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UCare’s Minnesota Senior Health Options
(MSHO) (HMO D-SNP) Enroliment Form

UCare’s MSHO Enroliment Telephone Numbers
Medical and Prescription Drug questions:

1-800-707-1711
TTY for the hearing impaired at 1-800-688-2534
8 am — 5 pm, Monday — Friday
The call is free.

UCare’s MSHO Customer Service Telephone Numbers

1-866-280-7202
TTY for the hearing impaired at 1-800-688-2534
8 am — 8 pm, seven days a week
The call is free.

Return the completed form, pages 2 to 6, to:

UCare
PO Box 52
Minneapolis, MN 55440
Fax: 612-884-2122

Please contact UCare’s MSHO Customer Service at the number listed above if you need
information in another language or format.

UCare’s Minnesota Senior Health Options (MSHO) (HMO D-SNP) is a health plan that contracts
with both Medicare and the Minnesota Medical Assistance (Medicaid) program to provide
benefits of both programs to enrollees. Enroliment in UCare’s MSHO depends on contract
renewal.

American Indians can continue or begin to use tribal and Indian Health Services (IHS) clinics.
We will not require prior approval or impose any conditions for you to get services at these
clinics. For elders age 65 years and older this includes Elderly Waiver (EW) services accessed
through the tribe. If a doctor or other provider in a tribal or IHS clinic refers you to a provider in
our network, we will not require you to see your primary care provider prior to the referral.
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Member Name: MHCP Member Number:

UCare’s MSHO (HMO D-SNP) Enrollment Request Form

To join UCare’s MSHO, you must have Medicare Part A, Medicare Part B, and Medical
Assistance without a medical spenddown, and be age 65 or over, and live in UCare’s

MSHO’s service area. You must also be a United States citizen or be lawfully present in the
u.s.

Section 1. Tell us about yourself:

1 | Name: (first, middle, last)

2 | pate of birth: Sex:

3 | Phone number:

( ) -

4 | Address where you live (Don’t enter a PO Box. Note: For individuals experiencing homelessness,
a PO Box may be considered your permanent residence address.):

City: State: ZIP code: County:

5 | Address where you get mail (if different from where you live):

City: State: ZIP code: County:
6 | Do you live in a long-term care facility? If Yes, fill in the information below:
Name of the facility: Phone number:

( ) -

7 | Do you need an interpreter? [ Yes [ No If Yes, check the language below:

(101 Spanish (1 02 Hmong [1 03 Vietnamese [ 04 Khmer (105 Lao [1 06 Russian
(Cambodian)
[1 07 Somali [108 ASL [1 09 Amharic (110 Arabic (112 Oromo [ 14 Burmese
(American Sign
Language)
[115 Cantonese (] 16 French [120 Korean [121 Karen [198 Other




Member Name: MHCP Member Number:

Section 2. Tell us more about yourself:

You are not required to answer questions or give any information in this section. It’s your
choice to share this information with us. We can’t deny you coverage if you don’t answer
them.

8 | Do you want us to send you information in a language other than English? [ Yes (1 No

If Yes, write language:

format below.

(] Braille [ILarge print [7 Audio CD [0 Data CD

800-688-2534.

9 | Do you want us to send you information in an accessible format? 1 Yes [1No IfYes, check

Please contact UCare’s MSHO at 1-866-280-7202 if you need information in an accessible format other
than what’s listed above. Our office hours are 8 am — 8 pm, seven days a week. TTY users can call 1-

Email:

10 | Do you want to get information by email? 11 Yes [ No If Yes, provide your email address below.

11 | Doyouwork? [(1Yes [1No Does your spouse work? [ Yes
[0 Does not apply

71 No

12 | Name of the primary care clinic/care system you are choosing:

Section 3. Tell us about your Medicare and Medical Assistance coverage:

Fill in your Medicare and Minnesota Health Care Program (MHCP) information below. You can
find Medicare information on your red, white, and blue Medicare card or in a letter from Social
Security or the Railroad Retirement Board. Also, please put your Minnesota Health Care
Program (MHCP) Member Number as it appears on the front of your card. This is also known as
your Medical Assistance Member Number.

13 | Medicare MHCP Member
Number: Number:

Section 4. Tell us about your health coverage including your prescription drug coverage:

Some people have other health insurance or drug coverage through private insurance,
TRICARE, Employers, Unions, Veterans Affairs, or the State Pharmaceutical Assistance
Programs.

