Member Name: __________________________Medical Assistance ID #:____________
[bookmark: _GoBack]Instructions to Health Plans


· [If plans do not use the term “Member Services,” plans should replace it with the term the plan uses.]

· [Plans may use the term “doctor” or “health care provider” as appropriate within the document.]

Member Name: __________________________Medical Assistance ID #:____________
· [Where the template instructs inclusion of a phone number, plans must ensure it is a toll-free number and include a toll-free TTY number and days and hours of operation.]  
10

<Entity Name and Logo>

<Plan Name> (HMO SNP) Enrollment Form

[Plans should include numbers for Enrollment, Member/Customer Services, and Prescription Drug. If these numbers are the same, plans can combine.]

[Plans are subject to the notice requirements under Section 1557 of the Affordable Care Act. For more information, refer to https://www.hhs.gov/civil-rights/for-individuals/section-1557.]

<Plan name> Enrollment Telephone Numbers
<Local and/or 800 numbers>. TTY for the hearing impaired at <Local and/or 800 numbers>. <Days and hours of operation>. The call is free.

<Plan name> Member Services Telephone Numbers
<Local and/or 800 numbers>. TTY for the hearing impaired at <Local and/or 800 numbers>. <Days and hours of operation>. The call is free.

Medical and Prescription Drug questions: <Local and/or 800 numbers>. TTY for the hearing impaired at <Local and/or 800 numbers>. <Days and hours of operation>. Return the completed form, pages <page number> to <page number>, to: <Plan>
[Include the following information somewhere on this form:]
<Mailing Address>
<Fax Number>

[Plans must include all applicable disclaimers as required in the Medicare Communications and Marketing Guidelines and State-specific Marketing Guidance.]

[Can be listed on front or back:  
<American Indian Language>
<Optional NCQA SNP Disclaimer Language>]








Copies:  <color/top copy>-<Plan Name>  <color/bottom copy>- Member
<Marketing Material ID> [Include this information on front page. If the form will be detached from front page when submitted, include once on form as well.]

<Plan Name> (HMO SNP) Enrollment Request Form

To join <plan name>, you must have Medicare Part A, Medicare Part B, and Medical Assistance (Medicaid), and be age 65 or over and live in <plan>’s service area.

Tell us about yourself:
	1
	Name: (first, middle, last) 


	2
	Date of birth:
(_ _/_ _/_ _ _ _)
  M M  D  D  Y  Y  Y  Y
	Sex:      Female     Male

	3
	Phone number:

(_____) _____ - ________
	Another phone number (Optional):
(_____) _____ - ________
	Email address (Optional):

	4
	Address where you live (P.O. Box is not allowed):


	
	City:

	State:
	ZIP code:
	County:

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


	
	City:

	State:
	ZIP code:
	County (Optional):

	
	[Optional field, re-number lines if including in separate field: Authorized Representative:] 
	[Optional field, renumber lines if including in separate field: Authorized Representative phone number:]
(             ) _______ - ___________

	7
	Do you need an interpreter?	□ Yes  □  No	If YES, circle correct language below.

01 Spanish	02 Hmong	03 Vietnamese	04 Khmer	05 Lao	06 Russian
	(Cambodian)

07 Somali	08 ASL	10 Arabic	11 Serbo-	12 Oromo	98 Other 
	(American Sign Language)	Croatian/Bosnian                      ____________




Tell us where you want to get health care services:
	8
	Name of the primary care clinic/care system you are choosing:

	[Optional field, renumber lines if including in separate field:  Primary care clinic/care system provider ID number found in the <Primary Care Network Listing/Provider and Pharmacy Directory>

_______________]

	
	[Optional field, re-number lines if including in separate field: Name of the <Dental/Chiropractic> clinic you are choosing:]
	[Optional field, renumber lines if including in separate field: <Dental/Chiropractic> clinic ID number found in the <Primary Care Network Listing/Provider and Pharmacy Directory>
________________]



Tell us about your Medicare and Medical Assistance (Medicaid) 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 ID number as it appears on the front of your card.
	9
	Name (as it appears on your Medicare card):




Medicare Number: 			 Is Entitled To:		Effective Date: HOSPITAL (Part A) ______________________ 
MEDICAL (Part B)                    _________________________________________________________________________________________________________________________________________________________________________
You must have Medicare Part A and Part B to join a Medicare Advantage plan.
	Minnesota Health Care Programs (MHCP)

  Member ID Number:
  ______________________________________

  Member Name:
    _____________________________________






Other personal information:
	10
	Do you have End-Stage Renal Disease (ESRD)?  Yes     No

If “yes” and you’ve had a successful kidney transplant and/or no longer need regular dialysis, please attach a note from your doctor.

