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Better care begins
with listening

so we can bring you more of what matters

Humana.




Listening to what you need, giving you support for your journey

When you tell us your health goals, we hear you—and we help you on your journey to reach them.
Here’s how:

Plan options with copays as low as $0
A broad network of pharmacies
Resources at your fingertips with our simple digital tools

Dedicated customer service team to help you make the most of your plan

Decades of experience, at your service

Humana has been in healthcare for over 60 years. We serve millions of members through our plan benefits,
competitive premiums, and support that helps you feel your best, head to toe. How? We call it human care.
It’s all the ways we get to know you—and how we aim to go above and beyond to bring you more than you
might expect from a health plan.

Find programs, support and resources
in your community at

Humana.FindHelp.com



OQ What’s inside

D\/ How your plan works

D\/ Understanding your Medicare options
D\/ Understanding the coverage gap

[~] The Humana difference

[~] Plan details

 Benefits at a glance
« Summary of Benefits

Enrollment documents

* Privacy notice  Application receipt
* Scope of appointment « Star Rating document
* Application

[~] What’s next

Your agent information

Agent name

Agent phone number

Agent email

Let’s talk

Call your licensed Humana sales agent. They’re ready
to walk you through your options and help you enroll.

Humana.
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How your plan works

Prescription drug plan

A prescription drug plan (PDP) is a stand-alone drug plan that can help cover the cost of your medicine.
It can be paired with Original Medicare or certain Medicare Advantage plans. Humana PDPs also give you a
variety of benefits:

* Get access to a national pharmacy network that offers preferred cost sharing at the following retail
pharmacies in 2024 for the Humana Premier Rx Plan™ and the Humana Walmart Value Rx Plan™: Walmart®,
Walmart Neighborhood Market, Sam’s Club® (no membership required), Publix®, HEB®, Costco® and
Albertsons® Companies family of brands.

* Get your medicines delivered to you with CenterWell Pharmacy®, the preferred cost-sharing
mail-order pharmacy on all plans.

« Get affordable copays for 90-day supplies of Tier 1 and Tier 2 prescriptions,* plus free standard
delivery—which may help you save time by avoiding lines and save on gas by avoiding trips to
the pharmacy.

e

o

* Not all medications are available in a 90-day supply.

How your plan works PDPEN24POD_PDP



Understanding your Medicare options

To help you decide the best fit for you, here is an overview of Medicare options and what each one covers.
Follow these 2 steps to get started:

Step
1 Enroll in Original Medicare—offered by the federal government.

EEE Part A helps pay for hospital stays and inpatient care.

%j) Part B helps pay for doctor visits and outpatient care.

St B At : e
°p After enrolling in Original Medicare, you can explore additional types of
2 coverage—offered by private companies.
Option 1: Choose a Medicare OR Option 2: Add one or both of the following
Advantage plan. to Original Medicare.
Medicare Part C (Medicare Advantage) Medicare Part D is a stand-alone
is made up of Part A, Part B and may prescription drug plan.t

include Part D (prescription drug
benefits) as well as extra benefits like
coverage for hearing, dental and vision.t

f

+

Medicare Supplement insurance (Medigap)
plans help pay for some of Original
Medicare’s out-of-pocket costs for

covered medical services.

t If you don’t enroll in Part D coverage when you're first eligible, you will generally pay a late

enrollment penalty fee. Hum(ln(L

PDPEN24POD BC Understanding your Medicare options



Understanding the coverage gap

Most Medicare prescription drug plans have a coverage gap. Once you enter the coverage gap, you may have
to pay a higher percentage of drug costs for covered prescriptions. (Note that the information below only
pertains to covered prescriptions and medication costs.)

Stage 1
Deductible

You pay all costs until
the deductible is met.

|

100%

0%

Your share of drug costs

Stage 2

Initial coverage

You and Humana split
costs. For most plans,
you will pay either a
copay or coinsurance
until you and Humana
have spent a total

of $5,030.

Stage 1: Deductible—you pay 100%

Stage 3

Coverage gap

You are paying no more
than 25% of total costs
until you have paid
$8,000 out of pocket
toward drug costs.

Stage 4

Catastrophic coverage

During this payment
stage, the plan pays the
full cost for your covered
drugs. You pay nothing for
covered Part D drugs.

A deductible is the amount you pay of your medication costs before your plan pays its share.
» Some plans may have a deductible that does not apply to all tiers.
* You may have a reduced deductible or no deductible depending on the plan you choose in

your area.

Stage 2: Initial coverage—shared cost with insurance company

* Both you and your insurance plan pay medication costs until the shared total drug costs

equal $5,030.

* You're generally responsible for copays and coinsurance during this stage.

Stage 3: Coverage gap

 The coverage gap begins after you and your plan have spent $5,030 for covered drugs, and it
ends when your out-of-pocket cost reaches $8,000.

« In this stage, you pay no more than 25% of the cost of brand-name and generic drugs.

« Any medication-related deductible, discounts you receive on covered brand-name drugs,
coinsurance, copayments and the amounts you pay in the coverage gap count toward the

$8,000 limit.

Stage 4: Catastrophic coverage stage—follows the coverage gap

* You enter the catastrophic coverage stage when your out-of-pocket costs have reached the
$8,000 limit for the calendar year.
« During this payment stage, the plan pays the full cost for your covered drugs. You pay nothing for
covered Part D drugs.

Understanding the coverage gap

PDPEN24POD_BC



The Humana difference

Better care begins with listening. So that’s just what Humana does. We listen to what you need

@ and bring you support, with plan and benefit options to help you feel your best. There may be
additional benefits beyond the ones listed here, depending on your plan and area. Going above
and beyond for your whole health: That’s human care.

Pharmacy

You have several options for filling your prescriptions, including retail and mail-order pharmacies like
CenterWell Pharmacy, Walmart, Walmart Neighborhood Markets, Sam’s Club, Publix, H-E-B, Costco and
the Albertsons Companies family of brands. CenterWell Pharmacy is the preferred cost-sharing mail-order
pharmacy on most Humana plans, offering free standard shipping. Other pharmacies are available in

our network.

- Learn more at CenterWellPharmacy.com. If you have questions, call CenterWell Pharmacy at
855-522-2835 (TTY:711), Monday - Friday, 8 a.m. - 11 p.m., and Saturday, 8 a.m. - 6:30 p.m.,

Eastern time.

Humana.

PDPEN24POD BC The Humana difference



The Humana difference

Part D coverage

Choose from three Humana Rx plans:

Plan and annual deductible#

Who this plan is for

What this plan offers

Humana Walmart
Value Rx Plan

$545 for Tiers 3, 4 and 5

This plan is for people
seeking an affordable
premium, affordable copays,
and access to preferred
cost-sharing pharmacies.