14 | Do you have other health coverage? (7 Yes [1No If Yes, fill in the information below:

15 | Name of your plan (and employer, if applicable): Group number:

Policy or ID number:




Member Name: MHCP Member Number:

16 | Are you leaving employer or union coverage? [1Yes [INo If Yes, whatis the coverage end
date?

If you have health coverage from an employer or union right now, you or your dependents could
lose that coverage when you join UCare’s MSHO. Your employer or union can give you more
information about your coverage. If you have questions, talk with the person in your office who
takes care of benefits.

Section 5. Tell us about your enroliment eligibility.

17. Please read the following statements carefully and check the box if the statement applies to
you. Check all that apply. By checking any of the following boxes you are certifying that, to the
best of your knowledge, you are eligible for an Enroliment Period. If we later determine that this
information is incorrect, you may be disenrolled.

O | am applying during the Medicare Advantage plan annual enroliment period from October 15
through December 7 and want my enroliment effective January 1.

[J | am new to Medicare.

O | have both Medicare and Medical Assistance (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.

711 have Medicare and get full Medical Assistance benefits. | want to join or switch to a plan
that coordinates coverage between my Medicare and Medical Assistance managed care
plans (called an integrated Dual Eligible Special Needs Plan (D-SNP)).

1 | recently had a change in my Medical Assistance (newly got Medical Assistance or had a
change in level of Medical Assistance) on (date)

1 | 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 (date)

71 1 am moving into, live in, or recently moved out of a long-term care facility (for example, a
nursing home). | moved or will move into or out of the facility on (date)

1 | recently moved outside of the service area for my current plan, or | recently moved and have
new options available to me. | moved on (date)

71 1 am leaving employer or union coverage on (date)

[1 1 am enrolled in a Medicare Advantage plan and want to make a change during the Medicare
Advantage Open Enroliment Period (MA OEP).

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




Member Name: MHCP Member Number:

[1 My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

71 1 was enrolled in a plan by Medicare (or my state), and | want to choose a different plan. My
enrollment in that plan started on (date)

71 | recently was released from incarceration. | was released on (date)

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

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

11 | was affected by a weather-related emergency or major disaster as declared by the Federal
Emergency Management Agency (FEMA) or by a Federal, State, or local government entity.
One of the other statements here applied to me, but | was unable to make my enroliment
because of the natural disaster.

If none of these statements apply to you or you’re not sure, please contact UCare’s MSHO at 1-
800-707-1711 (TTY users should call 1-800-688-2534) to find out if you're eligible to enroll. We
are open 8 am — 5 pm, Monday — Friday.



Member Name: MHCP Member Number:

Please read the information on page 7 and sign below.

When you sign this form, it means that you understand the information you read.

Name of Applicant (Please print)

Signature Today’s Date

If you are the authorized representative, you must sign above and provide the following
information.

Name (Print) Relationship to Enrollee

Address (Print) Telephone Number

When the form is completed, mail or fax it to UCare’s MSHO. Our address and fax number are
on the cover of this form.

For individuals helping enrollee with completing this form only
Complete this section if you're an individual (i.e. agents, brokers, SHIP counselors, family
members, or other third parties) helping an enrollee fill out this form.

Name: Relationship to enrollee:

Signature:

National Producer Number (Agents/Brokers only):




Information and Acknowledgement Statements

My response to this form is voluntary.
However, failure to respond may affect
enrollment in the plan.

| must keep Medicare Part A and Part B and
Medical Assistance to stay in UCare’s MSHO.

I understand that | can be enrolled in only one
MA plan at a time — and that enroliment in this
plan will automatically end my enrollment in
another MA plan (exceptions apply for MA
PFFS, MA MSA plans).

By joining UCare’s MSHO, | acknowledge that
the plan 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 collection of this information (refer to
the Privacy Act Statement below).

| understand that when my UCare’s MSHO
coverage begins, | must get my medical and
prescription drug benefits from UCare’s
MSHO.

