CCP WellCare Application DocuSign Job Aid

must complete the foIIowmg: Fill in the name and email for each signing role listed below.
Signers will receive an email inviting them to sign this document.

1. Call the SPOP line if you believe the beneficiary may
Pleass enter your mame and email to begin the signing process.

have Medicaid or LIS (866-211-0544)
2. Complete an SOA via DocuSign or Tralicen Sgent

the AVL Line (877-780-3920) Your Mame: *
Test Agent |

3. Email the beneficiary the Summary of Benefits, Star

Ratings Document and Comprehensive Formulary for Y _—
'our Email:

the plan they intend to enroll in. You can find copies | testagent@test com |

of these documents at https://wellcare-

ipc.destinationrx.com/PlanCompare/2020/consumer/ f:jn:'r'? g information for any other signers needed for this

type3/Compare/Home. You MUST keep a record of

any/all email correspondence with the beneficiary Beneficiary

for compliance purposes. Please ensure all records Mo

are kept secure and under password protection. [est Hermtr |
Important: The beneficiary MUST have an email AND a

Email:

device that can access the internet to sign the form elec-

| testmember&test. com |

tronically (i.e. smart phone, tablet or computer)

CCP Application DocuSign Link: wellCare Agent Review
https://na3.docusign.net/Member/ Mame:
PowerFormSigning.aspx?PowerFormld=72214321-f9ba- Tast Agant |
4134-b7cf-a34957e5ac8c&env=na3-eul&acct=0a9bbdb0-

fd9f-42b3-acef-82ce707860db&v=2 Email:

. . o testagentStest.com
Enter your name and email address and the beneficiary’s | - |

name and email address. You will need to enter
your information twice. Double check that information
you entered is correct. Next, click begin

| >

NOTE: The information you enter into the “WellCare Agent” and “WellCare Agent Review” sections should match exactly.
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.



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 W WellCare

Beyond Heslthears A Betver You

Enroll with WellCare
Comarehensive Health Management, Inc: Foverss oy DocuSign

Please read the Electronic Record and Signature Disclos
[ i et FINISHLATER  OTHER ACTIONS ~

Use the Finish Later option to continue
signing this document at & later time. Leam
more...

GOT IT

You can begin entering information into the CCP application by either clicking the start button or
scrolling 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 v

DocuSign Envelope ID: 06CF9879-69C8-4AES-B25E-00F7845F0385

START

2020

WellCare/‘Ohana/WellCare TexanPlus

Medicare Advantage Plans
Individual Enrollment Form

You will find instructions in the upper left hand corner 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 OTHER ACTIONS -

‘ 7 @ a8 e

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 the box for the plan you want to enroll in: Plan: Wel\(ara ‘Ohana WallCare TexanPlus
Plan Type: HMO HMO-POS HMO C-SNP HMO D-SNP HMO-POS C-SNP HMO-POS D-SNP
PPO PPOD-SNP  $ m.— month

Plan Name: Absolute Access Advance Today's Options Classic Today's Options Advantage 300
Tnday's Options Advantage Plus 1504 |(_)| Today's Options Advantage Plus 5508 |(_)] Today's Options Advantage Plus 7508
Ba(an Rouge Preferred Best hampion Choi(s Classic Ccmpass Dividend
Dmdem Prime ( Edge Element Hne Elwte Smile |(®)|Essential Essential Smile @ Exclusive Explore
b btra Extra Plus |(_J Extra Smile Flex Complete Freedom Fo(us Guardlan Imperial Liberty
‘ Pmnade Plus | Preferred @ Premier ane Reserve @R: Select | () star | () Value

HanlDtH||99|99,0q1, T T T

Mr. Mrs. Ms. ser r sirth Date: (umpDYYYY) (09091940 '
|

Last Name:[Member Jvicte it [

fistName[Te ST | rimary Prone enber 2999999999

Alternate Phone Number[Ogtional - Email |

Email Address (Optiona) [t e sSt@test . con| |

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



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 to send the completed document. m FINISH LATER OTHER ACTIONS

‘ - Qaaid o

DacuSign Envelope ID: 06CF8879-69C8-4AEB-B25€ -09F T845F03BS
Licensed Representative/Office Use Only:
Name of Staff Member/Agent/Broker/ Licensed Representative (if assisted in enrollment):
[Test Agent |

Licensed Representative Signature: Date Application Received:
MMDDYYYY

Licensed Representative Initials: Licensed Representative ID; 999999

Scope of Appaintment Verification #: !