« S0 copay for a 30-day supply of

Tier 1 medications at
preferred pharmacies

$1 copay for a 30-day supply
of Tier 2 medications at
preferred pharmacies

Additional gap coverage for Tier 1
and 2 medications

Humana Premier
Rx Plan

Reduced deductible;
varies by plan

For those seeking broad drug
coverage and peace of mind,
this plan offers our most
comprehensive PDP coverage,
with low copays at preferred
cost-sharing pharmacies.

Over 3,700 covered medications

$0 Tier 6 copay for highly
utilized Medicare drugs at
preferred pharmacies

$0 copays for 90-day supplies
of Tier 1 and 2 medications at
CenterWell Pharmacy

(with SO deductible)

Additional gap coverage for
Tier 1, 2 and 6 medications

Humana Basic
Rx Plan™

$545 for all tiers

This plan is designed for
auto-enrollees and people who
qualify for Medicare Extra Help.

Over 3,600 covered medications

$0 copays for 90-day supplies
of Tier 1 and 2 medications at
CenterWell Pharmacy

t The deductible and exclusions will/may vary by region. See the plan’s Summary of Benefits for

additional details.

The Humana difference
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2024 Prescription Drug Benefits at a Glance

Humana Walmart Value Rx Plan (PDP) S5884-195 State of Wisconsin
Monthly premium $35.30
Plan Highlights

$0 copays $0 copays at select pharmacy locations and tiers. Additional
details below.
Deductible $0 deductible on Tier 1 and Tier 2
Insulin costs You won't pay more than $35 for a one-month (up to 30-day)
supply of each insulin product covered by your plan
Additional gap coverage Additional gap coverage for the following:
Tier 1 drugs
Tier 2 drugs
Insulin
$0 vaccines $0 copay for adult Part D covered vaccines recommended by

the Advisory Committee on Immunization Practices (ACIP)

Deductible

$0 deductible for Tier 1 and Tier 2. This plan has a $545 deductible for Tier 3, Tier 4, Tier 5 drugs. You
pay the full cost of these drugs until you reach $545. Then, you only pay your cost-share.

You pay the following until your total yearly drug costs for covered drugs reach $5,030. Total yearly
drug costs are the total drug costs paid by both you and our plan. Once you reach this amount, you
will enter the Coverage Gap.

Initial Coverage

Mail Order Cost-Sharing

Get more value
&é; WNGNLH S LICE | Standard Mail-Order Cost-Sharing
options in bold

Preferred Mail-Order Cost-Sharing

CenterWell Pharmacy™

Day Supply

Tier 1: Preferred Generic $10 $30 S0 $0
Tier 2: Generic $20 $60 $1 $3
Tier 3: Preferred Brand 25% 25% 18% 18%
Tier 4: Non-Preferred Drug 46% 46% 46% 46%

Humana. Walmart:>;<
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Day Supply
Tier 5: Specialty Tier

25%

N/A

25%

N/A

Retail Cost-Sharing

Standard Retail Cost-Sharing

Preferred Retail Cost-Sharing

Day Supply 30-day 90-day* 30-day 90-day*
Tier 1: Preferred Generic $10 $30 S0 $0
Tier 2: Generic $20 $60 $1 $3
Tier 3: Preferred Brand 25% 25% 18% 18%
Tier 4: Non-Preferred Drug 46% 46% 46% 46%
Tier 5: Specialty Tier 25% N/A 25% N/A

Other pharmacies are available in our network. To find which pharmacies are available in your
network, go to Humana.com/pharmacyfinder.

*Some drugs are limited to a 30-day supply.

Once your total yearly drug costs—what is paid both by you and our plan—reach $5,030, the costs of
your drugs may go up. Please refer to the Summary of Benefits for more information.

You can get more out of your plan by doing the following:

+ Stay in—network. You may pay less for your drugs at in-network pharmacies.

+ Consider using your preferred mail order cost-sharing pharmacies. They typically offer a lower
cost-share than standard mail order cost-sharing pharmacies for most drugs (your cost-share for
specialty drugs is the same at any in-network pharmacy).

+ Get a 90-day supply of many of the drugs you take all of the time. You'll get more and may pay

less, especially when you fill at a preferred cost-sharing mail order pharmacy.

You won't pay more than $35 for a one-month (up to 30-day) supply of each plan-covered insulin

product regardless of cost-sharing tier, even if you haven't paid your deductible.

Benefits at a Glance

S5884195000BAG24



"Extra Help"

If you receive "Extra Help" for your drugs you will have a $0 deductible.

Prior to reaching your annual $8,000 out-of-pocket limit you will pay one of the following depending
on your level of "Extra Help:"

« $4.50 for generic/preferred multi-source drug or biosimilar; $11.20 for any other drug; OR
« $1.55 for generic/preferred multi-source drug or biosimilar; $4.60 for any other drug; OR
« $0 for all drugs

After reaching your annual $8,000 out-of-pocket limit, you will pay $0 for the remainder of the
calendar year, regardless of the level of "Extra Help" you receive. Additional information will be
available on your LIS rider.

If you have questions and are a Humana member, please contact Customer Care at 1-800-281-6918 (TTY:
711).

If you are not currently a Humana member, please contact a licensed Humana sales agent at 1-844-775-9622
(TTY: 711), 8 a.m. to 8 p.m. seven days a week from Oct. 1, 2023 - Mar. 31, 2024 and Monday - Friday the rest
of the year.

Humana is a stand-alone PDP prescription drug plan with a Medicare contract. Enrollment in this Humana plan
depends on contract renewal.

The Humana Walmart Value Rx Plan (PDP) Prescription Drug Plan pharmacy network includes limited
lower-cost, preferred pharmacies in urban areas of AR, CT, DE, IA, IN, KY, MA, ME, MI, MN, MO, MS, NC, ND, NJ,
NY, OH, PR, R, SD, TN, WI, WV; suburban areas of CT, DE, MA, MI, MN, MT, ND, NJ, NY, OH, PA, PR, RI, WV; and
rural areas of IA, MN, MT, ND, NE, SD, VT, WY. There are an extremely limited number of preferred cost share
pharmacies in urban areas in the following states: DE, ME, MI, MN, MS, ND, OH; suburban areas of MT and ND;
and rural areas of ND. The lower costs advertised in our plan materials for these pharmacies may not be
available at the pharmacy you use. For up-to-date information about our network pharmacies, including
whether there are any lower-cost preferred pharmacies in your areaq, please call Customer Care at
1-800-281-6918 (TTY: 711) or consult the online pharmacy directory at Humana.com/PlanDocuments.

