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Walk-Through Guide

Powerform Signer Page

Prior to beginning the all applications you
must complete the following:

1. Call the SPOP line if you believe the beneficiary
may have Medicaid or LIS (866-211-0544)

2. Complete an SOA via DocuSign or
the AVL Line (877-780-3920)

3. Email the beneficiary the Summary of Benefits,
Star Ratings Document and Comprehensive For-
mulary for the plan they intend to enroll in. You
can find copies of these documents at https://

wellcare-ipc.destinationrx.com/

PlanCompare/2020/consumer/type3/Compare/
Home. You MUST keep a record of any/all email

correspondence with the beneficiary for compli-
ance purposes. Please ensure all records are kept
secure and under password protection.

Important: The beneficiary MUST have an email AND
a device that can access the internet to sign the form
electronically (i.e. smart phone, tablet or computer

Enter your name and email address and the benefi-
ciary’s name and email address. Double-check that
information you entered is correct. Next, click Begin
Signing.

PowerForm Signer Information

Fill in the name and email for each signing mole listed below.
Signers will receive an email inviting them to sign this document.

Please enter your name and email to begin the signing process.
WoellCare Agent

Your Mame: =

| Test Agent |

Your Email: *
| testagent@wellcare com |

Please provide information for any other signers needed for this

document.

Beneficiary

| Test Beneficiany |

Email:

| TestBeneficiany&gmail com |

— > s

NOTE: You will be responsible for filling out all required and applicable sections prior to sending to
the beneficiary. Once the beneficiary reviews and signs the application it will automatically be sent
back to you for final review and signature. At this time the field “date application received” will also be

auto populated with the current date.

**YOU MUST DOWNLOAD ALL PDF’S AFTER EACH STEP OF THE PROCESS AND SAVE FOR
YOUR RECORDS AND CONFIRMATION IN THE EVENT YOU DO NOT RECEIVE A FINAL
EMAIL. THIS INCLUDES AFTER YOU COMPLETE THE APPLICATION PRIOR TO SENDING TO
THE BENEFICIARY, AFTER YOU RECEIVE THE SIGNED APPLICATION BACK FORM THE
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Walk-Through Guide

CCP Application

The first time you use the DocuSign form you will be prompted to agree to use an electronic signature.
You will need to also click continue once you agree to the electronic signature disclosure.

Please Review & Act on These Documents NN WellCare
ey oA B Yo

Enroll with WellCare
. Comprehensive Health Management, Inc Fawsrsa oy DocuSign.

Pleass read the = clos
» ] S\:,yﬁame s : :a . FINISH LATER OTHER ACTIONS v

Use the Finish Leter op
sigring this document at & leter

GOTIT

You can begin entering information into the CCP application by either clicking the start button or scroll-
ing down to the red highlighted boxes. All boxes that are highlighted in red must be filled out by the agent first
prior to sending to the beneficiary. Grey boxes are optional.

Please review the documents below. m FINISH LATER OTHER ACTIONS ~

START

=3 2020

WellCare/‘Ohana/WellCare TexanPlus

Medicare Advantage Plans
Individual Enrollment Form

You will find instructions in the upper left hand comer of the screen. If you are unsure of which field to
fill in next simply click the next button on the left side of the screen.

Enter email address m FINISH LATER

QaQLs e

OTHER ACTIONS +

2020 MEDICARE ADVANTAGE PLANS INDIVIDUAL ENROLLMENT FORM
Please contact WellCare/'Ohana/WellCare TexanPlus if you need information in another language or format (Braille).
To Enroll in a WellCare/*Ohana/WellCare TexanPlus Plan, Please Provide the Following Information:

Select thebox forthe plan you wank o evol i Plar: (@] wellare [0 0hans [C]wellcare Teandtus

Plan Type: HMO @ HMO-POS E HMO C-SNP |§| HMO D-SNP @ HMO-POS C-SNP @ HMO-POS D-SNP
|§| PO @ PPO D-SNP EEE month

Plan Name: @ Absolute @ Access @Imame @ Today's Options. Clm(@ Today's Options Advantage 300
|§| Today's Options Advantage Plus 150A @ Today's Options Advantage Plus 5508 @Taday s Options Advantage Plus 7508
@ Baton Rouge Preferred @ Best @ Champion @ Choice @ Classic @Compass @Dmdend
e @ Dividend Prime @] Edge @ Element @ tite @ Elite smile |(®)] Essential @]mml smile @ Exclusive @ Explore
|§| Extra |§| Extra Pus @ Extra Smile @l Flex Complete |§| Freedom @ Focus |§| Guardian @l imperial @leerty
‘ [l pinnacte [Olptes [Olpretered [ pemier [Clprime [ reserve [ e [Csetect [ star [Cvatve