Benefits and services provided by UCare’s
MSHO and contained in my Member
Handbook are covered. Neither Medicare nor
UCare’s MSHO will pay for benefits or
services that are not covered.

| understand that UCare’s MSHO doesn't
usually cover people while they’re out of the
country except under limited circumstances.

| can choose to leave UCare’s MSHO any
month of the year. | understand that | will be
enrolled in UCare’s MSHO through the last
day of the month. | understand that | will be
automatically enrolled in the Minnesota Senior
Care Plus (MSC+) plan, which will cover my
Medical Assistance benefits. If | ask in writing,
| will be enrolled in my previous MSC+ plan.

If | get a medical spenddown while enrolled in
UCare’s MSHO and do not pay it to the State,
| will be disenrolled from UCare’s MSHO.

The information on this enroliment 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 my
authorized representative’s signature) on this
form means that I've read and understand the
contents of this form. If an authorized
representative signs, this signature means
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 and/or Medical
Assistance.

PRIVACY ACT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans
to track beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the
payment of Medicare benefits. Sections 1851 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
enroliment data from Medicare beneficiaries as specified in the System of Records Notice (SORN)
“Medicare Advantage Prescription Drug (MARX)”, System No. 09-70-0588. Your response to this
form is voluntary. However, failure to respond may affect enrollment in the plan.




Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a customer service representative at
612-676-6868 or 1-866-280-7202 (TTY users call 612-676-6810 or 1-800-688-2534), 8 am — 8
pm, seven days a week.

This plan is a dual-eligible special needs plan (D-SNP). Your ability to enroll will be based on
verification that you are entitled to both Medicare and Medical Assistance from a state plan
under Medicaid.

Additional requirements are:

¢ You live in UCare’s MSHO service area

¢ You have both Medicare Part A and Medicare Part B

¢ You are a United States citizen or are lawfully present in the United States
e You are age 65 or over

Understanding the Benefits

[0  The Member Handbook provides a complete list of all coverage and services. It is
important to review plan coverage, costs and benefits before you enroll. Visit
ucare.org/formembers or call 612-676-6868 or 1-866-280-7202 (TTY users call 612-
676-6810 or 1-800-688-2534) to view a copy of the Member Handbook.

1 Review the Provider and Pharmacy Directory (or ask your doctor) to make sure the
doctors you see now are in the network. If they are not listed, it means you will likely
have to select a new doctor.

1 Review the Provider and Pharmacy Directory to make sure the pharmacy you use for
any prescription medicine is in the network. If the pharmacy is not listed, you will likely
have to select a new pharmacy for your prescriptions.

[0 Review the formulary (list of covered drugs) to make sure your drugs are covered.

Understanding Important Rules

[0 You must continue to pay your Medicare Part B premium. This premium is normally
taken out of your Social Security check each month.

[l Benefits and/or copayments/co-insurance may change on January 1, 2027.

1 Except in emergency or urgent situations, we do not cover services by out-of-network
providers (doctors who are not listed in the Provider and Pharmacy Directory).



NO ENGLISH 1-800-203-7225 612-676-3200
TRS: 711

ATTENTION: If you speak English, free language assistance services are available to you free of charge and
without unnecessary delay. Additionally, appropriate auxiliary aids and services to provide information in
accessible formats are available free of charge and in a timely manner. Please call the number above or speak to
your provider. English
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I"E'] {fﬂk}@ o Cantonese (Traditional Chinese)

ATTENTION : Si vous parlez francais, des services d'assistance linguistique gratuits sont a votre
disposition, sans frais et sans délai. En outre, des aides et services auxiliaires appropriés pouvant fournir
des informations dans des formats accessibles sont disponibles gratuitement et rapidement. Veuillez
appeler le numéro ci-dessus ou contacter votre fournisseur. French

CEEB TOOM: Yog koj hais lus Hmoob, muaj kev pab txhais lus dawb rau koj siv. Koj tsis tas them
nqi thiab yuav tsis qeeb. Kuj muaj cuab yeej thiab kev pab los pab koj nyeem cov ntaub ntawv kom

yooj yim nkag siab. Koj hu tau rau tus xov tooj saum toj no lossis nrog koj tus kws kho mob tham.
Hmong
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NO ENGLISH £8) [1-800-203-7225 612-676-3200
TRS: 711
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GRIBCMO: TINIVCDIWITID0, VIVHHAISLODINIVFOBCPOIMVWITNOLVCTLO CIT LHNIVINI
HUCTD. PENBIMNVY, Bedgoscdaccar HINIVCSLIcETVISVCBe 2y IVSLCCLLHCEICTID
YoeUczeen 18998 a¥ BCDI. NQLNNMICOLNIESVEICRY B FLVVINLVEGLOVINIV2DIVIL.
Lao