All product names, logos, brands and trademarks are property of their respective owners, and any use does not
imply endorsement.

Humana.com/Benefits

R
—__| Getall your health plan details at
O

Humana. Walmart:>;<
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Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on the
basis of race, color, national origin, ancestry, ethnicity, sex, sexual orientation, gender, gender identity, disability,
age, marital status, religion or language in their programs and activities, including in admission or access to, or
treatment or employment in, their programs and activities.

+ The following department has been designated to handle inquiries regarding Humana's non-discrimination
policies: Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618, 877-320-1235 (TTY: 711).

Auxiliary aids and services, free of charge, are available to you.
877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids and
services are necessary to ensure an equal opportunity to participate.

This information is available for free in other languages. Please call our customer service
number at 877-320-1235 (TTY: 711). Hours of operation: 8 a.m. - 8 p.m. Eastern time.

Espaiiol (Spanish): Llame al nimero indicado para recibir servicios gratuitos de asistencia
linguistica. 877-320-1235 (TTY: 711). Horas de operacién: 8 a.m. a 8 p.m. hora del este.

P (Chinese): B AHMESHRAFI R BRI - AR EE FIRFFEL : 877-320-1235 (RESLA:
711) o AR : SRERRFE L 8 Mg | 8 By o

GHHLE7BEN1021
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2024

Summary of Benefits

Humana Walmart Value Rx Plan (PDP) S5884-195

State of Wisconsin

Our service area includes the following state(s): Wisconsin.

Other pharmacies are available in our network.
S5884_SB PD_PDP_195000 2024 M

Humana. | Walmart 32
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Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and rules. If you

have any questions, you can call and speak to a customer service representative at 1-800-706-0872 (TTY:
711).

Understanding the Benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is important
to review plan coverage, costs and benefits before you enroll. Visit Humana.com/medicare or call
1-800-706-0872 (TTY: 711) to view a copy of the EOC.

Review the pharmacy directory to make sure the pharmacy you use for any prescription medicines is
in the network. If the pharmacy is not listed, you will likely have to select a new pharmacy for your
prescriptions.

Review the formulary to make sure your drugs are covered.

Understanding Important Rules

In addition to your monthly plan premium, you must continue to pay your Medicare Part B premium.

This premium is normally taken out of your Social Security check each month.

Benefits, premiums and/or copayments/co-insurance may change on January 1, 2025.

Effect on Current Coverage. If you are currently enrolled in a Medicare Prescription Drug plan, your

current Medicare Prescription Drug healthcare coverage will end once your new Medicare Prescription
Drug coverage starts. If you have Tricare, your coverage may be affected once your new Medicare
Prescription Drug coverage starts. Please contact Tricare for more information.

2 Summary of Benefits S5884195000SB24
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L et's talk about Humana Walmart Value

L Rx Plan (PDP)

Find out more about the Humana Walmart Value Rx Plan (PDP) - including the drug

services it covers - in this easy-to-use guide.

Humana Walmart Value Rx Plan (PDP) is a stand-alone prescription drug plan with a
Medicare contract. Enrollment in this Humana plan depends on contract renewal.

The benefit information provided is a summary of what we cover and what you pay. It
doesn't list every service that we cover or list every limitation or exclusion. For a
complete list of services we cover, please refer to the plan's Evidence of Coverage on our

website, Humana.com/plandocuments.

To be eligible

To join Humana Walmart Value Rx Plan
(PDP), you must be entitled to Medicare
Part A, and/or be enrolled in Medicare
Part B and live in our service area.

Plan name:
Humana Walmart Value Rx Plan (PDP)

How to reach us:
If you're a member of this plan, call
toll-free: 1-800-281-6918 (TTY: 711).

If you're not a member of this plan,
call toll free: 1-800-706-0872 (TTY:
711).

October 1 - March 31:
Call 7 days a week from 8 a.m. - 8 p.m.

April 1 - September 30:
Call Monday - Friday, 8 a.m. - 8 p.m.

Or visit our website:
Humana.com/medicare

More about Humana Walmart
Value Rx Plan (PDP)

Do you have Medicare and Medicaid? If you are a
dual-eligible beneficiary enrolled in both
Medicare and the state's program, your
prescription drug costs may be lower.

If you have Medicaid, be sure to show your
Medicaid ID card in addition to your Humana
membership card to make your provider aware
that you may have additional coverage. Your
services are paid first by Humana and then by
Medicaid.

Humana Walmart Value Rx Plan (PDP) offers a
pharmacy network with preferred cost sharing at
select pharmacies. You may pay more at other
pharmacies.

A healthy partnership

Get more from your plan — with extra
services and resources provided by
Humana!

Humana. | Walmart 32
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Monthly Premium, Deductible and Limits

$35.30
If you receive premium assistance, your plan premium may be
reduced.
If you have Part B, you must keep paying your Medicare Part B
premium.

Monthly Plan Premium

Pharmacy (Part D) deductible

$0 deductible on Tier 1 and Tier 2
$545 for Tier 3, Tier 4, Tier 5

(9 Prescription Drug Benefits

PLAN HIGHLIGHTS

$0 copays $0 copays at select pharmacy locations and tiers.
Additional details below.
Deductible $0 deductible on Tier 1 and Tier 2

Insulin costs

You won't pay more than $35 for a one-month (up
to 30-day) supply of each insulin product covered by
your plan

Additional gap coverage

Additional gap coverage for the following:
Tier 1 drugs

Tier 2 drugs

Insulin

$0 vaccines

DEDUCTIBLE

$0 copay for adult Part D covered vaccines
recommended by the Advisory Committee on
Immunization Practices (ACIP)

$0 deductible for Tier 1 and Tier 2. This plan has a $545 deductible for Tier 3, Tier 4, Tier 5 drugs. You pay
the full cost of these drugs until you reach $545. Then, you only pay your cost-share.

INITIAL COVERAGE

You pay the following until your total yearly drug costs for covered drugs reach $5,030. Total yearly drug
costs are the total drug costs paid by both you and our plan. Once you reach this amount, you will enter

the Coverage Gap.

