my signature (or the signature of the person authorized Lo acl on behalfl of the individual
under the laws of the State where the individual resides) on this application means thal | have read and
undersland the conlents of this application. I signed by an authorized individual (as described above),
this signature cerlifies Lthal: (1) this person is authorized under State law Lo complele this enrollment ancd
(2) documentation of this authorily is available upon request by the AARP MedicareRx Plans or by Medicare.

Your Signature: loday's Dale: m

If applicant is unable to sign, witness signature is required
Wiltness Signature: (Ifapplicant is unable to sign) loday's Dale: Telephone Number:

Authorized Representative Information

Il you are the authorized representalive (Responsible Parly, Power ol Attorney, Family Member, elc.), you
musl sign below and provide the following informalion:

Signature: e Phone:

Relationship to Enrollee:

Broler or Sales Agent Use Only

Sales Agenl Signalure: ___Date: o el |

Sales Agenl IDI: 203 /X 73) ,

Sales Agenl Organization: M) Q Comvan_ Linswucance Associoles

Sales Agenl Name: _Alan _SheKetantf

For proper commission processing, please print clearly and include the correct Agent 1D, Agenls must be licensed,
appointed, and certified to receive commission. Incomplete agent information will cause dolays in cormmission,

AARP MedicareRx Plans Use Only Plan 1D

Elfective Date of Coverage: y 4 AEP: SEP (type):

Employer 1D et e L . SAATY NSRS )OS

~ Source Code;  POIAGT

Marketing 1Dt

Plan Represenlalive Signalure;

It reply envelope is missing, mail this form to;
EAPDP30G768E. XACE00 UnitedHealthcare, Attn: AARP MedicareRx Plans
obB2085B0555921_PNP3067668_001 CMS 08/2008 PO Box 29200, Hot Springs, AR 71903-9200