(@ [ [ sex[Tlm [ stk dste pavioovyvy 08091940 l

Last Name [Memb e | iddle niiat D
First Name,lTeS‘t |ana|y mMmmw’§999999999

Altenate Phone Number ionai - Emeil, |
Email Address (Optional} t e St@test . com |

Please know that by providing your email address, you are agreeing to receive emails from us. We will ive you the opportunity
10 opt in and you may always opt out of future email communications.
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Walk-Through Guide

CCP Application (Continued)

You MUST complete the application in full, including all red boxes and applicable grey boxes for
the application to be sent to the beneficiary for review and signature.

In the Licensed Representative section of the application you will fill out all sections except for your signature
and date. Once the beneficiary reviews and signs the application it will be automatically sent back to you for
final review and signature of the application.

Once you have filled out all of the red boxes and signed the document you should see a message at the top
left of your screen that says “Done! Select Finish to send the completed document”.

Done! Select Finish fo send the completed document. m FINISH LATER OTHER ACTIONS ~

Licensed Representative/Office Use Only:
Name of Staff i [if assisted in enroliment)
[rest Agent |
Licensed Signature: Date
MMDODYYVY

Ut o ()
Scope of Verification : | ]

.............
Licensed Ph [2999999999 ]
Special Needs Plans S

|
1
PaneHPI99900L lfective Dateof c«enge;IZED:D:::USOHUEO

MDDYYYY

M
[Clierrer [O]aee [ O] ot [@]see typer [CJvor gt [ cancel appicaton

Prior to clicking finish you have the option to fill out the New Member Checklist. This is not required but
strongly encouraged, as it will provide extra protection if there is a complaint or CTM. If you choose to utilize
the checklist you will need to fill out each question/section on the form prior to sending to the beneficiary.

Done! Select Finish to send the completed document. m FINISH LATER OTHER ACTIONS -

Enrollment Receipt and New Member Checklist

Agent Instructions: Please review the New Member Checkist carefully with each new member enrolling in our plan.
—_ oute 04052020
@ Plan Information Here are some detals abaut your new plan

The name of my new plan s, welTCare Essential HMO

My Plan type is a [circle): HMO HMO-POS PFFS. HMOD-5NP PPC PPO D-SNP

My plan will provide: all my Medicare health coverage @) all my Medicare prescription drug coverage (0
My plan coverage is expected to begin on effective darefl0 2 U1 2020

| must live in the plan's service area, which is: |1 € ST
If | move out of the plan’s service area for more than 6 months in a row. | will need to choose a new plan.

Circle the correct answer:

Ishould / should not have a Medicare Advantage plan and a stand-alone Medicare Part D plan at the
same time: (There is one exception: Medicare Advantage Private Fee-for-Service plans that da not include
prescription drug coverage))

My monthly premium will be SI%I.

Checklist

YES| NO
‘@ 1 Ifmy plan has amonthly plan premium, | understand that | am responsible for this
e premium, in addition to my Part B monthly premium.

‘ @ [ 2 lunderstand that | may be responsible for certain co-pays or coinsurance for covered
b medical services.
@ -  Myagentleft me a copy of the 2020 Resource Guide, which includes a 2020 Summary
A of Benefits.
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Walk-Through Guide

CCP Application (Continued)

After you complete the New Member Checklist, click the sign button to electronically sign.

Note: During this process you are ONLY signing the New Member Checklist, you will still need to review and
sign the application once the member completes their review and signature.

Done! Select Finish to send the completed document. m FINISH LATER  OTHER ACTIONS ~

©0 6 Coversge G a5 the “donut hole”

71

@ [ theyarein the plan' st of covered drugs,lso called a “formulary” which i aalable to
« view my drugs may not
be covered under the pln's formuary.
oWelare 209

e —————
SRS —— .'.

A
Agent Name:
[Test Agent
Agent Phone Number
9999999999
Agent ID:
|§99999
5
e ﬂ
x
Adopt Your Signature
Gonfirm your name, initials, and signature.
~ Required
Full Name* Initials*
Test Agent TA
SELECT STYLE DRAW

p“ Change Style
ocusigned by: s
Tut Lt Tt
BDFSCAQT1DIALEQ...