Mail Order Cost-Sharing

Standard Mail Order Preferred Mail Order
Cost-Sharing Cost-Sharing
CenterWell Pharmacy™
Day Supply 30-day 90-day* 30-day 90-day*
Tier 1: Preferred Generic $10 $30 SO S0
Tier 2: Generic $20 $60 S1 S$3
Tier 3: Preferred Brand 25% 25% 18% 18%
Tier 4: Non-Preferred Drug 46% 46% 46% 46%
Tier 5: Specialty Tier 25% N/A 25% N/A

Summary of Benefits S5884195000SB24
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Retail Cost-Sharing

Standard Retail Cost-Sharing

Preferred Retail Cost-Sharing

Day Supply 30-day 90-day* 30-day 90-day*
Tier 1: Preferred Generic S10 $30 N0) S0
Tier 2: Generic $20 $60 S1 $3
Tier 3: Preferred Brand 25% 25% 18% 18%
Tier 4: Non-Preferred Drug 46% 46% 46% 46%
Tier 5: Specialty Tier 25% N/A 25% N/A

Other pharmacies are available in your network. To find which pharmacies are available in your network,

go to Humana.com/pharmacyfinder.

*Some drugs are limited to a 30-day supply.

You won't pay more than $35 for a one-month (up to 30-day) supply of each plan-covered insulin product

regardless of cost-sharing tier, even if you haven't paid your deductible.

Insulin Mail Order Cost-Sharing

Standard Mail Order
Cost-Sharing

Preferred Mail Order
Cost-Sharing
CenterWell Pharmacy™

Day Supply 30-day 90-day* 30-day 90-day*
Tier 3: Preferred Brand S35 $105 S35 $105
Tier 5: Specialty Tier $35 N/A $35 N/A

Insulin Retail Cost-Sharing

Standard Retail Cost-Sharing

Preferred Retail Cost-Sharing

Day Supply 30-day 90-day* 30-day 90-day*
Tier 3: Preferred Brand S35 $105 S35 $105
Tier 5: Specialty Tier $35 N/A $35 N/A

Other pharmacies are available in your network. To find which pharmacies are available in your network,

go to Humana.com/pharmacyfinder.

*Some drugs are limited to a 30-day supply.

Humana.

S5884195000SB24
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COVERAGE GAP

After you enter the coverage gap, you pay 25 percent of the plan's cost for covered brand name drugs
and 25 percent of the plan's cost for covered generic drugs until your out-of-pocket costs total $8,000 —
which is the end of the coverage gap. Not everyone will enter the coverage gap.

Under this plan, you may pay even less for the following:
Tier 1 (Preferred Generic) - All Drugs
Tier 2 (Generic) - All Drugs
Tier 3 (Preferred Brand) - Insulin
Tier 5 (Specialty Tier) - Insulin

For more information on cost sharing in the coverage gap, please call us or access your Evidence of
Coverage online.

CATASTROPHIC COVERAGE
After your yearly out-of-pocket drug costs reach $8,000 you pay $0 for plan-covered Part D drugs.

EXTRA HELP

If you receive "Extra Help" for your drugs you will have a $0 deductible.

Prior to reaching your annual $8,000 out-of-pocket limit you will pay one of the following depending on
your level of "Extra Help:"

+ $4.50 for generic/preferred multi-source drug or biosimilar; $11.20 for any other drug; OR
« $1.55 for generic/preferred multi-source drug or biosimilar; $4.60 for any other drug; OR
« $0 for all drugs

After reaching your annual $8,000 out-of-pocket limit, you will pay $0 for the remainder of the calendar
year, regardless of the level of "Extra Help" you receive. Additional information will be available on your
LIS rider.

Cost sharing may change depending on the pharmacy you choose, when you enter another phase of the
Part D benefit and if you qualify for "Extra Help." To find out if you qualify for "Extra Help," please contact
the Social Security Office at 1-800-772-1213 Monday — Friday, 7 a.m. — 7 p.m. TTY users should call
1-800-325-0778. For more information on your prescription drug benefit, please call us or access your
Evidence of Coverage online.

If you reside at an in-network long-term care facility, you pay the same as you would at a standard retail
pharmacy. Under certain situations you may be able to get drugs from an out-of-network pharmacy but
may pay more than you would pay at an in-network pharmacy.

Summary of Benefits S5884195000SB24
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Important
At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status,
religion, or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable
federal civil rights laws. If you believe that you have been discriminated against by Humana or its
subsidiaries, there are ways to get help.

« You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618.
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

+ You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services,
200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019,
800-537-7697 (TDD). Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html.

« California residents: You may also call California Department of Insurance toll-free hotline number:
1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-877-320-1235(TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

GHHLNNXEN 0623
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-877-320-1235
(TTY: 711). Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-877-320-1235 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: HIRHERENEIRIRS, EHEESXTRERAYFRREMAEER, 0R
BEEIENIFRS, FHE 1-877-320-1235 (REEL : 711). HINWFAXITEARBREENE,
X2 RS,

Chinese Cantonese:; EHZMNE BN EY(RIERIEFERE > SUtHRMIEHZENFZIRT - W
RHERTS AWE 1-877-320-1235 (BEEZELE: 711) BMBIXHNAERESATIEEER B
B—TERER

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan
o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-877-320-1235 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-médicaments.
Pour accéder au service d'interprétation, il vous suffit de nous appeler au
1-877-320-1235 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung téi c6 dich vu thong dich mién phi dé tra 16i cac cau héi vé
chuong strc khée va chuong trinh thuéc men. Néu qui vi can théng dich vién xin
goi 1-877-320-1235 (TTY: 711) sé c6 nhan vién ndi tiéng Viét giup d& qui vi. Py la
dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-320-1235 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: EAt= 9|z B L= oFE HYof 2tet Z=20| Bl E2|0X R& 89 MH|AE HSstn
UELICEH. S MH|AE 0]23I2{H H3t 1-877-320-1235 (TTY: 711) HR 2 2953 FHAL .
St=0{E Sh= HERIE 2o EB AYLICE. O] MH|A = Rz 2HELICH
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Russian: Ec/in y Bac BO3HUKHYT BOMPOCbI OTHOCUTE/IbHO CTPaxoBOro nian
MeAVKaMeHTHOro Mn/aHa, Bbl MOXeTe BOCMNO0/1b30BaTbCA HaWVMK 6ecnaaTtHbIMN
ycnyramu nepeBojurKoB. YTo6bl BOCNOIb30BaThCA YC/1yramuy nepeBojunka,
NO3BOHUTE HaM Mo TenepoHy 1-877-320-1235 (TTY: 711). Bam okaxeT noMoLLb
COTPYAHVK, KOTOPbIA FOBOPUT MO-pycckn. laHHas ycnyra 6ecnaaTtHas.

lasy Blos dlzal ol e EylaY) dsloall gysll @ yaall Slass s L] :Arabic
s elde i (6388 @xyta e Joand) iyl 1890 gall dygudl das gl douall
celineluas dgyell Sioen Lo (asais pgiew . 1-877-320-1235 (TTY: 711) e by JLadyl
Adle doas 0i0
Hindi: g9 ey 31 &dT &l IS o TR | 31T fohell +ft U%1 & STamd 37 o ol g9R ure Jd
SHIIYT TaTd Iueled 8. Yeh GHTINAT UTed et o folg, 19 84 1-877-320-1235 (TTY: 711) W
ThiFl <. ehig ef<h ST fe=al StdT & STUeh! Haa o Tehdl 6. UE Yeh HUR Jal 8.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-877-320-1235 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servi¢os de interpretagdo gratuitos para responder

a qualquer questdo que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-877-320-1235

(TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar.

