1 I Enrollment Request Form—Personal Information

Please check which SCAN® plan you would like to be enrolled into:

H9104 (CA) H5425 (CA) H9385 (AZ)

O MAPD (Part D) O Non-Part D O MAPD (Part D) O Non-Part D O MAPD (Part D) O Non-Part D
Please check which applies to you: O Retiree O Dependent

Please print your last name, first name, and middle initial exactly as it appears on your Medicare card.

Employer Name Group Number

Social Security Number Birth Date O Male
(Optional - - O Female
Name: Last First M.1.
Home Address Apt. # County
City State Zip Telephone  ( )

Mailing Address (if different from above) Apt.# County
City State Zip Telephone )

Name of Person to Contact in Case of Emergency

Address

Telephone  ( ) Relationship

Your answers to these following questions WILL NOT keep you from enrolling in this plan.

Race/Ethnicity: (Please use codes from Race/Ethnicity ledger) O African American/Black

O American Indian or Alaska Native O Asian O Caucasian O Hispanic
O Native Hawaiian or Other Pacific Islander O Declined to State O Other:

Marital status: O Married O Single O Divorced O Widowed

Preferred written language: O English O Spanish O Braille O Other:
Preferred spoken language: O English O Spanish O Sign language/TTY O Other:

E-mail address:

y IMedicare Information

Please fill in the blanks below with the information exactly as it appears on your Medicare card. You must either fill this out, or you can
attach a copy of your Medicare card or your Letter of Verification from the Social Security Administration or Railroad Retirement Board.
This enrollment application will not be complete until you have provided us with this information.

MEDICARE

1-800-MEDICARE (1-800-633-4
NAME OF BENEFICIARY

JANE DOE

MEDICARE CLAIM NUMBER
000-00-0000-A>
IS ENTITLED TO
HOSPITAL
MEDICAL

SEX__
FEMALE

EFFECTIVE DATE
(PARTA)  7-01-198B
(PART B) 07-01-198B;

5{ HEALTH INSURANCE

yr

Name

/'

Sex

O Male O Female

Medic

are Claim Number

Is Entit

led To:

——Hospital Insurance (Part A)

Effective Date:

"Hospital Insurance (Part B)

Effective Date:

3 IPhysicicm Information

To choose a doctor, refer to your Physician and Hospital Directory for a list of physicians and medical groups.

Physician Name

Physician ID Number (Optional)

Medical Group Name

Group ID Number

Is this a new physician for you?2 O Yes

O No

WHITE—Membership Accts/Member File
H?104_H5425_H9385_4023_2008_IA093008

YELLOW—Enrollment Services
2008 F-APP-ALL 08/08

BLUE—Member
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4 IMedicaI Information

OYes ONo

1. Are you the retiree?

If “yes,” retirement date (month/date/year):

If “no,” name of retiree:

2. Are you covering a spouse or dependents under this employer or union plan2 OYes ONo

If “yes,” name of spouse:

Name of dependents:

3. Do you or your spouse work? OYes ONo

4. Do you have End Stage Renal Disease (ESRD)
If you answered “yes” to this question and you do not need regular dialysis any more, or have had a
successful kidney transplant, please attach a note or records from your doctor showing you do not need
dialysis or had a successful kidney transplant.

OYes 0ONo

Some individuals may have other drug coverage, including other private insurance, Worker's
Compensation, VA benefits or State pharmaceutical assistance programs.

Will you have other prescription drug coverage in addition to SCANZ? OYes ONo

Name of other coverage: ID # for coverage:

6. Are you a resident in a long-term care facility, such as a nursing home? OYes ONo
If “yes,” please provide the following information:

Name of institution:

Address & Phone Number of Institution (number and street:)

5 I Please Read This Important Information

| understand that my signature (or the signature of the person authorized to act on behalf of the individual under the laws of the State
where the individual resides) on this application means that | have read and understand the contents of this application, including the
Statement of Understanding. 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 by SCAN
or by Medicare.

6 I Signature

Please sign here’ Date

If you are the authorized representative or a witness/translator, you must provide the following information:

Name: Relationship to Enrollee:

Address: Telephone )

"I the individual cannot sign, a court appointed Legal Guardian or designee assigned in a written advance directive, if authorized
by state law, must sign below. Attach a copy of proof of Legal Guardianship, written advance directive, or proof of authorization
by state law.