Licensed Representative Phone #: !99I9 9I99999 9‘

—T—T—T1—

Specal Needs Plans Verification (i
pan D HP 999001

4 I — —— - |

| I I
Hifective Date of Coverage |22 -2 020

M MDDYYYY

ICEP/EP EAEP otp [@)] sep typey FEMA | [Clnot eigbie [ cancel Appication

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 Checklist carefully with each new member envolling in our plan.
Test Agent

Member Name Dare (04052020
@ Plan Information Here are some details about your new plan

The name of my new planis We 11Care Essential HMO ]

My Plan type is a [circle} HMO = HMO-POS  PFFS | HMOD-SNP PPC  PPO D-SNP

My plan will provide: all my Medicare health coverage (@) all my Medicare prescription drug coverage ()
My plan coverage is expected to begin on effective date} 02012020

I must live in the plan's service area. which is: [T € ST .
If I 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:

I should / 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 do not include
prescription drug coverage.)

My monthly premium will be $

Checklist
YES |NO

@ [ 1 IFmyplan hasamonthly plan premium, | understand that | am responsible for this
bt premium, in addition to my Part B monthly premium.

@) [ 2 lunderstand that [ may be responsible for certain co-pays or cainsurance for covered
— medical services
@ 1 3 Myagentleft me acopy of the 2020 Resource Guide, which includes a 2020 Summary

of Benefits.




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 4

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 ~

a Q&8 0

T R T G S R AT T

® [ 6 Myagent explained the Coverage Gap, sometimes referred to as the “donut hole™

7. Ihave reviewed my currently prescribed drugs with my agent and have confirmed that

OB they are in the plan's list of covered drugs, also called a “formulary.” which is available to

e view at www.wellcare.com/medicare | also understand that some of my drugs may not
be covered under the plan's formulary.

eWellCare 2019
16
MEMRAGOLZIME 0138 18 ans 1A
MNew Member Checklist 16-17 (002).pdf 1of2
DocuSign Envelope I0: 06CF9879-HOCE-AAER B25E 09F7845F0385
Agent Name:
[Test Agent
Agent Phone Number
[9999999999
Agent ID
399999
-
&
Agent Signature: . __
Member Swgna(we‘
Adopt Your Signature
Confirm your name, initials, and signature.
“ Required
Full Name* Initials*
Test Agent TA
SELECT STYLE DRAW

Next, you will need to adopt

a signature. You can either use a

computer generated signature by

selecting “select style” or you can
use your finger or cursor to draw a
signature by selecting “draw”. Once
your signature is complete click the

“adopt and sign” button.

p;‘ Change Style
DocuSigned by: DS
Tut gt T
B8DFSCAO7T1D1A4EC...
By selecting Adopt and Sign, | agree that the signature and initials will be the electronic representation of my signature and initials for all purposes when | (or

my agent) use them on documents, including legally binding contracts - just the same &s & pen-and-paper signature or initial.

ADOPT AND SIGN CANCEL

)

Adopt Your Signature

Gonfirm your name, initials, and signature.

* Required

Full Name* Initials*
Test Agent TA

SELECT STYLE DRAW

DRAW YOUR SIGNAT‘ Glear

By selecting Adopt and Sign, | agree that the signature and initials will be the clectronic representation of my signature and initials for all purposes when | (or
my agent) us them on documents, including legally binding contracts - just the same as & pen-and-paper signature or initial.

ADOPT AND SIGN CANCEL




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 ~

[® [ 6 Myag times referred to as the “donut hole.

