Aspirus Health Plan Medicare Advantage Plan ﬂﬁgﬂfjﬂs
change enrollment request form

OMB No. 0938-1378
Expires: 12/31/2026

Name of plan you are enrolling in:

Name: Member ID or Medicare number:

Phone number:

Permanent street address (cannot be a PO Box unless experiencing homelessness):

City: State: ZIP code:
Mailing address (only if different from your permanent street address) County:
Street address:

City: State: ZIP code:

Please fill out the following:

| am currently a member of the Aspirus Health Plan plan

with a monthly premium of $

I would like to change to the Aspirus Health Plan plan.

I understand that this plan has different health benefits and a monthly premium of $

Please note: If you wish to enroll in any applicable additional dental coverage, you will need to fill out a
separate dental enrollment form.

Optional: Answering the following question is your choice. You can’t be denied coverage if you don’t fill
itout.

Select if you want us to send information in a language other than English or in an accessible format:
[ ]Braille [ ]Largeprint [ ]JAudioCD [ ]DataCD [ ]Email

[_] Other language or format

Plan materials are available on medicare.aspirushealthplan.com. Please contact Aspirus Health Plan at
1.855.931.4850 if you need information in a format other than what’s listed above. Our office hours are
Monday - Friday, 8 am - 8 pm. TTY users call 1.855.931.4852.
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http://medicare.aspirushealthplan.com

Your plan premium

You can pay your monthly plan premium (including any late enrollment penalty you have or may owe)
by mail or Electronic Funds Transfer (EFT) each month. You can also choose to pay your premium by
automatic deduction from your Social Security or Railroad Retirement Board (RRB) 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 Aspirus Health Plan the Part D-IRMAA.

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you
qualify, Medicare could pay for your drug costs including monthly prescription drug premiums, annual
deductibles and coinsurance. Additionally, those who qualify won’t have a late enrollment penalty.
Many people qualify 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 call
1.800.325.0778). You can also apply for Extra Help online at ssa.gov/medicare/part-d-extra-help.

If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or
part of your plan premium for this benefit. 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:
[_] Keep current premium payment method.

[_] Get a bill. (Once enrolled, you may choose to pay by credit card through your Aspirus Health Plan
member account.)

[_] Monthly electronic funds transfer (EFT) from a checking or savings account. Please provide
the following:

Bank name

Bank routing # Bank account #

Account type: [ ] Checking [ ] Savings
[_] Automatic deduction from your monthly Social Security or RRB benefit check.
| get monthly benefits from: [ | Social Security [ ] RRB

The Social Security 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.



http://ssa.gov/medicare/part-d-extra-help

REQUIRED: Please read this important information and sign below.

+ Release of Information: By joining this Medicare health plan, | acknowledge and agree that Aspirus Health
Plan will release my information to Medicare and other plans as necessary for treatment, payment and
health care operations in compliance with state and federal law and as stated in the Notice of Privacy
Practices. | acknowledge that | have read and understand Aspirus Health Plan's Notice of Privacy Practices
(included in the Summary of Benefits and on medicare.aspirushealthplan.com). | also acknowledge
that Aspirus Health Plan 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 people with Medicare aren't covered under Medicare while out of the country, except for
limited coverage near the US border.

« l understand that beginning on the date Aspirus Health Plan coverage begins, | must get all of my health
care from Aspirus Health Plan, except for emergency or urgently needed services or out-of-area dialysis
services. Services authorized by Aspirus Health Plan and other services contained in my Evidence of
Coverage document (also known as member contract or subscriber agreement) will be covered. Without
authorization, neither Medicare nor Aspirus Health Plan will pay for these services.

« l 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

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 NPN (agents/brokers only)

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control
number. The valid OMB control number for this information collection is 0938-1378. The time required to complete this information is estimated to average
20 minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the
information collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this form, please write to:
CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT

Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports
Clearance Office. Any items we get that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be
destroyed. It will not be kept, reviewed, or forwarded to the plan.
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Notice of Availability

ATTENTION: Free language assistance services are available to you. Appropriate auxiliary aids
and services to provide information in accessible formats are also available free of charge. Call
715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).
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ATTENTION : Si vous parlez Frangais, des services d’assistance linguistique gratuits sont

a votre disposition. Des aides et des services auxiliaires appropriés pour fournir des informations
dans des formats accessibles sont également disponibles gratuitement. Appelez le
715.631.7411/1.855.931.4850 (ATS 715.631.7413/1.855.931.4852).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlose Sprachassistenzdienste zur
Verfiigung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen in
barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen Sie 715.631.7411/
1.855.931.4850 (TTY 715.631.7413/1.855.931.4852) an.
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TSWM SEEB: Yog tias koj hais tau lus Hmoob, ces yuav muaj kev pab cuam txhais lus pub
dawb rau koj siv. Kuj tseem muaj cov kev pab txhawb ntxiv thiab cov kev pab cuam uas tsim
nyog los mus muab cov ntaub ntawv ghia paub nyob rau cov qauv uas nkag siv tau dawb thiab.
Hu rau 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).
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HUBACHIISA: Afaan Oromo kan dubbattan yoo ta'e, tajaajila gargaarsa afaanii bilisaan ni
argattu. Odeeffannoo bifa dhaqgabamaa ta’een dhiheessuf, gargaarsii fi tajaajiloonni dabalataa
mijatoo ta’anis bilisaan ni kennamu. Bilbilaa 715.631.7411/1.855.931.4850

(TTY 715.631.7413/1.855.931.4852).

BHUMAHMUE: Eciu BBl TOBOPUTE HA PYCCKOM SI3BIKE, BaM JOCTYITHBI O€CIIaTHBIE YCIYTH
A3bIKOBOM oMoty. COOTBETCTBYIOIIIE BCIIOMOTaTe/IbHbIE CPEICTBA U YCIyTH IO
MPEIOCTaBIEHNIO HH(OopMAaIH B APYruX (hopmMaTax TakKe MOMKHO TONYyIUTh OECTIIaTHO.
[To3BonuTe Mo HOMepy 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).

FIIRO GAAR AH: Haddii aad ku hadasho Af-Soomaali, adeegyada caawimaada luuqadda ee
bilaashka ah ayaa laguu heli karaa. Kaalmooyinka iyo adeegyada dheeraadka ah ee kugu
habboon si macluumaadka laguugu siiyo qaabab la isticmaali karo ayaa sidoo kale laguu heli
karaa weliba si lacag la'aan ah. Wac 715.631.7411/1.855.931.4850 (TTY 715.631.7413/
1.855.931.4852).

ATENCION: Si habla espaiiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
También disponemos de ayudas y servicios auxiliares adecuados de forma gratuita para facilitar
informacion en formatos accesibles. Llame al 715.631.7411/1.855.931.4850

(TTY 715.631.7413/1.855.931.4852).

PAUNAWA: Kung nagsasalita ka ng Tagalog, may magagamit kang mga libreng serbisyo ng
tulong sa wika. Mayroon ding mga naaangkop na karagdagang pantulong at serbisyo para
makapagbigay ng impormasyon sa mga accessible na format na magagamit nang libre. Tumawag
sa 715.631.7411/1.855.931.4850 (TTY 715.631.7413/1.855.931.4852).

CHU Y: Néu quy vi noi tiéng Viét, chung toi c6 san dich vu hd tro ngon ngit mién phi cho quy
vi. Ngoai ra, ciing c6 san cac hd tro va dich vu phy tro thich hop mién phi nham cung cap thong
tin ¢ cac dinh dang c6 thé truy cap. Goi 715.631.7411/1.855.931.4850 (TTY 715.631.7413/
1.855.931.4852).
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