	11
	Do you live in a long-term care facility?  Yes     No     If yes, fill in the information below:

	12
	Name of the facility:
	Phone number:

(_____) _____ - ________

	
	[State may insert question(s) regarding additional Medicaid and/or demonstration-specific eligibility criteria.]


	13
	Do you work?

 Yes   No
	Are you married? 

 Yes  No
	Does your spouse work? 
 
 Yes  No



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?  Yes     No      If yes, fill in the information below:

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

	
	
	ID number:


If you have health coverage from an employer or union right now, you or your dependents could lose that coverage when you join <plan name>. 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.

[Plans have the option to move this page after the Information page and edit location information as needed.]

Please read the information [on page <page number> 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


<Office Use Only:
Date: _______________________________________________
Name of Authorized Sales Person: _____________________>
[Effective Date of Enrollment __________________________
LIS Copay Level   ___________________________________
LIS Copay Effective Date ____________________________
Approved by ________________________________________]
[This box can be moved within the document but must be included.]

	<Plan name> has a contract with the federal government and with the State of Minnesota.
The health services I get with my new plan may be different than the services I had before.
I must keep Medicare Part A and Part B and Medical Assistance (Medicaid). 
I can be in only one Medicare plan at a time.
By joining <plan name>, I will end my enrollment in another Medicare health or prescription drug plan.  
I must tell Medicare and Medical Assistance (Medicaid) about any prescription drug coverage that I have or may get in the future. 
If I move, I need to tell <County Worker>.
As a member of <plan name>, I have the right to appeal if I don’t agree with <plan name>’s decisions about payment or services. 
I understand that <plan name>’s Member Handbook includes the rules I must follow. 
<Plan name> doesn’t usually cover people while they’re out of the country except under limited circumstances.
On the date <plan name> coverage begins, I must get my health care from <plan name> doctors, except for emergency or urgently needed care, out-of-area dialysis or if I get <plan name> approval to see other providers in some circumstances.
<Plan name> will cover my health care with <plan name> doctors and other providers as outlined in the Member Handbook. I can read the Member Handbook to see what services are covered.
If I need to see a doctor or other provider who is not in <plan name>, I may need <prior authorization/service authorization> or I may have to pay out-of-pocket for the services I get.
I understand that if a sales agent, broker, or other individual employed by or contracted with <plan name> is helping me, <plan name> may pay that person when they enroll me.
	By joining <plan name>, I know that <plan name> may share my information with Medicare and Medical Assistance (Medicaid) and other plans as necessary for treatment, payment, and health care operations. 
I can choose to leave <plan name> at certain times of the year. I understand that I will be enrolled in <plan name> through the last day of the month. I understand that I will be automatically enrolled in the Minnesota Senior Care Plus (MSC+) plan, which will cover my Medical Assistance (Medicaid) benefits. If I request in writing, I will be enrolled in my previous MSC+ plan. 
If I obtain a medical spenddown while enrolled in <plan name> and do not pay it to the State, I will be disenrolled from <plan name>.
If I am now getting Elderly Waiver services through the county, I am aware that my case manager may be replaced by a different county case manager or a health plan care coordinator.
I know that <plan> may share my information including my prescription drug information with Medicare and Medical Assistance (Medicaid). They may release it for research and other purposes, as allowed by Federal statutes and regulations.
The information on this form is correct to the best of my knowledge. I understand that if I intentionally provide false information on this form, I’ll be disenrolled from <plan name>.
My signature (or my authorized representative’s signature) on this form means that I’ve read and understood this form. If an authorized representative signs, the person’s signature means that he or she is authorized under State law to complete this enrollment, and documentation of this authority is available upon request from Medicare and/or Medical Assistance (Medicaid).




Instructions
For filling out the <Plan name> Enrollment Form
Please print as neatly as possible. 
Please fill in the following information by numbered line on your enrollment form.
	1
	Name:
	Write your name (first name, middle initial, last name).