HUBADHAA: Yoo Afaan Oromoo dubbattu ta’e, tajaajila gargaarsa turjumaana afaanii biliisaan akkasumas turtii
barbaachisaa hin taane hambisu danda’u isiniif dhihaatee jira. Dabalataanis, odeeffannoo haala salphaan argamuu
danda’an dhiyeessuuf gargaarsa fi tajaajiloota deeggarsaa qama midhamtootaaf mijatoo ta’an, kaffaltii tokko malee
fi yeroo isaa eeggatee kennamu dhihaatee jira. Odeeffanno dabalataaf lakkoofsa armaan oliitti fayyadamuun
namoota gargaarsa kana isiniif kennan qunnamaa. Oromo

BHUMAHMUE: Ecnu BbI pa3roBapuBaeTe Ha PyCCKOM SI3bIKE, BOCTIOIb3YHUTECH YCIyraMu sI3bIKOBOM
MOJJEPXKKHU OECIUIaTHO U 0€3 IMIIHKX MPOBOJIOYEK. Takike OECIIaTHO U HE3aMEeIJTUTEIbHO
MIPEIOCTABIISIFOTCS. COOTBETCTBYIOIIUE BCIIOMOTATENIbHBIE CPECTBA M YCIYTH MO0 00ECTIEYEHUTO
uHpopManuen B 1ocTynHbix popmarax. [l03BOHUTE MO yKa3aHHOMY BBIIIIE HOMEPY WK O0OPATUTECh K
CBOEMY IOCTABIIMUKY YCIIYT. Russian

FIIRO GAAR AH: Haddii aad ku hadasho Soomaali, waxaa si bilaash ah kuugu diyaar ah adeegyada caawinada
luugadeed oo aan lahayn daahitaan aan munaasib ahayn. Intaas waxaa dheer, waxaa la heli karaa adeegyada iyo
kaabitaanka naafada ee haboon si macluumaadka loogu bixiyo qaabab la adeegsan karo oo bilaash ah laguna
bixinayo waqqigeeda. Fadlan wac lambarka kore ama la hadal adeegbixiyahaaga. Somali

ATENCION: si habla espaiiol, tiene a su disposicion los servicios gratuitos de traduccién sin costo alguno y sin
demoras innecesarias. Ademas, se encuentran disponibles de forma gratuita y oportuna ayuda y servicios auxiliares
adecuados con el fin de brindarle informacion en formatos accesibles. Llame al nimero indicado anteriormente o
hable con su proveedor. Spanish

LUU Y: Néu ban ndi tiéng Viét, ban c6 thé duoc hd tro ngdn ngit mién phi ma khong phai cho doi 1au. Ngoai
ra, cac thiét bi hd tro va dich vu phi hop dé cung cap thong tin & dinh dang dé tiép can ciing c¢6 san mién phi va
kip thoi. Vui long goi sb dién thoai phia trén hodc trao d6i v6i nhan vién y té cua ban. Vietnamese
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Toll free 1-800-203-7225, TTY 1-800-688-2534

Attention. If you need free help interpreting this document, call the above
number.
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Attention. Si vous avez besoin d’une aide gratuite pour interpréter le présent
document, veuillez appeler au numéro ci-dessus.

Thov ua twb zoo nyeem. Yog hais tias koj xav tau kev pab txhais lus rau tsab
ntaub ntawv no pub dawb, ces hu rau tus najnpawb xov tooj saum toj no.
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Hubachiisa. Dokumentiin kun tola akka siif hitkamu gargaarsa hoo feete,
lakkoobsa gubbatti kenname bilbili.

BHuMaHue: eciiv BaM HY’KHa oecrjiaTHas IIoMouIb B YCTHOM IICPCBOAC JAHHOI'O
HOKYMCHTAQ, [TO3BOHUTC 110 YKA3AHHOMY BBIIIC Teﬂe(l)OHy.

Digniin. Haddii aad u baahantahay caawimaad lacag-la’aan ah ee tarjumaadda
(afcelinta) qoraalkan, lambarka kore wac.

Atencion. Si desea recibir asistencia gratuita para interpretar este documento,
llame al numero indicado arriba.

