"’ CARE IMPROVEMENT PLUS

Specialized Care for Medicare Beneficiaries

Chronic Condition Verification Form

In order to enroll in a Chronic Conditions Special Needs Plan, Medicare requires that your chronic
condition be verified. To verify your eligibility, we need you to answer a few questions and we need
your physician's office to confirm your chronic condition.

This is a two part process:

1. Answer the questions below and complete the information requested on the reverse side so that we
can send it to your physician to verify your chronic condition.

2. Send the completed form in the postage-paid business reply envelope provided.
We will process your application for enrollment once we receive this information.

(To be completed by the Prospective Member or by Authorized Legal Representative)
Name: DOB:

Medicare ID Number (HICN):

Clinical pre-qualify questions
I. Diabetes (“Yes”to 1 or 2 pre-qualifies the candidate.)

1. Have you ever been told by a doctor or clinic that you have
diabetes (too much sugar in the blood or urine)? O Yes [ No [ Not Sure

2. Have you been prescribed or are you taking insulin or an oral
medication that is supposed to lower the sugar in your blood? O Yes [0 No [ Not Sure

I. Chronic Heart Failure (“Yes” to question 1 or questions 2 and 3 pre-qualifies the candidate.
“Yes” to question 2 or 3 only requires further verification.)

1. Have you ever been told by a doctor or clinic that you have
heart failure or Congestive Heart Failure (weak heart or
weak heart pump)? O Yes [0 No [ Not Sure

2. Have you had problems with fluid in your lungs and swelling
in your legs in the past, accompanied by shortness of breath,
due to a heart problem? O Yes [0 No [ Not Sure

3. During the past 12 months, have you been counseled or
educated about weighing yourself daily due to a heart problem? [ Yes [0 No [ Not Sure

lll. Chronic Lung Disorders (“Yes” to question 1 or questions 2 and 3 pre-qualifies the candidate.
“Yes” to question 2 or 3 only requires further verification.)

1. Have you ever been told by a doctor or clinic that you have a
lung disease such as emphysema, chronic bronchitis, COPD
(chronic obstructive pulmonary disease), pulmonary
hypertension or pulmonary fibrosis? O Yes [ No [ Not Sure

2. Do you experience shortness of breath, cough or breathing
problems that your doctor has told you is caused from smoking

or other chemical exposures? O Yes [0 No [ Not Sure
3. Do you require oxygen or inhaled medications to help
your breathing? O Yes [0 No [ Not Sure

V4

If you answered “No” to all of the questions in Sections I, Il and Ill above, you do not qualify. If not sure,
further verification is required.
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Provider Verification

Release of Information: By joining Care Improvement Plus (the health plan), a Medicare Advantage
Special Needs Plan for chronically ill Medicare beneficiaries, | acknowledge that I have one or more of
the chronic conditions listed below. | authorize and direct the physicians listed below to confirm my
chronic condition if so requested by the health plan and also to disclose my medical records to the health

plan. This authorization shall be effective until | am no longer enrolled in the health plan. | understand that

the health plan may not condition treatment, payment, enrollment or eligibility for benefits on whether |
sign this authorization. | further understand that | may revoke this authorization at any time in a signed,
written communication, although the health plan may continue to maintain information obtained while
this authorization was effective. Any disclosure made pursuant to this authorization that is redisclosed by
the health plan is then no longer subject to the protections of HIPAA.

[ also acknowledge that the health plan may use, disclose, or obtain my personal health information with
Medicare, any physician involved in my healthcare, or any other health plan as is necessary for treatment,
payment, and other healthcare operations.