Next, you will need to adopt
a signature. You can either use a com- e o sl
puter generated signature by selecting B ..
“select style” or you can use your finger ‘
or cursor to draw a signature by select- p
. « , . . Adopt Your Signature
ing “draw”’. Once your signature is com-
p|ete click the “ adopt and S|g n” Gonfim your name, intias, and signature.

will be the electronic representation of my si
tracts - just the same as a pen-and-paper sign:

d initiels for ell purposes when | for

* Required
b u ttOI’l . Full Name* Initials*
Test Agent TA
SELECT STYLE DRAW

DRAW YOUR sIGNAﬂ Clear

m* il b the ele

By selecting Adopt and Sign, | agree that the signature ar
my agent) use them on documents, including legally bin

ADOPT AND SIGN CANCEL
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Walk-Through Guide

CCP Application (Continued)

Once you have signed the New Member Checklist click the finish button at the top or bottom of your
screen.

Done! Select Finish to send the completed document. m FINISH LATER OTHER ACTIONS ~

Q@ a & § e

LWL iy BRI AR U Ly S L

® ) 6 My agent explained the Coverage Gap, sometimes referred to as the “donut hole”

7. 1 have reviewed my currently prescribed drugs with my agent and have confirmed that
OR¢ they are in the plan's list of covered drugs. also called a “formulary.” which is available to
L Jiew at wwwwellcare.com/medicare. | 2lso understand that some of my drugs may not
be covered under the plan’s formulary.

e WellCare 2019

ot E )

[FRISTNR e~

If you did not fill out all of the required fields you will not be able to send the application to the beneficiary. If
you click finish and do not see the confirmation message, read the instructions at the top left of the screen for
next steps.

Once you click “finish” you should receive a pop up that confirms that your document has been signed. At this
time you MUST download the application and save it securely. The beneficiary should receive an email short-
ly with a link for the application that you created.

Save a Copy of Your Document

¥

L1

Your document has been signed

1T you waould like a copy for your records, select Download or
Print and save.

DOWRNLOAD PRINT CLOSE
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Walk-Through Guide

CCP Application (Continued)

The beneficiary will receive an email with the following instructions and link. Instruct the member to click the
“review document” link within the email.

N WellCare

Beyond Healthcare. A Better You.

Enroll with WellCare sent you a document to review and sign.

REVIEW DOCUMENTS

Enroll with WellCare
agentservices@mhplan.com

Test Member,

Please DocuSign 2020 CCP Enrollment Application.pdf, New Member Checklist16-17
(002).pdf

Thank You, Enroll with WellCare

Powered byDocuSign

Next, they will need to enter in the access code “wc2020” to access the application. This step will ensure that

their information is protected if the email that was entered is wrong or if their email has been compromised.

They will not receive a secondary email with the password, you will need to give them the password over the
phone. The password is case sensitive.

Please enter the access code to view the document
Enroll with WellCare

Comprehensive Health Management, Inc

The sender has requested you enter a secret access code prior to reviewing the document. You should

have received an access code in a separate communication. Please enter the code and validate it in
order to proceed to viewing the document.

Access Code

VALIDATE 1 NEVER RECEIVED AM ACCESS CODE
Lwc2020 |

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

Once the beneficiary has entered in the access code and clicked “validate” they should be able to access the

application. Explain to the beneficiary that in order to complete the application electronically they will need to

agree to use an electronic signature. They will need to also click continue once they agree to the electronic
signature disclosure.

Please Review & Act on These Documents W WellCare

Beycnd Healthcare & Better You

Enroll with WellCare
Comprehensive Health Management, Inc Fasrec by DocuSign

Please read the Electronic Record and Signsture Disclosure.
» B laorcto FINISH LATER OTHER ACTIONS ~

use elactronic racords and signafures.

Use the Finish Later option to continue
signing this document at a ster time. Leam
more

GOTIT

Once the beneficiary has accepted electronic signature you should begin by reviewing the application in full

with the beneficiary to ensure that they agree to and understand all of the selections and information. Once

the beneficiary agrees to enroll, instruct them to scroll to the signature section of the application or click the
next button on the left side of the screen to sign the document.