Chu y. Néu quy vi can dugc giup do dich tai liéu nay mién phi, xin goi s bén
trén. LB2 (10-20)



CB5 (MCOs) (10-2021)

Civil Rights Notice

Discrimination is against the law. UCare does not discriminate on the basis of any of the following:

e race e age e political beliefs

e color e disability (including e medical condition

e national origin physical or mental e health status

e creed impairment) e receipt of health care

e religion e sex(including sex services

e sexual orientation stereotypesand e claims experience

e public assistance genderidentity) e medical history
status e marital status e geneticinformation

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by UCare. You can file a complaint and ask for help filing a complaint in person or by mail, phone,
fax, or email at:

UCare

Attn: Appeals and Grievances

PO Box 52

Minneapolis, MN 55440-0052

Toll Free: 1-800-203-7225

TTY: 1-800-688-2534

Fax: 612-884-2021

Email: cag@ucare.org

Auxiliary Aids and Services: UCare provides auxiliary aids and services, like
qualified interpreters or information in accessible formats, free of chargeand in a
timely mannerto ensure an equal opportunity to participate in our health care
programs. Contact UCare at 612-676-3200 (voice) or 1-800-203-7225 (voice),
612-676-6810(TTY), or 1-800-688-2534 (TTY).

Language Assistance Services: UCare provides translated documents and
spoken language interpreting, free of charge and in a timely manner, when
language assistance services are necessary to ensure limited English speakers
have meaningful access to our information and services. Contact UCare at 612-
676-3200 (voice) or 1-800-203-7225 (voice), 612-676-6810 (TTY), or 1-800-688-
2534 (TTY).

Civil Rights Complaints

You have the right to file a discrimination complaint if you believe you were treated in a discriminatory
way by UCare. You may also contact any of the following agencies directly to file a discrimination
complaint.

U.S. Department of Health and Human Services Office for Civil Rights (OCR)
You have the right to file a complaint with the OCR, a federalagency, if you believe you have been
discriminated against because of any of the following:

DHS_Approved _11/24/2021



CB5 (MCOs) (10-2021)

e race e age e religion (in some
e color e disability cases)
e national origin e sex

Contact the OCR directly to file a complaint:
Office for Civil Rights
U.S. Department of Health and Human Services
Midwest Region
233 N. Michigan Avenue, Suite 240
Chicago, IL 60601
Customer Response Center: Toll-free: 800-368-1019
TDD Toll-free: 800-537-7697
Email: ocrmail@hhs.gov

Minnesota Department of Human Rights (MDHR)
In Minnesota, you have the right to file a complaint with the MDHR if you have beendiscriminated
against because of any of the following:

e race e creed e public assistance
e color ® sex status

e national origin e sexual orientation e disability

e religion e marital status

Contact the MDHR directly to file a complaint:
Minnesota Department of Human Rights
540 Fairview Avenue North, Suite 201
St. Paul, MN 55104
651-539-1100 (voice)
800-657-3704 (toll-free)
711 or 800-627-3529 (MN Relay)
651-296-9042 (fax)
Info.MDHR@state.mn.us (email)

Minnesota Department of Human Services (DHS)
You have the right to file a complaint with DHS if you believe you have been discriminated against in
our health care programs because of any of the following:

e race

e color

e national origin

e religion (in some cases)

e age

e disability (including physical or mental impairment)

e sex(including sex stereotypesand gender identity)
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Complaints must be in writing and filed within 180 days of the date you discovered the alleged
discrimination. The complaint must contain your name and address and describe the discrimination
you are complaining about. We will review it and notify you in writing about whether we have
authority to investigate. If we do, we will investigate the complaint.

DHS will notify you in writing of the investigation’s outcome. You have the right to appeal if you
disagree with the decision. To appeal, you must send a written request to have DHS review the

investigation outcome. Be brief and state why you disagree with the decision. Include additional
information you think is important.

If you file a complaint in this way, the people who work for the agency named in the complaint cannot
retaliate against you. This meansthey cannot punish you in any way for filing a complaint. Filing a
complaint in this way does not stop you from seeking out other legal or administrative actions.

Contact DHS directly to file a discrimination complaint:
Civil Rights Coordinator
Minnesota Department of Human Services
Equal Opportunity and Access Division
P.O. Box 64997
St. Paul, MN 55164-0997
651-431-3040 (voice)or use your preferred relay service
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