Signature Date

NAME OF STAFF MEMBER

(if assisted in enrollment) REP. CODE

EFFECTIVE DATE OF COVERAGE / / ICEP/IEP: OEP: AEP: SEP (type): Not Eligible:




1 TNEEE

STATEMENT OF UNDERSTANDING

By completing this enrollment application, | agree to
the following:

| understand that while the “effective date of coverage”
on the first page of this form is when | should begin
using the plan’s services, the plan will still be sending
me final approval of my enrollment in SCAN®.

| understand that | should not disenroll from any
Medicare supplement plan, Medigap or Medicare
Select plan until | get the approval from SCAN.

| understand that | will be responsible for paying the
plan premium within the county where | live.

SCAN is a Medicare Advantage plan and has
a contract with the Federal government. | will
need to keep my 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
health plan or prescription drug plan. It is my
responsibility to inform SCAN of any prescription
drug coverage that | have or may get in the future.
| understand that if | do not have Medicare prescription
drug coverage, or creditable prescription drug
coverage (as good as Medicare’s), | may have to
pay a late enrollment penalty if | enroll in Medicare
prescription drug coverage in the future. Enrollment
in this plan is generally for the entire year. Once |
enroll, | may leave this plan or make changes only at
certain times of the year when an enrollment period is
available (Example: November 15-December 31 of

every year), or under certain special circumstances.

SCAN serves a specific service area. If | move out of
the area that SCAN serves, | need to notify the plan
so | can disenroll and find a new plan in my new
area. Once | am a member of SCAN, | have the right
to appeal plan decisions about payment or services
if | disagree. | will read the Evidence of Coverage
document from SCAN when | receive it to know which
rules | must follow in order to receive coverage with
this Medicare Advantage plan. | understand that
Medicare beneficiaries are generally not covered
under Medicare while out of the country except for
limited coverage near the U.S. border.

Lock-In: | understand that, beginning on the date my
SCAN coverage begins, | must get all of my health
care from SCAN, with the exception of emergency
or urgently needed services or out-of-area dialysis
services. In addition to being covered in the United
States, emergency and urgently needed services
are covered worldwide. | understand that services

authorized by SCAN and other services contained
in my SCAN Evidence of Coverage document (also
known as a member contract or subscriber agreement)
will be covered. | also understand that without

authorization, NEITHER MEDICARE NOR SCAN WILL
PAY FOR THE SERVICES.

| understand that if | am receiving assistance from a
sales agent, broker, or other individual employed by or
contracted with SCAN, he/she may be compensated
based on my enrollment in SCAN.

Counseling services may be available in my state
to provide advice concerning Medicare suplement
insurance or other Medicare Advantage or Prescription
Drug plan options and concerning medical assistance
through the state Medicaid program and the Medicare
Savings Program.

RELEASE OF INFORMATION

Release of Information: By joining this Medicare
health plan, | acknowledge that the Medicare health
plan will release my information to Medicare and
other parties as is necessary for treatment, payment
and health care operations. | also acknowledge
that SCAN 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. | understand that if |
intentionally provide false information on this form, |
will be disenrolled from the plan.

| agree to abide by the plan’s membership rules as
outlined in SCAN'’s Evidence of Coverage. | will read
SCAN's Evidence of Coverage to know what rules
| must follow in order to receive coverage with this

plan as well as any exclusions and limitations that

may apply.

3800 Kilroy Airport Way, Suite 100, Long Beach, CA 90806
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BLUE—Member

Step 1: Please fill out the application completely. Use a ballpoint pen and press hard to

make three copies.

Step 2: Read the Statement of Understanding and keep it for your records.

Step 3: Sign and date the bottom of the application.

Step 4: Keep the bottom BLUE copy for your file.
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ri1scan

HEALTH PLANo

If you have any questions regarding this application, please call 1-800-699-7689, 8 A.mM.—8 p.M., 7 days per
week, (TTY users: 1-800-735-2929, 8 A.M.—8 P.M., 7 days per week).

Race/Ethnicity Ledger Codes:

Race/Ethnicity Category Sub-Category Code
African American/Black African American B1
If not African American or African, Select “Black/African American” only
African B2
American Indian or Alaska Native California Tribes n
If not from a California Tribe, select “American Indian” only
Asian Asian Indian Al
If not from an Asian sub-category that is listed, select “Asian” only
Cambodian A2
Chinese A3
Filipino A4
Korean A5
Laotian Ab
Japanese A7
Thai A8
Vietnamese A9
Caucasion/White European Cl
Middle East & North African C2
Arab C3
Hispanic or Latino/a Mexican H1
If not from a Hispanic or Latino/a sub-category that is listed, select “Hispanic
or Lafino/a” only Mexican American Indian H2
Central American H3
South American H4
Puerto Rican H5
Cuban H6
Native Hawaiian or Other Pacific Islander Native Hawaiian N1
If not from a sub-category listed above, select “Native Hawaiian or Other
Pacific Islander Samoan N2
Guamanian N3