Sign
\ 4

Select the sign field to create and add your signature. m OTHER ACTIONS

Q@ Q& 8 0

BT SIS GUUUL payiiIETIC UF SETVICES 11 UISaEIEE, | WHE €00 UHE LYIUENICE UF CUYETEE UUCUIIENC 1T0NT VY ENCars) Urlana/ Tvescare
TexanPlus when | receive it to know which rules | must follow to get coverage with this Medicare Advantage plan. | understand that people
with Medicare aren't usually covered under Medicare while out of the country except for limited coverage near the US. border. For Noa-
PPO Plans: | understand that beginning on the date WellCare/"Ohana/WellCare TexanPlus coverage begins, | must get all of my
health care from WellCare/"Ohana/WellCare TexanPlus, except for emergency or urgently needed services or out-of-area dialysis
services. For PPO Plans Only: | understand that beginning on the date WellCare coverage begins, using services in-network can cost less
than using services out-of-network, except for emergency or urgently needed services or out-of-area dialysis services. If medically
necessary, WellCare provides refunds for all covered benefits, even if | get services out of network. ALL PLANS: Services authorized
by WellCare/*Ohana/WellCare TexanPlus and other services contained in my WellCare/ Ohana/WellCare TexanPlus Evidence of
Coverage document (also known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER
MEDICARE NOR WELLCARE/"OHANA/WELLCARE THE SERVICES. | understand that if | am getting assistance from
a sales agent, broker or other individual employed by or contracted with WellCare/'Ohana/WellCare TexanPlus, he/she may be

paid based on my enrollment in WellCare/‘Ohana/WellCare TexanPlus. Release of Information: By joining this Medicare health plan,
| acknowledge that WellCare/‘Ohana/WellCare TexanPlus will release my information to Medicare, other plans and providers as is
necessary for treatment, payment and health care operations. | also acknowledge that WellCare/ Ohana/WellCare TexanPlus 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. | that if | provide false on this form, | will be disenrolled from the plan. | understand
that my sngnalure or the sgnature of the person authorized to act on my behalf under the laws of the state where | ive) on this
applicatio R and understand the contents of this application. If signed by an authorized individual (as described
above), th.oiequl ign Here t:1) this person is authorized under state law to complete this enroliment and 2) documentation of
this authar ‘: rlable upon request from Medicare.
SIGN Signature: Today's Date:
‘ MMDODYVYVYY
Attestation of Eligibility for an Enrollment Period

Typically, you may enroll in a Medicare plan only during the Annual Enrollment Period from October 1!

December 7 of each year. There are exceptions that may allow you to enroll in a Medicare Advantage plan outside of this period.
Please read the following statements carefully and select the box if the statement applies to you. By filling in any of the following
boxes you are certifying that, to the best of your knowledge, you are eligible for an enrollment period. If we later determine that this
information is incorrect, you may be disenrolled

If the statement you select requires a date, please use the following format: MMDDYYYY

|am a new Medicare beneficiary.
If you are new to Medicare due to loss of employer group or union coverage, please refer to number 13,

Y0070_WCM_3564E_FINALO)_C CMS Approved 07092019
©WellCare 2019 PAGE S OF7 NAOWCMAPP36286E_0000
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Walk-Through Guide

CCP Application (Continued)

Adopt Your Initials

Confirm your name, initials, and signature.
* Required

Next, they need to adopt a signature. They can either use
a computer generated signature by selecting “select style” esemer 'M
or use their finger or cursor to draw a signature by select- meem
ing “draw’. Once they are satisfied with their signature, -
click the “adopt and sign” button. M usbar

Change Style

EDBI283CSIDT4FO...
By selecting Adapt and Initial, | agree that the initials will be q and initials for all purposes when | (or
nt) use them on documents, bindi - o signature or initial
ADOPT AND INITIAL CANCEL

Once the signature is accepted they will see it appear in the signature section. At this time they should see
a message at the top left of the screen that says “Done! Select Finish to send the completed document.”

IMPORTANT: If you filled out the New Member Checklist you will need to instruct the member to scroll down
so you can review the checklist with them. They will need click the sign button on the checklist once
complete.

Done! Select Finish to send the completed document.

PO Plas | nderstand that bginningon e date Wellae Ohana/Welcae TexanPlus covrage begns | ust get all orlmy
health care from WellCare/Ohana/WelCare TexanPlus, except for emergency or urgently needed services or out-of-area dilysis
e o PO s Onl: nderstand ta begiing o thecate WelCre coveage begi, sin ences et o cost s
than using services out-of-network. except for or out-of-area dialyss services. If medically