Prospective Member or Authorized Legal Representative, please complete:

1. Prospective Member Name:

First Middle Last
Address:
City: State: Zip:
Phone:
Medicare ID Number (HICN):
Prospective Member DOB:

2. Primary Care Physician Name:

Primary Care Physician Phone Number:

Primary Care Physician Address (if available):

3. Specialist Name: Specialist Phone Number:

Specialist Address (if available):

Prospective Member/Power of Attorney Signature: Today’s Date:

Agent Signature Date Agent Name

PHYSICIAN, please complete:
l, (PHYSICIAN/PHYSICIAN REPRESENTATIVE) hereby certify that

O Diabetes O Heart Failure O Chronic Lung Disorders Today’s Date:

(Prospective Member) has the following health condition(s):

Please return within 48 hours of receipt.
Please fax this form to Care Improvement Plus at:

1-866-686-2508

If you have any questions about this form, please call:
1-866-686-2507 (TTY 711), Monday — Friday, 8 am — 5 pm, CST

Care Improvement Plus is insured through UnitedHealthcare Insurance Company and its affiliated
companies, a Medicare Advantage organization with a Medicare contract.
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INDIVIDUAL ENROLLMENT REQUEST FORM
. Please contact Care Improvement Plus if you need information in another language or format (Braille)

\‘I CARE IMPROVEMENT PLUS

Specialized Care for Medicare Beneficiaries

To Enroll in Care Improvement Plus, Please Provide the Following Information:

Please X which plan you want to enroll in:

CSNP
(Chronic Conditions) MAPD
PPO Q Silver Rx O Medicare Advantage
(select North Carolina North Carolina
counties) $32 per month $0 per month
Q Gold Rx
North Carolina
$0 per month
O Chrome Rx
North Carolina
$32 per month
U Copper Rx
North Carolina
$0 per month
Last Name: First Name: MI:
O Mr. O Mrs.  Ms.
Birth Date: Sex: Home Phone Number: Alternate Phone Number:
(optional)
M QarF
(Y Y ( ) ( )
MM/DD//Y Y YY)
Permanent Residence (P.O. Box is not allowed)
Street Address: City: County: State: ZIP Code:
Mailing Address (only if different from your Permanent Residence Address)
Street Address: City: County: State: ZIP Code:
Emergency Contact: Phone Number: Relationship to You: Email Address:

. Y0066_120719_115350 CMS Approved
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Please Provide Your Medicare Insurance Information

Please take out your Medicare card to complete this section. MEDICARE ‘/@ HEALTH INSURANCE
L

e Please fill in these blanks so they match your red, white,
and blue Medicare card. OR Name:

* Attach a copy of your Medicare card or Medicare Claim Number: _Sex:
your letter from Social Security or the Railroad |~ __ ___ _

Retirement Board. Is Entitled To Effective Date
You must have Medicare Part A and Part B HOSPITAL (Part A):
to join a Medicare Advantage plan. MEDICAL (Part B):

Paying Your Plan Premium

If we determine that you owe a late enrollment penalty, or if you currently have a late enrollment penalty, we
need to know how you would prefer to pay it. If you have a monthly premium (including any late enrollment penalty
that you currently have or may owe), you can pay by mail or Electronic Funds Transfer (EFT). You can also choose to pay
your premium by automatic deduction from your Social Security or Railroad Retirement Board (RRB) benefit check each
month. If you are assessed a Part D-Income related Monthly AOJ(ustment 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 Care
Improvement Plus the Part D-IRMAA.

People with limited incomes may qualify for extra help to pay their prescription drug costs. If eligible, Medicare could pay

for 75% or more of your drug costs including monthly prescription drug premiums, annual deductibles, and co-insurance.
Additionally, those who qualify will not be subject to the coverage gap or a late enrollment penalty. Many people are eligible
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 should call 1-800-325-0778. You can also apply for extra help online at
www.socialsecurity.gov/prescriptionhelp.

If you qualify for extra help with your Medicare prescription drug coverafge costs, Medicare will pay all or part of your plan
premium. If Medicare pays only a part of this premium, we will bill you for the amount that Medicare doesn't cover.