Este servico é gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis rele
nou nan 1-877-320-1235 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystac¢ z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonic
pod numer 1-877-320-1235 (TTY: 711). Ta ustuga jest bezptatna.

Japanese: S OBRRRLAMAETIVICEHATEEMICEBTRII57HIC. BHOBERT—EX%
CHERLTVET, BRZCAEDICHSICIF. 1-877-320-1235 (TTY:711) ICHBFEL LTV, BARGE
ZEIENZRWVLET, ChIFEHOY—-EXTY,

Form CMS-10802 (Expires 12/31/25) Form Approved OMB# 0938-1421
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@ Find out more

‘ You can see our plan's pharmacy directory at our website at

humana.com/finder/pharmacy/ or call us at the number listed at the beginning
of this booklet and we will send you one.

You can see our plan's drug guide at our website at
humana.com/medicaredruglist or call us at the number listed at the beginning

of this booklet and we will send you one.

To find out more about the coverage and costs of Original Medicare, look in the current “Medicare & You”
handbook. View it online at http://www.medicare.gov or get a copy by calling 1-800-MEDICARE (1-800-633-4227),
24 hours a day, seven days a week. TTY users should call 1-877-486-2048.

The Humana Walmart Value Rx Plan (PDP) Prescription Drug Plan pharmacy network includes limited lower-cost,
preferred pharmacies in urban areas of AR, CT, DE, IA, IN, KY, MA, ME, MI, MN, MO, MS, NC, ND, NJ, NY, OH, PR, RI,
SD, TN, WI, WV; suburban areas of CT, DE, MA, MI, MN, MT, ND, NJ, NY, OH, PA, PR, RI, WV; and rural areas of IA,
MN, MT, ND, NE, SD, VT, WY. There are an extremely limited number of preferred cost share pharmacies in urban
areas in the following states: DE, ME, MI, MN, MS, ND, OH; suburban areas of MT and ND; and rural areas of ND.
The lower costs advertised in our plan materials for these pharmacies may not be available at the pharmacy you
use. For up-to-date information about our network pharmacies, including whether there are any lower-cost
preferred pharmacies in your areq, please call Customer Care at 1-800-281-6918 (TTY: 711) or consult the online
pharmacy directory at Humana.com/PlanDocuments.

All product names, logos, brands and trademarks are property of their respective owners, and any use does not
imply endorsement.
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The information you need is just a click away.

Visit Humana.com/PlanDocuments to check details about your plan, including benefits and
costs.

If you'd like a printed Evidence of Coverage, Provider Directory, or Drug List mailed to you, you
can request one online at the website above, or call 1-800-281-6918 (TTY: 711), 24 hours a day,
seven days a week. Please have your Humana member ID card ready when you call. When asked
for the reason you've called, say "Evidence of Coverage," "Drug List" or "Provider Directory."

Activate your secure MyHumana account.

Your online MyHumana account is an important part of your Humana membership. Use it to view
your plan details anytime and access important plan documents online, all in one place. It's easy
to use and tailored to you.

Already have an account?
Go to Humana.com/MyHumanaPlan and log in.

Don't have an account yet?
Create one using the same link above in just minutes.

Receiving information about other insurance products

As a Humana member, we may call you to offer other insurance-related products. You can opt
out of those future calls by calling the Customer Care number on the back of your ID card.

Humana. | Walmart 32
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Humana Inc.

P.O. Box 14168
Lexington, KY 40512-4168

Important information about your plan

Humana.com
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Humana.

Get to know your
coverage with your
Prescription Drug Guide

Your Humana prescription drug plan (PDP) includes prescription
coverage—and plenty of support. One way we help you make
the most of your plan is with your Prescription Drug Guide,
also called a formulary or drug list. It’s the robust list of
prescription drugs or medicines that your plan covers. That
way, you can confirm coverage for the medicine you need.

Complete list of generic and Can be printed from, viewed on and
brand-name drugs covered in @9 downloaded to your phone, tablet
your plan and computer

Created and regularly updated by @ Available in multiple languages
doctors and pharmacists

View your plan’s Prescription Drug Guide at
Huma.na/3PDG489 or scan the QR code with
your phone or tablet’s camera.

Questions? Call 800-281-6918 (TTY:711) daily, 8 a.m. to 8 p.m., from Oct. 1 - March 31; and Monday -
Friday, 8 a.m. to 8 p.m., from Apr. 1 - Sep. 30

Discover our network of pharmacies—including
simple and safe prescription delivery from CenterWell

Sgg Ce nte rWe ll Pharmacy®—at Humana.com/Pharmacy. Check your

Pharmacy plan’s Evidence of Coverage for more information on how
to fill your prescriptions.

Y0040 GHHLY3EEN 03 24 C Prescription Drug Guide



Other pharmacies are available in the network.

Important
At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on

the basis of race, color, national origin, ancestry, ethnicity, sex, sexual orientation, gender, gender identity,

disability, age, marital status, religion, or language in their programs and activities, including in admission or

access to, or treatment or employment in, their programs and activities.

« The following department has been designated to handle inquiries regarding Humana'’s
non-discrimination policies: Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618,
877-320-1235 (TTY: 711).

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

This information is available for free in other languages. Please call our customer service number at
877-320-1235 (TTY: 711). Hours of operation: 8 a.m. - 8 p.m. Eastern time.

Espanol (Spanish): Llame al nimero indicado para recibir servicios gratuitos de asistencia linguistica.
877-320-1235 (TTY: 711). Horas de operacion: 8 a.m. a 8 p.m. hora del este.

#iehx (Chinese): A&t A EMESHRAS A e BRI ENER A RFE:877-320-1235
(B4R 711) o M5  SRERRREFE] L 8 B EHE | 8 BFo
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Care and communication
on your terms

Your privacy and well-being are important to us. There may be times when you want a family
member or friend to talk to Humana on your behalf.

To make that possible, you must first complete a consent for release of protected health
information form. This form will allow you to choose a trusted individual who can have access
to your protected health information. We would consider this person to be your family or friend
caregiver.