necessary, WellCare provides v!hmds fu AHmuﬂd MMFU even l( | get services out of network. ALL PLANS: Services authorized
by WelCare//Ohana/WellCare TexanPlus and other services contained i my WellCare/Ohana/ WellCare TexanPlus Evidence o
Coverage document (aso known as a member contract olsuhs(rlhuugveeﬂwm: mu be covered. Without authorization, NETHER
IMEDICARE TEXANPLUS WILL PAY FOR THE Jerstand that if | am getting assistance from
a sales agent, broker or other individual employed by or contracted i el OrmaralEae TP e may be
paid based on my enroliment in WellCare/ Ohan/WelCare TexanPlus. Release ofInformation; By joiing this Medicare healh plan.
Facknoniedge that WelCrehana/WelCare TexanPlus wil release y informatin to Medicr, s plans and providers 2s
necessary for treatmen yment and health care operations. | also acknowledge that WellCare/Ohana/WellCare TexanPlus will
release my information (including my prescription drug event data 1o Medicare who. may release it for research and other purposes
which follow al applicabl federal statutes and regulations. The information on this eollment form i correct to e best of my
mowledge. | understand that if | ml’enllma]ly provide form, | will be the plan. | understand
that my signature (or the signature of the person authorized to act on my behalf under the aws of the state where | ive) on this
appliction means that | have read and understand the contents of Ifsigned by an o described
above) ths signature certfesthat | this te law to complete this enrollment and 2

this auth »h le upon request from Medicare

MMDDYJYYY

@0 overage “donut hole”

7

[0 ey eiotheplrs s of covreddgs o caleda formuay which s aialeto
view at wwwwellcare com/medicare. | 310 understard that some of my crugs may not
be covered under the plans formulary

oWelCae 209

New Membar Ghackdst 16-17 (002,90t Tor2

Agent e
(o Aot [T T TTTTTITTITTITTIITITTT]
Agent Phone Number:

PP H T TT]
P?W’lellll\HIIHIJIIIIHIHII

Agent Signat

Member Signature: ==

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

Once the beneficiary is satisfied with the application, instruct them to click the finish button at the top or
bottom of their screen.

Done! Select Finish to send the completed document. m OTHER ACTIONS ~

@ a & 8§ 06

P UL AUt (E1ILUE SETYILES 111 OISO EF, | WA TEQU LI LYIIENLE UT CUYETGEE UUCUITIETIL 11T 17 ENLaIE) Uiiarnay TYears
TexanPlus when | recewe \r to know which rules | must follow to get coverage with this Medicare Muanlase plan. | undmtand that people
with Medicare aren't usually covered under Medicare while aut of the country except for limited coverage near the U S. border. For Non-
PPO Plans: | understand that beginning on the date WellCare/"Ohana/WellCare TexanPlus coverage begins, I must get all of my

health care from WellCare/"Ohana/WellCare TexanPlus, except for emergency or urgently needed services or out-of-area dialysis
services. For PPO Plans Oaly: | understand that beginning on the date WellCare coverage begins, using services in-network can cost less
than using services out-of-network, except for emergency or urgently needed services or out-of-area dialysis services. If medically
necessary. WellCare provides refunds for all covered benefits, even if | get services out of network. ALL PLANS: Services authorized

by WellCare/*Ohana/WellCare TexanPlus and other services contained in my WellCare/*Ohana/WellCare TexanPlus Evidence of
Coverage document (also known as a member contract or subscriber agreement) will be covered. Without authorization, NEITHER
MEDICARE NOR WELLCARE/"OHANA/WELLCARE FOR THE SERVICES. | understand that if | am getting assistance from

a sales agent, broker or other individual employed by or contracted with WellCare/"Ohana/WellCare TexanPlus, he/she may be

paid based on my enrollment in WellCare/Ohana/WellCare TexanPlus. Release of Information: By joining this Medicare heallh plan,
lacknowledge that WellCare/*Ohana/WellCare TexanPlus will release my informaticn to Medicare, other plans and providers as is
necessary for treatment, payment and health care operations. | also acknowledge that WellCare/ Ohana/WellCare TexanPlus will
release my information (including my prescription drug event data) to Medicare, who may release it for research and ather 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 my signature (or the signature of the person authorized to act on my behalf under the laws of the state where | \ive% on this
agghcalion ‘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 aumT#Wiﬁwﬁlable upon request from Medicare.
Signature:|_Tes fumber Today's Date

MMDDYYYY
Attestation of Eligibility for an Enrollment Period

If the beneficiary did not sign the document they will not be able to submit the application. If they click finish
and do not see the confirmation message, read the instructions at the top left of the screen for next steps.

Once they click “finish” they should receive a pop up that confirms that the document has been signed. At
this time they also have the opportunity to download the application.

Save a Copy of Your Document

W

L

Your document has been signed

IT you would like a copy for your records, select Download or
Print and save.

DOWNLOAD PRINT CLOSE

N\ WellCare
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CCP Application (Continued)

After the beneficiary signs the application you will receive an email with the application ready for your final
signature.