Please indicate your choice of billing (select only one billing method):

O Automatic deduction of funds from your bank account (EFT) each month. Please enclose a VOIDED check or a savings
deposit ticket and provide the following:

Account holder name:

Bank routing number: Bank account number:
Account type: U Checking U Savings

U Monthly paper statement bill

O Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit check. (The Social
Security/RRB deduction may take two or more months to begin after Social Security or RRB approves the deduction. If Social
Security or RRB accepts your request for automatic deduction, premium withholding will not be retroactive and you will be
responsible for paying for all premiums due from the enrollment effective date until the month in which premium 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.)

If you don’t select a payment option, you will receive a bill each month.

Please Read and Answer These Important Questions:
1. Do you have End Stage Renal Disease (ESRD)? U Yes U No
If you have had a successful kidney transplant and/or you don't need regular dialysis any more, please attach
a note or records from your doctor showing you have had a successful kidney transplant or you don't need
dialysis, otherwise we may need to contact you to obtain additional information.

2. Some individuals may have other drug coverage, including other private insurance, Federal employee health
benefits coverage, State Pharmaceutical Assistance Programs (SPAP), TRICARE, or VA benefits (TRICARE and VA
benefits will not be threatened). Will you have other prescription drug coverage in addition to Care Improvement
Plus? QYes U No
If “yes”, please list your other coverage and your identification (ID) number(s) for this coverage:

Name of other coverage: ID # for this coverage: Group # for this coverage:

.~ Y0066_120719_115350 CMS Approved CIPTNCTIEA,



Please Read and Answer These Important Questions:

3. Are you a resident in a long-term care facility, such as a nursing home? U Yes U No If “yes”, please provide the
following information:

Name of Institution: Phone Number: ( )

Address of Institution (number and street):

4. Are you enrolled in your State Medicaid program? QYes O No
If “yes”, please provide your Medicaid number:

5. Do you or your spouse work? dYes O No

6. If you are currently receiving group health insurance through your employer, spouse’s employer, union, or other, will
you be keeping that coverage after you become a Care Improvement Plus member? U Yes U No

If you answered “yes, “ please provide the following information:

Employer Name: Employer Phone: ( )
Employer Address:

Insurance Company Name: Phone: ( )
ID Number: Group Number:

Subscriber Name: Subscriber Date of Birth:

7. CSNP only: You must answer all of the following questions.
Chronic Lung Disorders — Do you have Chronic Lung Disorders? U Yes O No
Diabetes — Do you have Diabetes? UYes U No
Heart Failure — Do you have Heart Failure? U Yes O No

8. DSNP only: What is your Social Security number? - -

9. Please check one of the boxes below if you would prefer us to send you information in a language other than
English or in another format: 1 Spanish O Other
Please contact Care Improvement Plus at 1-800-711-1656 (TTY 711) if you need information in another format
or language than what is listed above. Our office hours are 7-days-a-week, 8:00 a.m. - 8:00 p.m.

10. Please state the name of a Primary Physician. (Care Improvement Plus members may go to any Medicare-
approved provider that will accept payment from our plan.)

First Name: Last Name: Phone: ( )
Address:

Please provide information regarding your healthcare specialists so that we may communicate with them regarding
your enrollment and future participation in our Care Management programs.

Specialist Name: Specialist Name: Pharmacy:
Full Name Full Name Name
Phone # Phone # Phone #
Address Address Address

If rou are the authorized legal representative (power of attorney or legal guardian), you must provide the
following information: Remember to include proof of your authorization with this application.

Name(s): Phone: ( )
Address:

Relationship to Enrollee: Signature: Today’s Date:

Y0066_120719_115350 CMS Approved CIP13NC1_IE/§5




Please Read This Important Information

If you currently have health coverage from an employer or union, joining Care Improvement Plus could affect
your employer or union health benefits. You could lose your employer or union health coverage if you join Care
Improvement Plus. Read the communications your employer or union sends you. If you have questions, visit their
we%site, or contact the office listed in their communications. If there isn't any information on whom to contact, your
benefits administrator or the office that answers questions about your coverage can help.

