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PowerForm Signer Information

Begin by clicking on the WellCare SOA DocusSign link. If you

Fill in the name and email for each signing role listed below.

already have a paper SOA or completed the SOA via the AVL Signers will recsive an smail inviting them to sign this document.
line you can skip this section and go straight to the CCP or Plesse snter your name and email to begin the signing erecess.
PDP DocusSign link. WellCare Agent

Important: The beneficiary MUST have an email AND a device Your Name: *

that can access the internet to sign the form electronically [ Test At
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Email:

Enter your name and email address and the beneficiary’s

| Testbensficiary@test.com

name and email address. Double check that information you
entered is correct. Next, click begin signing.

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.
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You can begin entering information into the SOA form 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
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HEALTH PLAN

2020 Scope of Sales Appointment
Confirmation Form

The Centers for Medicare & Medicaid Services requires agents to document the scope of a marketing
appointment prior to any face-to-face sales meeting to ensure understanding of what will be discussed between
the agent and the Medicare beneficiary (or their authorized representative). All information provided on this form
is confidential and should be completed by each person with Medicare or his/her authorized representative.

Please initial below beside the type of product(s) you want the agent to discuss.

Stand-alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP)

A stand-alone drug plan that adds prescription drug coverage to Original Medicare, some Medicare
Cost Plans, some Medicare Private Fee-for-Service Plans, and Medicare Medical Savings Account
Plans.

You will find instructions in the upper left hand corner of the screen. If you are unsure of which field to fill in

Enter number

ot

next simply click the next button on the left side of the screen.

NEXT

FIN

@ Q& 8 0
dDOVE, FIEdsE TIOLE, LNE PETSON WHO WL UISCUSS LNE Prouucts 15 SILNer SMpoyed or Lontrdtlead uy 4 Meaicdre
Advantage plan. They do not work directly for the federal government. This individual may also be paid based
on your enrollment in a plan. Signing this form does NOT obligate you to enroll in a plan, affect your current or
future enrollment, or automatically enroll you in a Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:

Signature: Signature Date:
If you are the authorized representative, please sign above and print below
Representative’s Name:

Your Relationship to the Beneficiary:

To be Completed bv Agent:

Test Agent
Agent Name___— T i Agent Agent Phone;
Beneficiary Name. es gen Beneficiary Phone:

Beneficiary Address: [ ]
Initial Method of Contact (1 ,’.. ite here if beneficiary was a walk-in.): | |

Agent’s Signature:
Plan(s) the Agent Represented Curine this Mestine: 1

[
Date Appointment Completed.l | Appointment 1D

*Scope of Appointment documentation is subject to CMS record retention requirements.*

Agent: if the form was signed by the beneficiary at time of appointment, provide explanation why SOA was
not documented prior to meeting:

“Ohana Health Plan, a plan offered by WellCare Health Insurance of Arizona, Inc. WellCare Health Plans, Inc., is an HMO, PPO, PDF, PFFS plan with a Medicare contract and
is an approved Part D Sponsor. Our D-SNPS have contracts with State Medicaid programs. Enrollment in our plans depends on contract renewal. WellCare Health Plans
Inc., complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. ATTENTION: If you
speak a language other than English, language assistance services, free of charge, are available to )uu Call 1-B77-374-4056 (m‘ 711 ATENCION: si habla espatiol, t\éﬂea
UES EE

su disposicion iemtmi gldtullus de asistencia lingiistica. Llame al 1-877-374-405 (TTY. ). {22 FISSM P - Ayl
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Advantage plan. They do not work directly for the federal government. This individual may also be paid based
on your enrollment in a plan. Signing this form does NOT obligate you to enroll in a plan, affect your current or
future enrollment, or automatically enroll you in a Medicare plan

Beneficiary or Authorized Representative Signature and Signature Date:

Signature: Signature Date:
If you are the authorized representative, please sign above and print below.

Once you have filled out Representative’s Name:

Your Relationship to the Beneficiary.

all of the red boxes, click
To be Completed bv Agent:

i e 0999999999 |
the sign button Agent Name, 1St Agent Agent Phone 2293999999

Beneficiary NameTESt Agent Beneficiary Phone: [9999999999
Beneficiary Address: [123 Test street ]
- Initial Method of Contact (inalicate here if beneficiary was a walk-in.): phone call |
SI!I'I Agent’s Signature: =

Plan(s) the Agent Represent; Lrine this Meetine (Ve 11Care Essential HMO
' Date Appointment Com, 04012019 | Appeintment ID:

*Scope of Appointment documentation is subject to CMS record retention requirements.*

Agent: if the form was signed by the beneficiary at time of appointment, provide explanation why SOA was
not documented prior to meeting:

‘Ohana Health Plan, a plan offered by WellCare Health Insurance of Arizona, Inc. WellCare Health Plans, Inc., is an HMO, PPO, PDF, PFFS plan with a Medicare contract and
s an approved Part D Sponsor. Our D-SNPs have contracts with State Medicaid programs. Enrollment in our plans depends on contract renewal. WellCare Health Plans
Inc.. complies with applicable Federal civil rights laws and does not discriminate on the basis of rare. color. national origin, age, disability, or sex. ATTENTION: If you
speak a language other than English, language assistance services, free of charge, are available lu)uu Glll BN EH 4[!56\'1” ]II] MENODN si habla espafiol. llerlen
su mspnswuon servicios gratultns de dsmen{la linguistica. Llame al 1-877-374- 4056 [TTv:71) \J., Tﬂ e "T"_ 'Eg & EHA %.
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Adopt Your Signature
Confirm your name, initials, and SIQI’\B(LI’&
* Required
Full Name* Initials™
Test Agent TA
SELECT STYLE DRAW
Next, you will need to adopt p,‘ Crange styie
a signature. You can either use a 1:';;;1“ ” T;;
L QUAJ
computer generated signature by SDFSCAOTIDIAED..
selecting “select style” or you can o 2] o i o o eate g Fepa Ty St i o e 2 £ ot St ot ! S PLPE3ES R o
use your finger or cursor to draw a
ADOPT AND SIGN CANCEL
signature by selecting “draw”. Once ‘
your signature is complete click the -

“adopt and sign” button. Adopt Your Signatura

Confirm your name, initials, and signature.

~ Required

Full Name™ Initials™
Test Agent TA

SELECT STYLE DRAW

DRAW YOUR SIGNAT‘ Clear

otk J\g

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

ADOPT AND SIGN CANCEL




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”. You are now ready to send the SOA
to the beneficiary for signature. Click the finish button at the top or bottom of your screen.

Done! Select Finish to send the completed document.

LA ESETTTULIVE 5 TNLTTIE,

Your Relationship to the Beneficiary:

To be Completed bv Agent:

Agent Name: Test Agent Agent Phane: 9999999999
Beneficiary Name. ame 1SSt _Agent Beneficiary Phone: (9999999999

Beneficiary Address: [123 Test Street
Initial Method of Contact (Indjcate here if beneficiary was a walk-in.).

[phone call |

Agent’s Signature; [t lyud
Plan(s) the Agent Represented Durine thic Meering: [¥e11Care Essential HMO
Date Appointment Completed: [04012019 | Appointment ID: I

*Scope of Appointment documentation is subject to CMS record retention requirements.*

Agent: if the form was signed by the beneficiary at time of appointment, provide explanation why SOA was
not documented prior to meeting:

Ohana Health Plan, a plan offered by WellCare Health Insurance of Arizona, Inc. WellCare Health Plans, Inc. is an HMO, PPQ, PDP, PFFS plan with a Medicare contract and
is an approved Part D Sponsor. Our D-SKPs have contracts with State Medicaid programs. Enrallment in our plans depends on contract renewal. WellCare Health Plans
nc., complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. ATTENTION: If you
speak a language other than English. language assistance services, free of charge, are available to you. Call 1-677-314- -mﬁé (IT\‘ T11) ATENCION: si habla eaJ.ﬂmI IIEHPJ
su dl)pUﬁIULII r—wmua gld Litos ¢ de risISlElI\.I:lh[IgIJI‘llld Llame al 1-877-374-4056 (TTY: 71). § Sl s o mg oA v g

R ARE 15 1-877-304-4056 (TTY: 711) = PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari knng gumamit ng mga serbisye ng tulong sa w kd
nang walang bayad Tun awag sa 1-877-374-4056 [TTV: 77
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FINISH
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If you did not fill out all of the required fields you will not be able to send the SOA 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
you should download the SOA. The beneficiary should receive an email shortly with a link for the SOA that you
created.

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.

DOWMNLOAD 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.

W\ WellCare

Berpaaicl Heathanng, A Batter Yo

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

Enroll with WellCare
agentservices@mhplan.com

Test Member,

Flease DocuSign 2020 Scope of Appointment Form. pdf

Thank ¥ou, Enroll with WellCare



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 code 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 |

= )

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

N WellCare
e in

Enroll with WellCare
Comprehensive Health Management, Inc rowsrsa oy DocuSign

Please read the Electronic Record and Signature Disclosure.
B g o o clocronic roord enc s, FINISHLATER  OTHER ACTIONS +

Use the Finish Later option to continue
signing this document at a later time. Leam
more...
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Instruct the beneficiary to initial next to the plan type(s) you will be presenting by clicking the

Please review the documents below.

“initial” button(s).
Initial

$
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Please initial below beside the type of product(s) you want the agent to discuss.

START

4

pt

nitial

Next, they need to adopt a signature. They can either use a computer generated signature by selecting “select

Stand-alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP)

A stand-alone drug plan that adds prescription drug coverage to Original Medicare, some Medicare
Cost Plans, some Medicare Private Fee-for-Service Plans, and Medicare Medical Savings Account
Plans.

Medicare Advantage Plans (Part C) and Cost Plans

Medi Health Mai Organization (HMO)

A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage and
sometimes covers Part D prescription drug coverage. In most HMOs, you can only get your care from
doctors or hospitals in the plan’s network [except in emergencies).