N WellCare

Beyand Healthcare. A Better You

Enroll with WellCare sent you a document to review and sign.

Enroll with WellCare
agentservices@mhplan.com

Test Agent,

Please DocuSign 2020 CCP Enrollment Application.pdf, New Member Checklist 16-17
(002).pdf

Thank You, Enroll with WellCare

Fowered byDocuSign

You can begin signing by clicking the start button on the left of the screen or by scrolling down to the signa-
ture box in the application.

Please review the documents below. OTHER ACTIONS ~

2020

WellCare/‘Ohana/WellCare TexanPlus

Medicare Advantage Plans
Individual Enrollment Form

How to Enroll with Our Plans

1 | Please read this entire enrollment form to make sure you understand the information.
An incorrect or incomplete application may cause a delay or denial of coverage.

2 | When you'e ready, fill out the entire enrollment form. Where appropriate, write clearly in all capital
letters or place an X" in the appropriate box.

Select the sign field to create and add your signature. m OTHER ACTIONS |

0[] other

If none of these statements applies to you or youre not sure, please contact WellCare/ Ohana/Well Care TexanPlus at 1-866-527-0056 to
see if you are eligible to envoll, We are open 8 am. to 8 pm., 7 days a week, TTY users should call T,

et FEP T
W)WQ’WCM}SEWEJ INALOI_C CMS Applcved 07092019

@WellCare 2019 PAGE 6 OF 7 NAOWCMAPP36286E_0000

2020 GCP Enroliment Application pdf 8of9

Licensed Representative/Office Use Only:
Name of Staff Member/Agent/Broker/Licensed Representative (if assisted in enrollment):

F‘#S‘:I‘*PET“HIIﬁg“ei.g"iﬁ'ﬂllllllllllllllllll

SIGN Licensed Date

‘ MMDDY YYY

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

Once you have fully reviewed and signed the document click the “finish” button at the top right or bot-
tom of the screen.

Done! Select Finish to send the completed document. m OTHER ACTIONS ~

1] ]other

If none of these statements applies to you or youTre not sure, please contact WellCare/Ohana/WellCare TexanPlus at 1-866-527-0056 to
see if you are eligible to enroll. We are open 8 am. to 8 pm., 7 days a week. TTY users should call 71

e FFF T T
YOO070_WCM_35614E_FINALOI_C CMS Approved 07092019

©WellCare 2019 PAGE 6 OF7 NAOWCMAPP36286E_0000

2020 GCP Enroliment Application. pdf Bofg
DocuSign Envelope ID: 08CFSA76-89C8-4AEB-B25E-08F7845F03B5

Licensed Representative/Office Use Only:
Name of Staff Member/Agent/Broker/ Li d (if assisted in

I@S‘MgehtlllIﬁ.ﬂmﬁﬁ#ﬂ'ﬂ?ﬂllllllllllllllll

Licensed Representative s.gnatwf Tut &W.} Date App eived|

MMDDYYYY

Licensed Represenative nitls: [T | | Licensed Representative 0: [FHPJPY]

Stapen”ppomlmentve!iﬁcmonlzl | I | | | | | l I

Licensed Representative Phone #
Specl NeedsPlrs Verbcaton pbcaber | | | ] ] 1 ] ] 1 ] ] | |

pn o H[I9PIPTL Effective Date of Coverage:|
MMODDYVYYY

Dmm Dm |:|ozp SEP(typeJ, Fq‘_“ﬂ |:|Nmﬂjgble DCancelApphLau'm

Once you click “finish” you should receive a pop up that confirms that the document has been signed. At this
you MUST download all PDFs for a copy of the application in the even t you do not receive a final confirma-

Save a Copy of Your Document

W

Ll

Your document has been signed

If wou would like a copy for your records, select Download or
Frint and save.

DOWNLOAD PRINT CLOSE
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Walk-Through Guide

CCP Application (Continued)

Now that both you and the beneficiary have signed the application you will both receive a fully executed copy
via email. In addition, WellCare’s enroliment department will receive a fully executed copy and will begin pro-
cessing the enrollment. The email will contain a PDF of the signed application, a summary document with
date/time stamps of each signature and a URL link to view the document via the web.

You should keep all confirmation emails and PDFs in a secure location and password protected per Well-
Care’s retention policy.

