univera.

H E A LTHCARE

Mail to: Univera Healthcare

Attn: Medicare Enrollment Processing

PO Box 211316, Eagan, MN 55121

Phone: 1-877- 883-9577

TTY: 1-800- 662-1220

Monday — Friday, 8 a.m. — 8 p.m.

From October 1 — March 31, 8 a.m. to 8 p.m., 7 days a week

2021 Optional Supplemental Dental Plan Application

For those currently enrolled in:

- Univera SeniorChoice® Basic (HMO)

- Univera SeniorChoice® Advanced (HMO-POS)

- Univera SeniorChoice® Secure (HMO-POS)

Name of the Plan You are Enrolling In:
Complementary Dental Plan $29/month

- Univera SeniorChoice® Select (HMO-PQY)
- Univera SeniorChoice® Value (HMO)
- Univera SeniorChoice® Value Plus (HMO-PQY)

NAME:

MEMBER NUMBER:

HOME PHONE NUMBER:

PERMANENT STREET ADDRESS (P.0. BOX IS NOT ALLOWED):

CITy:

COUNTY: STATE:  ZIP CODE:

MAILING ADDRESS (ONLY IF DIFFERENT FROM YOUR PERMANENT STREET ADDRESS):

qrTy:

STATE:  ZIP CODE:

PLEASE FILL OUT THE FOLLOWING:

| am currently a member of the

plan in Univera Healthcare.

accessible format.

week, from 8 a.m. to 8 p.m.

Let us know if you would prefer us to send you information in a language other than English or in an

Please call us at 1-877-883-9577 (TTY users call 1-800-662-1220). Our office hours are Monday through
Friday, 8 a.m. to 8 p.m.; From October 1-March 31, representatives are available to assist you 7 days a

Univera Healthcare is an HMO plan with a Medicare contract. Enrollment in Univera Healthcare depends on contract renewal.
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Your Plan Premium

The method you currently use to pay for your Medicare Advantage plan will be the same way you pay for your dental
plan. The dental plan payment will be added to your monthly bill.

If you have a Medicare Plan with a $0 monthly premium or don't pay a monthly premium because of subsidy
assistance, you will be billed by mail each month unless you select a different payment method.

Billing options available include by mail, electronic funds transfer (EFT) or automatic deduction from your Social Security
or Railroad Retirement Board (RRB) benefit check each month. If you'd like to change your payment method,
please call us at 1-877-883-9577 (TTY: 1-800-662-1220), Monday — Friday, 8:00 a.m. to 8:00 p.m.; From
October 1 to March 31, 8:00 a.m. to 8:00 p.m., 7 days a week.

Please Read This Important Information
Please Read and Sign Below

Univera Healthcare is a plan that has a contract with the Federal government.
| understand that if | am getting assistance from a sales agent, broker, or other individual employed by or contracted with
Univera Healthcare, he/she may be paid based on my enrollment in Univera Healthcare.

Release of Information: By joining this Medicare health plan, | acknowledge that the Medicare health plan will release
my information to Medicare and other plans as is necessary for treatment, payment and health care operations. | also
acknowledge that Univera Healthcare will release my information 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 U.S. border.

Services authorized by Univera Healthcare and other services contained in my Univera Healthcare Evidence of Coverage
document (also known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER
MEDICARE NOR UNIVERA HEALTHCARE WILL PAY FOR THE SERVICES.

| 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: RELATIONSHIP TO ENROLLEE:
ADDRESS: PHONE NUMBER:

Office Use Only: Plan D#:

Effective Date of Coverage:

Name of staff member/agent/broker (if assisted in enrollment):

Agent/Broker Signature: NPN: # Date Received:
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Discrimination is Against the Law

Our Health Plan complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex. Our Health Plan does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Our Health Plan:

Provides free aids and services to people with disabilities to communicate effectively with us, such
as:

e (Qualified sign language interpreters
e Written information in other formats (large print, audio, accessible electronic formats, other
formats)

Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
e Information written in other languages

If you need these services, contact our dedicated Medicare Customer Care representatives at
1-877-883-9577, (TTY: 1-800-662-1220). Monday - Friday, 8 a.m. - 8 p.m.
From October 1 - March 31, 8 a.m. - 8 p.m., 7 days a week.

If you believe that our Health Plan has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone Number: 1-800-614-6575 (TTY: 1-800-662-1220)
Fax Number: 315-671-6656

You can file a grievance in person, or by mail or fax. If you need help filing a grievance, our Health
Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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ATTENTION: If you speak English, language assistance services, free of charge, are available to
you. Call 1-877-883-9577 (TTY: 1-800-662-1220).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica.
Llame al 1-877-883-9577 (TTY: 1-800-662-1220).

AR MR TS SRR B GEE S IRIIIRTS - S5E(FE 1-877-883-9577
(TTY : 1-800-662-1220) -

BHUMAHME: Ecnu Bbl rOBOpUTE Ha PYCCKOM SI3bIKE, TO BaM JIOCTYIIHBI O€CIUIaTHBIE YCIyTH
nepeBoaa. 3BoHute 1-877-883-9577 (teneraiin: 1-800-662-1220).

ATANSYON: Siw pale Kreyol Ayisyen, gen sévis €d pou lang ki disponib gratis pou ou. Rele 1-
877-883-9577 (TTY: 1-800-662-1220).

FO|: et=20HE MESHAN = R, A9 X3 MBIAZE 82 0|E0t4a!l &= USLICH 1-877-
883-9577 (TTY: 1-800-662-1220)H O 2 T 515l =AIAI Q.

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza
linguistica gratuiti. Chiamare il numero 1-877-883-9577 (TTY: 1-800-662-1220).

1- vD1 HRYDR 3D >0 DY NIWD 777 TRIOW TOR INRD IRTIND WIT WK VTV PR 2N ORTPIWHDIR
.877-883-9577 (TTY: 1-800-662-1220)

T FPA: J[q A AT, FUAT IA© A, O (A NTHIT ST TT@ T AT SHTH AR | (T
FFA 5-877-883-9577 (TTY: $-800-662-1220) |

UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowej. Zadzwon
pod numer 1-877-883-9577 (TTY: 1-800-662-1220).
&8) 877-883-9577-1 ad o dosil el Al il 5 4, galll s Losal) iladd (8 Aalll S Gannis i€ 13 1ida sale
(800-662-1220-1 ;841 5 puall Ciila

ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le 1-877-883-9577 (ATS : 1-800-662-1220).

0S8 JIS L e i (e e ledd (S a3 (S L) Sl g g il )l 81 la
1-877-883-9577 (TTY: 1-800-662-1220).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-877-883-9577 (TTY: 1-800-662-1220).

[TPOZOXH: Av pihdte eAAnvikd, otn o1d0eon| cag Ppickovial vVINPEecies YAOOGIKNG VTOGTPIENG, Ol
omoieg mapéyovral dwpedv. Karéote 1-877-883-9577 (TTY: 1-800-662-1220).

KUJDES: Nése flitni shqip, pér ju ka n€ dispozicion shérbime t€ asistencés gjuhésore, pa pagese.
Telefononi né 1-877-883-9577 (TTY: 1-800-662-1220).
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