Medicare Preferred Provider Organization (PPO) Plan

A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage and
sometimes covers Part D prescription drug coverage. PPOs have network doctors and hospitals, but
you can also use out-of-network providers, usually at a higher cost.

Medicare Private Fee-For-Service (PFFS) Plan

A Medicare Advantage Plan in which you may go to any Medicare-approved docter, hospital and
provider that accepts the plan’s payment, terms and conditions, and agrees to treat you — not all
providers will. If you join a PFFS Plan that has a network, you can see any of the network providers
who have agreed to always treat plan members. You will usually pay more to see out-of-network
providers

Medicare Special Needs Plan (SNP)
A Medicare Advantage Plan in which you may go to any Medicare-approved doctor, hospital A
Medicare Advantage Plan that has a benefit package designed for people with special healthcare

m OTHER ACTIONS ~

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.

DocuSigned by:

ADOPT AND INITIAL

By selecting Adopt and Initial, | agree that the signature an:
my agent} use them on documents, including legally binding

Adopt Your Initials

Confirm your name, initials, and signature,

* Requirsd

Full Name* Initials*
Test Member ™

SELECT STYLE DRAW

-
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Tust Member T

EDB9283C53DT74F9...

initi ill be the electronic represel
ntracts - just the same &s a pen-and-paper signature or initial

CANCEL

Change Style

ation of my signature and initials for all purposes when | (or
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Once the initials are accepted they will see them appear next to the plan type(s). Instruct the beneficiary to
either click the next button on the left of the screen or scroll down to the signature at the bottom of the
document. Remember that instructions are always at the top left of the screen for next steps.

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

CRECRR AN . JN©]
the agent and the Medicare beneficiary (or their authorized representative). All information provided on this form

is confidential and should be completed by each person with Medicare or his/her authorized representative

Please initial below beside the type of product(s) you want the agent to discuss.

S

Stand-alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP)

1 A stand-alone drug plan that adds prescription drug coverage to Original Medicare, some Medicare
s Cost Plans, some Medicare Private Fee-for-Service Plans, and Medicare Medical Savings Account
Plans.
| Medicare Advantage Plans (Part C) and Cost Plans
Xt Health Organi: (HMO)
— A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage and
L'rm sometimes covers Part D prescription drug coverage. In most HMOs, you can only get your care from
‘ —  doctors or hospitals in the plan's network (except in emergencies)
ferred Provider Organization (PPO) Plan
— A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage and
LTW sometimes covers Part D prescription drug coverage. PPOs have network doctors and hospitals, but
— you can also use out-of-network providers, usually at a higher cost.
R . “_s o n» . . .
Next, instruct the member to click the sign” button. Since they have already adopted their signature

it will automatically appear after they click the button. At this time, if there is an authorized representative
you would need to instruct them to fill out the optional grey boxes in the authorized representative section.

Once the beneficiary has initialed and signed the SOA they should see a message at the top left of their
screen that says “Done! Select Finish to send the completed document.” Instruct them to click finish at the
top or bottom of their screen if they are ready for their sales appointment.

Done! Select Finish to send the completed document.

Beneficiary or Authorized Rep g and Sig Date:
Docusigned by
P 4/8/2020
Signature. Signature Date:
If you are the authorized representative, please sign above and print below

Representative’s Name:

Your Relationship to the Beneficiary.

To be Completed by Agent:
Agent Name, TS5t Agent Agent Phone; 9999999999
Beneficiary Name:, ]S> ¢_AdenT Beneficiary Phone: 9999999999

Beneficiary Address 123 Test Street

Initial Method of Contact (Indicate here if beneficiary was a walk-in.) Phone caTT
Agent’s Signature: [ Tl dgd

weTTCare Essential HMO

Plan(s) the Agent Represented Dur\r&rh\s Meeting
Date Appointment Completed: 04012020

Appointment ID:,

*Scope of Appointment documentation is subject to CMS record retention requirements.*

Agent: if the form was signed by the beneficiary at time of appoii provide expl ion why SOA was
not documented prior to meeting:

‘Ohana Health Plan, a plan offered by Well Care Health Insurance of Inc. WellCare Health Plans, Inc. ts an HMO, PPO,

deral civil r
lish, lang
6 (TTY:M). ¢
VA: Kung nagsasalita ka ng Tagalog, maaa
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If the beneficiary did not initial and sign the document they will not be able to submit the SOA. 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 SOA.

Save a Copy of Your Document

N4

—1

Your document has been signed

IF yvou would like & copy for your records, select Download or
Print and save.

DOWMLOAD PRINT CLOSE

Now that both you and the beneficiary have signed the SOA you will both receive a fully executed copy via
email. The email will contain a PDF of the signed SOA, 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 per WellCare’s retention policy.

2020 Scope of Appointment Form.pdf pa Summary.pdf .
F | 286 KB * | 271 KB
"
N WellCare
Barpoond Healtheare A Better You

YWour document has been com

IE‘II'HI COMPLETED DOCUNMENT|

Enroll with WellCare
ag en tsenices{imhplan com

All parties have completed Please DocuSign: 2020 Scope of Ap pointment F om . pdf.

Powersd B DocuSign

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.