2020 CCP Enroliment Application.pdf Mew Member Checklist 16-17 (002).pdf _ Sumrnary.pdf .
e | 704 KB vE | 273 KB "e | 230 KB

N WellCare

Beyond Healthcare. A Better You

Your document has been completed

VIEW COMPLETED DOCUMENTS

Enroll with WellCare
agentsenvices@mhplan.com

All parties have completed Please DocuSign: 2020 CCP Enroliment Application_pdf.

Fowered byDocuSign

IMPORTANT: The email account that DocuSign emails are sent from is NOT MANAGED. DO NOT email this
inbox directly. For any issues or questions concerning DocuSign, please escalate through your leadership.
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Walk-Through Guide

C-SNP CCP Application

The CSNP Prequalification assessment tool is the first 2 pages prior to the CCP application. You will need to
follow all steps for the CCP application ,as listed above, in the CSNP application.

are required for the operation of the ste. Laam More [ ox ]

m FINISH LATER OTHER ACTIONS v

Qa ks e ]

DocuSign Enveiope ID; 485CERS 1-70C0-449-8F 13- 18408ZET 1894

Pre-enrollment Qualification Assessment Tool

A Special Needs Plan {C-SNP| is a type of Medicare Advantage Plan. WellCare offers Special Meeds Plans that coordinate health
care benefits for people with chronic or disabling conditions. You may be eligible to join if you can answer YES to any of the
questions below. Please fill aut this form and retum it to us with your enroliment application. Our Plan will need to verify your
chrenic condition with your doctor within 30 days of enroliment. We must disenroll you from the special needs plan if we are
unable ta verify your condition. That means it is very important to let your doctar know that we will need this verification, It
is also very important to give us accurate contact information for your doctor on the second page of this form.

Enrollee Information

stnome [BenelastName | | w EI

first reme [Bener 1 rstName ] Uareurbanh
Medicare 1D number (HICHE[11111111111

e

Chronic Heart Failure/Cardiovascular Disorder/Diabetes

Duplicate fields will auto populate throughout the application so please verify the information/spelling you
have entered is accurate.
*Note: You will need to remind the beneficiary this form must also be signed in addition to the application and/
or new member checklist if you wish to complete this. You may complete the Pre-Enroliment
Assessment at that same time of the application prior to sending to the beneficiary.

vhich are required for the eperation of the site. Leam Mors o]
EDEE neviaree omvex acrions ¢
Q Q-8 @ E
BocuSign Enveiope 1D $05CER1T0CE 4446-8F 13 18488IET 1AGA
Enrollee Information

nexT

Last name: EeneLastName ] ""'[El

first name: [BENEF 1 rs tName 1 Daveafbnh-l12345578

Miedicare ID num wmlcm|1"1"1111.11‘1 ————r ‘|

thone numbe [0000098 595

Authorization For Disclosure of Health Information to Verify Chronic Condition(s):

ing my medical history for the chronic
tion disclosed as a

it of this authorization in accordance with any state and federal laws

Call us if you have nieed help with this reach us a1 1-888-888-9385 (TTY 7). Between October | and

March 31, represes ilable Menday—Sun: 8 pm. Between April | and September 30 representatives are
available Monday—Friday, 8 am. to 8 pam. o visit us anytime at wwwowellcare.com/medicare.

Please give us contact information for your provider in the next section. We will contact your provider to compiete this form.

| Doctors or Other Health Care Provider(s) Who Can Verify Your Chronic Conditions)
Provider &1 Provider #2
Prowvider name: I Provider name: I I

Provider address | Pravider addrecs |

Please enter the access code to view the document

The access code the beneficiary will need to Enroll witn WellCare
enter is the same for ALL application “wc2020” '
to access thelr documents_ You \Nl” need to The sender has requested you enter & secrel acoess code prior 10 reviewing Ehe document. You showld

hanve recenved an aOCesSs CO0E N 4 Separats COMMUNICanon Fiease anter NS CO0E and valdats Tin
provide this over the phone. ol o praced Ko vissing e document

Access Coc

[wezo ] VALIDATE | NEVER RECEIVED AN ACCESS CODE

of
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Walk-Through Guide

PDP Application

You will follow all of the same steps as listed above in the CCP application (pages 2-13) for the PDP Applica-
tion, but utilizing the PDP Application.
The new member checklist is not included in the PDP Application as it does not apply and is not required.

DocuSign Envelope 1D; SHTIRA36-8184-41 87-8430-5DE6EDESEEA1

2020 WellCare Medicare Prescription Drug Plan Individual Enrollment Form
Please contact WellCare if you need information in another language or format (Braille).