7. I have reviewed my currently prescribed drugs with my agent and have confirmed that
they are in the plan's list of covered drugs. also called a “formulary.” which is available to
view at wwwowellcare.com/medicare. | also understand that some of my drugs may not
be covered under the plan's formulary.

oWellCare 2019

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 should download the application and save it securely. The beneficiary should receive an
email shortly with a link for the application that you created.

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.

DOWRNLOAD PRINT CLOSE



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 Youw

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

REVIEW DOCUMENTS

Enroll with WellCare
agentservices@mhplan.com

Test Member,

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

Thank You, Enroll with WellCare

Fowerad byDocuSign

Next, they will need to enter in the access code “WellCare2020” 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 cade in a separate communication. Please enter the code and validate it in
order to proceed to viewing the document.

Access Code

VALIDATE | NEVER RECEIVED AN ACCESS CODE
WellCare2020 |

ot




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
seycns et A et o

Enroll with WellCare
Comprehensive Health Management, Inc Pawsrea oy DocuSign

Please read the Electronic Record and Signature Disclosurt
» S rm— iy < FINISH LATER  OTHER ACTIONS v
B lareet

use electronic records and signatures.

Use the Finish Later option to continue
signing this document at & later time. Leam
more...

GOT IT

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.

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

CHRCHEALN - BEC}

PRI UELISIVIES GUUUL PayITTEnIc UF SETVIVES I 1 UISagIEE, | Wil [€aU U LYIUETICE U CUYETage Uucunie e
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 Non-
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 CARE TEXANPLUS WILL PAY FOR THE SERVICES. | understand that if | am getting assistance from
a sales agent, broker or mher 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 reg The on this form s correct to the best of my

| that if | ly provide false 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 | live) on this
applicati and understand the contents of this application. If signed by an authorized individual (as described
above), thiequired - Sign Here b thic berson is authorized under state law to complete this enrollment and 2) documentation of
this autha 5’“ Jlable upon request from Medicare.

Signature:_—— Today's Date

o rencare; wr

SIGN

MMDDYYYY

Attestation of Eligibility for an Enrollment Period
Typically, you may enroll in a Medicare Advantage plan only during the Annual Enrollment Period from October 15
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 I3.

Licensed Representative:

Y0070_WCM_35614E_FINALOI_C CMS Approved 07092019
©WellCare 2019 PAGE 5 OF7 NAOWCMAPP36286E_0000



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

Adopt Your Initials

Gonfirm your name, initials, and signaturs.

* Required

Full Name™ Initials*
Test Member ™

SELECT STYLE DRAW

pg; ‘ Change Style
DocuSigned by: Ds
Els{ Member | T

EDB2283C53DT4F0...

will be the electronic representation of my signature and initials for all purposes when | (or
ontracts - just the same &s a pen-and-paper signature or initial

Adopt and Initial, | agree that the signature ar
nt} use them on documents, including legally bin

ADOPT AND INITIAL CAMCEL

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.

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

a Q&8 @
A LIS QUGG PRI UF SETVIES 11 UISEEHEE. | WL TE0U UIE CYIUENILE UT CUYETaRE UUCUETL 1T YT SIS ane ey TYenare
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 U.S. 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/"Ghana/WellCare TexanPlus Evidence of
Coverage document (also known as a member contract or subscriber agreement) will be covered. Without authorization, NETHER
MEDICARE NOR WELLCARE,/"OHANA/WELLCARE TEXANPLUS WILL PAY 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 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 infarmation 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 | live) on this
application means that | have read and understand the cantents 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 authoy savaable upon request from Medicare.