Please Read and Sign Below

By completinﬁ this enrollment application, | agree to the following: Care Improvement Plus is a Medlicare Advantage plan and has
a contract with the Federal government. | will need to keep my Medlicare Parts A and B. | can be in only one Medicare Advantage
plan at a time, and | understand that my enrollment in this plan will automatically end my enrollment in another Medicare heaﬁh
plan or prescription drug plan. It is my responsibility to inform you of any ’Drescription drug coverage that | have or may get in the
future. Enrollment in this plan is generally for the entire year. Once | enroll, I may leave this plan or make changes only at certain

times of the year when an enrollment period is available (Example: October 15 — December 7 of every year), or under certain
special circumstances.

Care Improvement Plus serves a specific service area. If | move out of the area that Care Improvement Plus serves, | need to notify

the plan so I can disenroll and find a new plan in my new area. Once | am a member of Care Improvement Plus, | have the

right to appeal plan decisions about payment or services if | disagree. | will read the Evidence of Coverage document from Care

Improvement Plus when [ get it to know which rules | must follow to get coverage with this Medicare Advantage plan. | understand

Lhat eople with Medicare aren't usually covered under Medicare while out of the country except for limited coverage near the U.S.
order.

| understand that beginning on the date Care Improvement Plus coverage begins, using services in-network can cost less than

using services out-of-network, except for emerﬁency or urgently needed services or out-of-area dialysis services. If medically
necessary, Care Improvement Plus provides refunds for all covered benefits, even if | get services out of network. Services authorized
by Care Improvement Plus and other services contained in my Care Improvement Plus Evidence of Coverage document (also
known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDICARE NOR CARE
IMPROVEMENT PLUS WILL PAY FOR THE SERVICES. | understand that if | am getting assistance from a sales agent, broker, or
other individual employed by or contracted with Care Improvement Plus, he/she may be paid based on my enrollment in Care
Improvement Plus.

Release of Information: By joining Care Improvement Plus (the health plan), a Medicare Advantage Plan for Medicare beneficiaries,

| authorize and direct my physicians to confirm my medical condition(s) if so requested by the health plan and also to disclose my
medical records to the health plan. This authorization shall be effective until | am no longer enrolled in the health plan. I understand
that the health plan may not condition treatment, payment, enrollment or eligibility for benefits on whether | sign this authorization.
| further understand that | may revoke this authorization at any time in a signed, written communication, although the health

plan may continue to maintain information obtained while this authorization was effective. Any disclosure made pursuant to this
authorization that is redisclosed by the health plan is then no longer subject to the protections of HIPAA. I also acknowledge that the
health plan may use, disclose, or obtain my personal health information, including my prescription drug event data with Medicare,
who may release it for research and other purposes which follow all applicable Federal statutes and regulations, with physician
involved in my healthcare, or any other health plan as is necessary for treatment, payment, and other healthcare operations.

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 my signature (or the signature of the person
authorized to act on my behalf under the laws of the State where I 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 agthorized under State law to complete this enrollment and 2) documentation of this authority is available upon request from
Medicare.

Applicant Signature: Today’s Date:

Attention: Care Improvement Plus requires verification of all applications to ensure that we are enrolling
individuals who understand our plan features and meet our eligibility criteria. A Verification Agent will
call you to conduct a verification call within 15 days of receipt of a completed application.

Licensed Agent Use Only: Licensed Agent Name (print):
Licensed Agent ID #: Date:

Election Period: O AEP  QICEP U IEP (MA or MA-PD enrollees) O IEP (MA-PD enrollees eligible for 2nd IEP)
Q OEPI O SEP (SEP reason required):
Requested effective date of coverage:
Y0066_120719_115350 CMS Approved CIP1 3NC1_IE/§7




\‘I CARE IMPROVEMENT PLUS

Specialized Care for Medicare Beneficiaries

Enrollment Checklist

Thank you for choosing to join a Care Improvement Plus health plan! By initialing next to each
phrase below, you attest that you and the Sales Agent covered this information and that you
understand each statement.

| understand that:

The Sales Agent | spoke with is a licensed Sales representative of Care Improvement Plus and
does not represent Medicare or any branch of the federal or state government. When my
enrollment is complete, the Sales Agent may be compensated.