	2
	Date of birth:
Sex:
	Write the month, day, and year you were born.
Check the box indicating if you are male or female.

	3
	Phone number:

Another phone number:
Email address:
	Write the telephone number where you can be reached
during the day.
Write another phone number where you can be reached.
Write the email address.

	4 
	Address where you live:

	Write the permanent address where you live, including
street address, city, county, state, and zip code (no P.O. boxes).

	5
	Address where you get mail
(if different from where you
live):
	Write the address where you receive your mail, if 
different from where you live.

	6
	[Optional field, re-number lines
if including in separate field: Authorized Representative:]

[Optional field, re-number lines
if including in separate field: Authorized Representative 
Phone Number:]  
	[Instruction for optional field: Write the name of your Authorized Representative.]


[Instruction for optional field: Write the telephone number
of your Authorized Representative.]



	7
	Do you need an interpreter?





	Check “Yes” or “No.” If you answer “Yes,” circle the code
of the language needed on the list.

	8
	Name of the primary care clinic/care system you are choosing:


[Optional field, re-number
lines if including in separate
field: Code for the primary 
care provider, clinic, or health 
center you are choosing:]
	Go to the health plan’s <Primary Care Network Listing/ Provider and Pharmacy Directory> in your information packet. Write the name of the primary care provider, clinic, or health center that you are choosing. 

[Instruction for optional field: Write the code of the 
primary care provider, clinic, or health center that you 
chose, located in the <Primary Care Network Listing/
Provider and Pharmacy Directory>.]




	
	[Optional field, re-number lines
if including in separate field: 
Name of the <Dental/ 
Chiropractic> clinic you are choosing:]

[Optional field, re-number lines if including in separate field: <Dental/Chiropractic> clinic ID number found in the <Primary Care Network Listing/Provider and Pharmacy Directory>:]
	[Instruction for optional field: Go to the health plan’s 
<Primary Care Network Listing/Provider and Pharmacy Directory> in your information packet. Write the name of the <Dental/Chiropractic> clinic that you chose.]


[Instruction for optional field: Write the clinic code for the <Dental/Chiropractic> facility that you chose, located in          
the <Primary Care Network Listing/Provider and Pharmacy Directory>.]

	9
	Medicare Number:



Hospital (Part A) Effective Date:


Medical (Part B) Effective Date:

	Take out your Medicare card to complete this section.
Write your Medicare number as it appears on your red, 
white, and blue card (not your Social Security card).

Write in the effective date for Hospital (Part A) as it 
appears on your card.

Write in the effective date for Medical (Part B) as it 
appears on your card.

	
	Member Number: 


Member Name:

	Write in the number as it appears on your Minnesota 
Health Care Programs card.

Write in the name as it appears on your Minnesota 
Health Care Programs card.

	10
	Do you have End-Stage Renal Disease (ESRD)? 
	If you have End-Stage Renal Disease, check “Yes.” If 
you do not, check “No.”

	11
	Do you live in a
long-term care facility?
	If you now live in a long-term care facility, such as a 
nursing home or Intermediate Care Facility for 
Persons with Developmental Disabilities (ICF-DD),
check “Yes.” If you do not, check “No.”

	12
	Name of the facility:
	If you answered “Yes” to the questions about living in a 
long-term care facility, write in the name of the facility 
and their phone number.

	13
	Do you work? 


Are you married?


Does your spouse work?
	If you are currently working, check “Yes.” If you are not working, check “No.”

If you are currently married, check “Yes.” If you are not married, check “No.”

If you checked “Yes” to “Are you married?”, check “Yes” 
if your spouse is currently working. If you are not 
married, check “No.”

	14
	Do you have other health 
coverage?
	Some people have other health care coverage. If you 
have other health care coverage, check “Yes.” If you do
not have other health care coverage, check “No.”

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


Group Number:

ID number:
	If you have other health care coverage, write in the 
name of the other plan. If the other health care coverage
is through an employer, write in the employer’s name.

Write in the group number from this plan.

Write in your member ID number.



Page <page number> should be signed and filled out by you or your authorized representative.
When the form is completed, mail or fax [insert: it or pages <page number> to <page number>] to <plan name>. Our address and fax number are [insert location where this information appears in the document, e.g.: on the cover or page <page number>, etc.].