This is not a power of attorney (POA). To have someone help you enroll or to request account
changes or updates, you must submit a POA or other authorization under state law to allow
them to act on your behalf. You can submit POA and PHI consent forms together.

@ If you complete the PHI form and grant authorization to someone, we will consider
that individual your caregiver who can:

« Speak to Humana on your behalf about the plan—but may not make or request
any account changes or updates (unless they are your POA or have other legal
authorization from the state to act on your behalf)

« Keep track of your benefits and claims
+ Get answers to healthcare coverage questions
« Receive helpful information and advice on caregiving from Humana

ﬁ How to get started*

You have three options for completing and submitting your consent form.

1. If you have a MyHumana account or plan to create one after enrolling, you can
complete a consent form online from the “Accounts & Settings” page.

2. Your agent can utilize one of our sales systems to help you complete a consent
form electronically as part of your enrollment.

3. Complete the paper form included with this packet (after you have submitted your
application and received your Humana member ID card).

You don’t need to use this consent form to authorize an individual if you are also submitting a
POA or other legal authorization for the same individual.

* If you have previously submitted a consent form for this individual, you do not need to submit
again at this time. We will notify you if your consent is due to expire.

Humana
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Consent for release of protected health information

Member information (person whose information will be released):

Name: Date of birth: / /
First Middle Last Month Day Year
Address:
Street City State ZIP
Member ID: Group # (if applicable): Phone #:

0 Home O Cell*

I understand that this authorization will allow Humana and its affiliates to use or disclose the protected healtht
information (PHI) described below: (Please check only one box)

U Full Disclosure: Any protected health information Humana and its affiliates maintains, including mental health, HIV,
health status or substance use or disorder records. This also includes sharing information on mail-order pharmacy,
wellness products, and health programs with the person being authorized.

U Limited Disclosure: You specify what PHI to share, e.g., condition or treatment information, a specific date range, or
product type. Unless you limit by product type, information will apply to all products and services.

If Limited Disclosure was selected please indicate which product(s) apply:

U Medical and/or prescription coverage 1 Vision (1 Dental (1 Centerwell Pharmacy™ (mail delivery) L1 Go365°®

This information may be disclosed to, and used by, the following person or organization (such as nursing home, care
provider, and care managers) to assist me with the Humana-owned products or services for which I am providing
consent to disclose information:

Name: Date of birth: / /
First Middle Last Required Field Month Day Year
Or if organization:
Name
Address:
Street City State ZIP
Email: Phone #:

O Home QO Cell*
Relationship: O Spouse 0O Sibling Q Parent Q Child O Agent/Broker Q Friend QO Organization

I understand:

« I am not required to fill out this consent and Humana cannot base decisions regarding treatment, payment,
enrollment or eligibility for benefits on whether I submit it.

« Disclosures may include information from past, present, and/or future treating providers.

* This consent is valid until I cancel my Humana membership. For customers in the following states—CA, CT, GA, IL, MA,
MD, MT, NC, NJ, NV, OH, OR, PR, VA—consents will expire in compliance with applicable state laws.* I can cancel my
consent at any time through my MyHumana account, by calling customer service, or by submitting a written notice
to Humana.

« If I cancel consent, it will not apply to any information previously released with this authorization. Once information
is shared, Humana cannot prevent the person or organization who has access to it from sharing that information with
others, and this information may not be protected by federal privacy regulations.

Member or Legal Representative signature Date: / /

O Member O Legal Representative

Please note: Legal representatives must attach copies of authorization as required by law. Examples include
healthcare power of attorney, healthcare surrogate, living will or guardianship papers.

After you complete and sign the form, please fax it to 800-633-8188. Or, if you prefer, mail your completed form to:

Humana Insurance Company, P.O. Box 14168, Lexington, KY 40512-4168

* By giving your cell phone number, you give Humana permission to make calls to your cell.
T Health includes Medical, Dental, Pharmacy, Behavioral Health, Vision, Long-Term Care.
H U m G n(] , 1 Expires in 12 months: CA, CT, GA, IL, MA, MD, NC, NJ, NV, OH, OR
Expires in 24 months: MT, VA & Puerto Rico
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Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race, color, national
origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry, ethnicity, marital status, religion,
or language. Discrimination is against the law. Humana and its subsidiaries comply with applicable Federal Civil
Rights laws. If you believe that you have been discriminated against by Humana or its subsidiaries, there are
ways to get help.

* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 877-320-1235 or if you use a TTY, call 711.

* You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights electronically through their Complaint Portal, available at https://ocrportal.hhs.gov/
ocr/portal/lobby.jsf, or at U.S. Department of Health and Human Services, 200 Independence Avenue, SW,
Room 509F, HHH Building, Washington, DC 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms
are available at https://www.hhs.gov/ocr/office/file/index.html.

+ California residents: You may also call California Department of Insurance toll-free hotline number:
800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.

Language assistance services, free of charge, are available to you. 877-320-1235 (TTY: 711)

Espaiol (Spanish): Llame al nimero arriba indicado para recibir servicios gratuitos de asistencia linguistica.
FEREPX (Chinese): BT LEMNEERIBAI RS REES EIRE
Tiéng Viét (Vietnamese): Xin goi s dién thoai trén day dé nhan dugc cac dich vu hé trg ngén nglr mién phi.
20| (Korean): 2= 0] X|2 MH[AE 2o2{H 2|2 H 2 HlSHYAIR .
Tagalog (Tagalog - Filipino): Tawagan ang numero sa itaas upang makatanggap ng mga serbisyo ng tulong
sa wika nang walang bayad.
Pycckuia (Russian): lNo3BoHMUTe N0 HOMepPY, YKa3aHHOMY BbiLLe, YTObbl NONYYNTL 6ecrnnaTHble
ycnyrvn nepesoga.
Kreyol Ayisyen (French Creole): Rele nimewo ki pi wo la a, pou resevwa sévis ed pou lang ki gratis.
Francais (French): Appelez le numéro ci-dessus pour recevoir gratuitement des services d'aide linguistique.
Polski (Polish): Aby skorzystac z bezptatnej pomocy jezykowej, prosze zadzwonic pod wyzej podany numer.
Portugués (Portuguese): Ligue para o niumero acima indicado para receber servicos linguisticos, gratis.
Italiano (Italian): Chiamare il numero sopra per ricevere servizi di assistenza linguistica gratuiti.
Deutsch (German): Wahlen Sie die oben angegebene Nummer, um kostenlose sprachliche
Hilfsdienstleistungen zu erhalten.
BAEE (Japanese): BROEELET —EXZCELDHZEIE. LEDBESTTHEEILEL,
w38 (Farsi)
S el 398 olen b Bl Oygen Sl OMgud <8l gl