Signature:|_Tid fu&y Today's Date:
N MMDDYJYFYY
‘ Attestation of Eligibility for an Enrollment Period
Qa3 8 06

[ O 6 Myagent 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
@ [ e arein the plan' st of covered drugs, also called a “formulary” which s avllable to
view at wwwwellcare.com/medicare. | also understand that some of my drugs may not
be covered under the plan's formulary.

eWellCare 2019

MANGOZIE 01t 16 ———

New Member Chackist 16-17 (002).pdf faf2
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Agent Signature: [t 1y

+

Member Signature: __




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 complsted document. m OTHER ACTIONS v

CHECERAY - JNO)
AT UELISINS QUUUL PRaRIITENE UL SETVIVES (11 UISaEHEE | 1ESU UIE LYETNILE Y CUYELGEE UULUITENL 1T YTEILaIT) Uianay TYEare
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 U.S. 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, NETHER
MEDICARE NOR WELLCARE/"OHANA/WELLCARE TEXANPLUS WILL PAY 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 lnformation: By joining this Medicare health plan,
| acknowledge that WellCare/Chana/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. | 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 | 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 authoy awalable upon request from Medicare.

Signature:|_Ttsl Mambur 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

L1

Your document has been signed

IT wou waould like a copy for your records, select Download or
Frint and save.

DOWNLOAD PRINT CLOSE



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

W WellCare

Beyond Healthcare. A Better You

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

REVIEW DOCUMENTS

Enroll with WellCare
agentservicesi@mhplan.com

Test Agent,

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

Thank You, Enroll with WellCare

Fowered byDecuSign

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

m OTHER ACTIONS ~

Please review the documents below.

START

‘ 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're 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 ~|

a Qs 8 e

1] Jother

If none of these statements applies to you or you're not sure, please contact WellCare/"Ohana/Well Care TexanPlus at 1-866-527-0056 to
see if you are eligible to enroll. We are open 8 am. to 8 p.m., 7 days a week. TTY users should call 711.

Licensed Representative: M
YO070_WCM_35614E_FINALD]_C CMS Approved 07092019
©WellCare 2019 PAGE 6 OF7 NAOWCMAPP36285E_0000

2020 CCP Enroliment Application. pdf 8of9

Licensed Representative/Office Use Only:

Name of Staff Member/A Broker/Licensed Rep ive (if assisted in enrollment);
(Tg=q Apepe] [ [ [Peperedoeel] T T T[T T TTTTTTTTTT]
SIGN Licensed Representative Signature:_ = Date Application Received:

MMDDYYYY



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

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

1] Jother

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 7.

Licensed Representative: M
Y0O70_WCM_35614E_FINALOI_C CMS Approved 07092019

@WellCare 209 PAGE 6 OF7 NAOWCMAPP36286E_0000

2020 CCP Enroliment Application. pdf 8of9

DocuSign Envelope ID: 06CFS879-HICE-AAES B2SE-0BF TR45F03B5

Licensed Representative/Office Use Only:

Name of Staff Member/Agent/Broker/Licensed Representative (if assisted in enroliment):
e A [ [ [eesempremma] [ [ [ [T}
Licensed Representative Signature: r:;r?f::‘ Date Application Received

MMDDYYYY

5 999999
LicnlscdReprrsrnlativflmtials Licensed Representative D: 220 P 9 | | |

SmpeufnppmmmentVeviﬁcatwon!,‘ | | | | l I l ‘ ‘

[E

Licensed Representative Phone #;

otmesmenvesnropeoa [ T 1T [T T]TT]

Pan e HPIOIPOL [ T T T [ T | ettctive Dateof coverager”
MMDDYYYY

[ Jicerree [ Jnee [ Joer [x]sertper FEMA T T T [ [ [ [ | [ Jvoteisbe| Jcaxelappication

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

Save a Copy of Your Document

W

Ll

Your document has been signed

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

DOWNLOAD PRINT CLOSE



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 processing
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 WellCare’s

retention policy.

A 2020 CCP Enroliment Application.pdf A New Member Checklist 16-17 (002).pdf _ A Summary.pdf .
PE | 794 KB PE | 278 KB | 280 KB

W WellCare

Bayond Healthcare. A Better You

Your document has been completed

VIEWCOMPLETED DOCUMENTS

Enroll with WellCare

agentservices@mhplan.com

All parties have completed Please DocuSign: 2020 CCP Enrollment Application. pdf.

Powered bm-.

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 DocusSign, please escalate through
your leadership.



