[bookmark: _GoBack]Model Outbound Enrollment and Verification (OEV) Letter for
Prescription Drug Plan Sponsors (PDPs)

General Instructions: PDP sponsors may include operational items (e.g., applicant’s address or member ID) on the letter. Sponsors should refer to the appropriate Enrollment Guidance and Medicare Marketing Guidelines for cancellation instructions.
 
[Date]

[Applicant Address]
[Member ID #]

Dear [first and last name of applicant],

We received your application to enroll in [plan name and type].  This letter has important information about our plan and your enrollment.  Before your enrollment becomes final, we want to remind you how our plan works and how you will get services as our member.

Soon we will mail you a packet of information including your member ID card.  It is very important that you use this ID card to get prescriptions drugs.

Your monthly premium for this plan is [premium].   In addition, you must continue to pay your Medicare Part B premium.  

You will also have to pay your share for the cost of your drugs.  Your actual costs for drugs will vary depending on [plans with a deductible insert – what stage of benefit you are in] which tier your drug is in, which pharmacy you use, and whether you receive extra help.    

[insert the following if plan has a preferred pharmacy network --- Also, our network of pharmacies has both preferred and non-preferred pharmacies.  You can fill prescriptions at either, but you may pay less when you use a preferred pharmacy.] To find out which network pharmacies are preferred or non-preferred, you may contact us or refer to your pharmacy directory.

As a reminder, our plan only provides drug coverage and, in most situations, we only pay for drugs that appear on our drug list, which is also called a formulary.  
 
If you change your mind and do not want to become a member of our plan, you must call [Member Services/Customer Service] at [phone number] [hours of operation and TTY].  Tell them that you want to cancel your enrollment in [plan name].   

The deadline for cancelling your enrollment is [cancellation date].  

Sincerely, [plans may use a different closing]

[Signature and title]				

[Material ID]

[Federal Contracting Statement] 
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