Diné Bizaad (Navajo): Wodahi béésh bee hani’i bee wolta’igii bich’{’ hodiilnih éi bee t'aa jiik’eh saad
bee aka'anida’awo’déé nika’adoowot.
4w =l (Arabic)

laaly Sacluall dilbre Sloas e ool oMl oeeall @831 Lol el yll




Scope of sales appointment form

It’s important for you to understand the type of products that you can choose to discuss before your
appointment with a licensed Humana sales agent. The Centers for Medicare & Medicaid Services
(CMS) requires sales agents to document the scope of any personal marketing appointment 48 hours
prior to the scheduled appointment, except for scope of sales appointment forms that are completed

during the last four days of a valid election period for the beneficiary or for unscheduled, in-person
meetings (walk-ins) or in-bound calls initiated by the beneficiary. All information provided on this
form is confidential, and a separate form should be completed by each beneficiary who wishes to
discuss plan options or their legally authorized representative. We look forward to speaking with you.

The licensed sales agent who will discuss the products with you is either employed or contracted by a
Medicare plan. They do not work for the federal government. This licensed sales agent 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 status,

or automatically enroll you in a Medicare plan.

Stand-alone Medicare prescription
drug plans (Part D)

Medicare prescription drug plan (PDP)

This stand-alone drug plan adds prescription drug
coverage to Original Medicare and some other
Medicare plans.

Medicare Advantage plans (Part C)

A Medicare Advantage (MA) plan provides all
Original Medicare Part A and Part B health coverage
and sometimes offers Part D prescription drug
coverage (MAPD) and other additional benefits.
There are different types of MA plans, such as:

Health maintenance organization (HMO) plan
This type of MA plan typically requires you to see
only in-network providers and get referrals from a
primary care doctor.

Preferred provider organization (PPO) plan

In most cases, on this type of MA plan, you’ll pay
less if you use in-network doctors. Referrals from a
primary care doctor are not required.

Private fee-for-service (PFFS) plan

On this type of MA plan, you may go to any
Medicare-approved doctor, hospital or provider
that accepts the plan’s payment, accepts the terms
and conditions and agrees to treat you—but not all
providers will.

Special Needs Plan (SNP)

This type of MA plan has a benefits package
designed for people with special healthcare
needs. Examples of groups served include people
who have both Medicare and Medicaid, reside

in nursing homes, and/or have certain chronic
medical conditions.

Other products

Medicare Supplement

Medicare Supplement plans are
standardized plans that can be

bought with varying coverage options

to help supplement your Original
Medicare plan. While an MA plan takes
the place of Original Medicare, a Medicare
Supplement plan is simply added on to
Original Medicare. Medicare Supplement
plans have no provider networks and
help pay some of the costs that Original
Medicare does not pay. Medicare
supplement plans cannot be held with an
MA plan.

Dental

Stand-alone Dental plans are available at
varying levels of coverage at in- and out-of-
network providers.

Vision

Stand-alone Vision plans are available at
varying levels of coverage at in- and out-of-
network providers.

Hospital indemnity

Hospital indemnity plans cover some of the
costs associated with hospital stays that
may not be covered by a primary health plan.

Humana.
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Scope of sales appointment

In the space provided below, please initial next to the type of health product(s) you want the licensed
sales agent to discuss.

I:I Medicare Advantage plans (Part C) I:I Dental plans
|:| Stand-alone prescription drug plans (Part D) I:I Vision plans
|:| Medicare Supplement plans I:I Hospital indemnity

Name Phone

Address (street, city, state, ZIP code) Relationship to the beneficiary

Medicare ID number (optional)

By signing this form, you are agreeing to a sales meeting with a sales agent to discuss the specifi
types of products you initialed above. The person that will be discussing plan options with you is
either employed or contracted by a Medicare health plan or prescription drug plan that is not the
federal government, and they may be compensated based on your enrollment in a plan.

Signing this form does NOT affect your current enrollment, nor will it enroll you in a Medicare
Advantage plan, prescription drug plan or other Medicare plan.

Beneficiary or legally authorized representative signature and signature date:

Signature Signature date / /

To be completed by agent: (Please print) Agent please mail this form to:
MarketPoint

Agent name P.0. Box 14637

Lexington, KY 40512-4637

Agent phone Or fax to: 877-889-9936

Agent SAN Initial method of contact:
Date and time of form completion: Date and time of scheduled appointment:
/ / , : [lam.[]1p.m. / / , : [Jam.[]p.m.

If the period between form completion and the scheduled appointment was less than 48 hours,
indicate which exception was met to waive the 48-hour requirement:

[ 1 Occurred during last four days of a valid election period for the beneficiary

[ 1 Walk-in meeting initiated by beneficiary

[ 1In-bound call initiated by beneficiary

Agent signature Agent signature date / /

Plan(s) the agent represented

Application number—paper barcode, EHUB ID, Fast APP ID or recording ID

Date appointment completed / /

Scope of appointment documentation is subject to CMS record retention requirements.

Scope of sales appointment form Y0040 GHHJPGTEN 24 C




2024
Enrollment Form

Follow these easy steps to become
a Humana Medicare member

Have your Medicare card ready

Each individual applying must fill out
a separate form.

I/ Sign and date the enrollment form

If the enrollment form is not completed
and returned within the allotted time
period, the enrollment could be denied.

= Submit your enrollment form

You may fax the Member Services
pages of this enrollment form to:
1-877-889-9936. Or mail this
enrollment form to:

Humana Medicare Enrollment
P.O. Box 14309

Lexington, KY

40512-4309

Please don't send in the same
enrollment form or apply to the
same plan more than once.

% Call us with questions

If you have questions, please call a licensed
Humana sales agent at 1-800-833-2367
(TTY: 711). We're available seven days a week,
8a.m.-8p.m.

However, please note that our automated
phone system may answer your call on
holidays and during weekends April 1 -
September 30. Please leave your name and
telephone number, and we’ll call you back by
the end of the next business day.

Electronic enrollment options

Have you considered enrolling online
at Humana.com/Medicare instead?
It’s a fast, secure and easy way to apply.

Instructions
« Completely fill the ovals.
+ Use black ink only.

* Print only one clear number or capital
block letter in each box.

« If you make a mistake, fix it by crossing
out the box with an X. Put in the correct
letter or number above or below the box
as shown:

Correct numbers and letters

-
123SMIXKH

Humana.
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oo Asterisks (*) indicate required fields
AddItIO Nnda l. N OteS Answering non-required fields is your
choice. You can’t be denied coverage

if you don’t complete them.