To Enroll in a WellCare Prescription Insurance, Inc., Plan Please Provide the Following Information
Select the box for the plan you want to enroll in: @walnessﬂ:tﬂPDP} @CIassir[PDP] @lt: Saver (FDF)

[O]esetect (p0p) [ O] Vatue plus (rop) [O]value script (poy o ber month

| I — ) S——

|||||||||||||||

First Name: . IIPrimar].-l'honeM.n‘rber:II |

You will need to remind the beneficiary to sign and complete the authorized representative information on

The informatian an 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 state law where | live) on this
application means that | have read and understand the contents of this application. If signed by an authorized individual (as described
abave), this signature certifies that: 1) this persan is authorized under state law to complete this enrollment, and 1) documentation of
this autharity & available upan request by Medicare.

- o rodaysoae [ | [ [ [ [ ] ] |
MM DDY Y Y Y
If you are the authorized representative, you must sign and provide the following information.
Would you like all mail to be sent to the authorized representative? D‘m D Mo

e | [ | [ [T PI TPl ]]]
pawes| | | | || [ [0 [T T T T T 0T
el | [ LTI LTI LT P T T ] ] Jseel | Jael [ [ ]]]
tronetwumber| | | [ [ [ | ] | | | neaomproemotee] | | [ | [ [ [ ]]]
Please enter the access code to view the document
The access code the beneficiary will need to enter is E'Jidlrwguﬁwcafmﬂ inc
the same for ALL application “wc2020” to access their e
documents. You will need to provide this over the e YRS 1 S COP 12 MG LSS, Peaee e 1 Coe a0 vk £ 1
Access Code
|wc2ﬂ20 I VALIDATE | NEVER RECEIVED AN ACCESS CODE
ot
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Walk-Through Guide

PFFS Application

You will follow all of the same steps as listed above in the CCP application (pages 2-13) for the PFFS Appli-
cation, but utilizing the PFFS Application.
The new member checklist is not included in the PDP Application as it does not apply and is not required.

2020 WellCare PFFS Individual Enrollment Form

Please contact WellCare if you need information in another language or format (Braille)
To Enroll in WellCare’s PFFS Plan, Please Provide the Following Information:
Select the box for the plan you want to enroll in: @WEIlCareToda}r's Options Premier Plus 6508 (MAPD)
@ WellCare Today's Options Premier Plus 2504 (MAPD) @Welltm Today's Options Premier 300 (MA only)

@ WellCare Today's Options Premier 200 (M& only) Q,[{j per month
@Mr. @IM&@M& Su@m @r Birth Date: (MMDDYYYY) | |

Last Mame: | | middle initial: Q
First Name: | | Primary Phone Number | |
Altemate Phone Number (Optional | |

Email Address (Optional): | |

Please know that by providing your email address, you are agreeing to receive emails fram us. We will give you the opportunity

You will need to remind the beneficiary to sign on page 5.

DocuSign Envelops (D 11586E7C-4141-4871-BIDE-A350905081 T2
Please Read and Sign (continued):

WellCare PFFS serves a specific service area. If | move out of the area that WellCare PFFS serves, | need to natify WellCare PFFS so | can disenroll
and find a new plan in rry new area. Once | am a member of WellCare PFFS, | have the nmrtw‘i plan decisions about payment or services
if1 disa%:!e_ | will read the Evidence of Coverage from WellCare PFFS when | get it to know which rules | must follow to get coverage with this
Private Fee-for-Service plan. | understand that with Medicare are not usually covered under Medicare while out of the country except
fior limited coverage near the US. border. | understand that if | am getting assistance from a sales agent, broker, or other individual employed
by or contracted with WellCare FFFS he or she may be paid based on my enrollment in WellCare PFF5. Release of Information: By joining this
Medicare health plan, | acknowledge that WellCare will release my information to Medicare, ether plans and providers as is necessary for
treatment, payment and health care operations. | also acknowledge that WellCare will release my infarmation }imiuding My prescription
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 my signature {or the signature of the person
authorized ta 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 abave), this signature certifies that: 1) this person is
authorized under state law to complete this enrollment and 2) documentation of this authority is avalable upon request from Medicare,

- o rosmsoe| | [ [ [ [ ]|

MMDDY Y Y Y

Please enter the access code to view the document

The access code the beneficiary will need to enter is Ervoll witn Wellcere
the same for ALL application “wc2020” to access
their documents. You will need to provide this over T S N8 oS ou vker 8 S0 Bees o PCH 10 e e s, You e
the phone. 10 proCesd 1o ey
Access Code
| wea020 | W | NEVER RECEIVED AN ACCESS CODE

ot
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