Care Improvement Plus will now provide all my Medicare health and/or prescription drug
coverage and that the plan I have chosen is NOT a Medicare Supplemental (Medigap) Plan.
I will use my member ID card instead of my Medicare card when | require medical services
or visit the pharmacy.

My enrollment in Care Improvement Plus will result in automatic disenrollment from any
other Medicare Advantage and/or Part D Prescription Drug Plan.

Dental benefits/services are included in the plan I have chosen, but | understand this is NOT
a dental-only plan.

The Sales Agent and | have discussed my plan’s specific premium, benefits, cost sharing,
and/or prescription drug coverage. Based upon my level of state assistance, a copay or
coinsurance may apply.

I must live within the Care Improvement Plus service area and have Medicare Parts A and B
to enroll in this plan. If I move or remain outside of the service area for more than 6
consecutive months, | will contact Care Improvement Plus” Member Services to discuss other
options.

| must continue to pay my Medicare Part B premium in addition to my monthly plan
premium, if applicable. If the State pays my Part B premium, | am not responsible for paying
my Part B premium.

The benefits, eligibility, and rules of the plan have been presented in detail. I can refer to the
Evidence of Coverage | will receive in my Member Welcome Kit for further details.

My prescription drug coverage includes only those drugs found in the plan’s list of
covered drugs, unless an exception has been granted. This list of covered drugs explains
the drug tiers and pricing. | must use a Care Improvement Plus network pharmacy to
access my drug benefit.

| am able to utilize any provider who is willing to accept payment from Care Improvement Plus
and is contracted with Medicare (and Medicaid if applicable). Except for emergency or urgent
care situations, it may cost more to get care from out-of-network providers.

| was shown the Overview of Plans and/or Summary of Benefits (if needed) to find the best fit
plan for me.

If a Power of Attorney (or any another person who assists in my health care decisions) should
have been included with this presentation and enrollment process, they were present or
contacted.
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I should keep the entire Complete Enrollment Guide for my records.

| may use my Temporary Proof of Coverage, with my proposed membership effective date
and my Sales Agent’s name and phone number, until my member ID card arrives.

Care Improvement Plus will keep all of my personal health information confidential and
secure.

Special Needs Plans

In order to join a Care Improvement Plus Special Needs Plan, | must meet the plan’s
eligibility requirements.

e Silver Rx and Gold Rx: previously diagnosed with diabetes and/or heart failure
e Chrome Rx and Copper Rx: previously diagnosed with chronic lung disorders
e Dual Advantage: have full Medicaid coverage (zero dollar cost share Dual Eligible)

If Care Improvement Plus is unable to verify my eligibility for this plan within 30 days of
enrollment, | will be disenrolled from the plan.

If at any point | no longer meet the eligibility requirements for this plan, I will be disenrolled.

My Sales Agent verified my dual eligibility by calling Care Improvement Plus” Sales Agent
Hotline or State Medicaid.

Enrollee Statement

By signing this form, [ certify that the Sales Agent has explained my plan benefits, reviewed the
information in the Enrollment Guide, and informed me that Member Services will contact me to
verify my plan selection. | know that if | have additional questions, | may call the phone number on
my Sales Agent’s business card or Member Services. | will receive a copy of the enrollment
application and this form, no more than 10 days after my enrollment.

Enrollee Signature

Phone

Medicare#

Plan Selected

Power of Attorney Name

Phone

Sales Agent Signature

Sales Agent ID

Sales Agent: This checklist must be returned along with the enrollment
application (if applicable) by either fax, 1-866-686-2508, or mail.

Care Improvement Plus is insured through UnitedHealthcare Insurance Company and its affiliated
companies, a Medicare Advantage organization with a Medicare contract.

Y0066_120702_11419 CMS Accepted
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