Initial Enrollment Period (IEP) and
Initial Coverage Election Period (ICEP)

 If Part A and Part B dates are the same, the When inputting your Medicare Number on the
election period spans 7 months: 3 months prior enrollment form, print it exactly as it is on your
to the month you become eligible, the month Medicare card. N indicates a number, A indicates
you become eligible, and 3 months after the an alphabetic character, and E indicates either
month you became eligible. a number or alphabetic character. Medicare

- If Part A and Part B dates are different, the numbers will not start with a zero or contain
election period spans 3 months: 3 months the letters B, I, L, 0, S or Z.
prior to the month of the later effective Enrollment periods may overlap. Ensure you
date (often Part B), only for enrollment into mark any Special Election Period (SEP) oval that
a Medicare Advantage (MA)-only plan or a applies to you from the list of SEP statements
Medicare Advantage prescription drug (MAPD) on page 4 of the enrollment form. When
plan. If enrollment is for a prescription drug plan  enrolling specifically during an SEP, one of the
(PDP), check to see if the 7-month IEP may still SEP statements must be true to be eligible for
be available. an SEP. Agents, please refer to the Enrollment

Options Job Aid (DMS-024) found in Humana
MarketPoint University in Vantage if you do not
see the SEP listed on page 4, or contact the
Agent Support Unit for assistance.

» The coverage start date is based on
factors such as Medicare entitlement
and the submission of the completed
enrollment form.

Check Parts A and B eligibility dates on Medicare card

Same dates for A and B Different dates for A and B
|
[ |
Enrolling in Enrolling in Enrolling in MA or MAPD Enrolling in PDP
MA MAPD or PDP | |
| | | | | |
ICEP IEP Enrollment date is Enrollment date is Enrollment date is Enrollment date is
prior to the Part B on or after the Part B within the Initial after the Initial
effective date effective date Enrollment Period Enrollment Period
| | | |
ICEP Check for SEP IEP Check for SEP

Scope Of Appointment (SOA) (Page 8)

Agents, please use one of the three-letter codes below for the appointment type field.

F2F - Face to Face INH - In Home Appointment SEM - Seminar
GCS - Neighborhood Center Seminar OTH - Other WAL - Walmart
GCW - Neighborhood Center Walk-in RET - Retail Partner TEL - Telephonic
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Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race,
color, national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry,
ethnicity, marital status, religion, or language. Discrimination is against the law. Humana and
its subsidiaries comply with applicable federal civil rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there are ways to get help.

+ You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

« You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or at U.S. Department of Health and Human
Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201,
1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
https://www.hhs.gov/ocr/office/file/index.html.

* California residents: You may also call the California Department of Insurance toll-free
hotline number: 1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-877-320-1235 (TTY: 711)

Humana provides free auxiliary aids and services, such as qualified sign language
interpreters, video remote interpretation, and written information in other formats
to people with disabilities when such auxiliary aids and services are necessary to
ensure an equal opportunity to participate.

GHHLNNXEN 0623
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-877-320-1235
(TTY: 711). Someone who speaks English can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder
cualquier pregunta que pueda tener sobre nuestro plan de salud o medicamentos.
Para hablar con un intérprete, por favor llame al 1-877-320-1235 (TTY: 711). Alguien
que hable espafiol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: FE TR E R EEIRRS, BEEREXTREINAYREHEMLEER, WR
CEZEIENFRS, BEHE 1-877-320-1235 (AEEL : 711) BINPX TEAGRRREEME,
X2—In%2EIRS,

Chinese Cantonese: ¥R FIVERNENFREFIEFERRE > SILHRFRHEENEIZRT - W
REIEMRTS - SAE 1-877-320-1235 (BRESR : 711) c HMIBPXHIAESRETHTCRMER B
B—REERT -

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot
ang anumang mga katanungan ninyo hinggil sa aming planong pangkalusugan
o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-877-320-1235 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita
ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d’interprétation pour répondre a
toutes vos questions relatives a notre régime de santé ou d'assurance-médicaments.
Pour accéder au service d'interprétation, il vous suffit de nous appeler au
1-877-320-1235 (TTY: 711). Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Ching téi cé dich vu thong dich mién phi dé tra 15i cac cau hoi vé
chuong surc khée va chuong trinh thu6c men. Néu qui vi can thdng dich vién xin
goi 1-877-320-1235 (TTY: 711) sé& c6 nhan vién ndi tiéng Viét gilp d& qui vi. Pay la
dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie
unter 1-877-320-1235 (TTY: 711). Man wird Ihnen dort auf Deutsch weiterhelfen.
Dieser Service ist kostenlos.

Korean: EAt= 2|2 EH = oFE Hof| 2o E0f| goll E2|0Xt R5 8% MH|AE M35t
UAELICH. G MH[AE 0|38 H T2t 1-877-320-1235 (TTY: 711) HR 2 228 FHUAL .
=0 E ot= HERE kot E AYLICt. o] MH|A= RR2 2HELCEH.

Form CMS-10802 (Expires 12/31/25) Form Approved OMB# 0938-1421
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Russian: Ecin y Bac BO3HUKHYT BOMPOChI OTHOCUTE/IbHO CTPAXOBOro NV
MeAVKaMEHTHOrO M1aHa, Bbl MOXeTe BOCMO/1b30BaTbCA HaLIMMK B6ecrniaTHbIMN
ycnyramu rnepeBoAunKoB. YTobbl BOCNONb30BaThCA YC/IyraMuy rnepeBoAunKa,
NO3BOHUTE HaM Mo TenepoHy 1-877-320-1235 (TTY: 711). Bam okaxeT NomoLLb
COTPYAHVIK, KOTOPbI FOBOPUT NO-pyccku. [laHHas yciyra becnnatHas.

Ludasey 8l dlial ol e dyloM &iloall gyodll @ yzall Sloas auds L] :Arabic
o e ud (6398 @ yia e Jaond) Lua) g0 gall &ygu3l dlas ol Lol
lineluay Ayl Sasey o asais p g .1-877-320-1235 (TTY: 711) Lle Ly Lol
A e doas 0l
Hindi: EAR TaReg 31 &aT ehl a1eT & aR & 3Tuch Rt +ft U%7 & Stare 37 o oy gaR U g
ST YaTy IuTed &, Yeh GHINAT UT hit oh foly, o9 g/ 1-877-320-1235 (TTY: 711) W
Thi- <. i AT<h STT fg=<! ieTdT & SATUh! HG& e AdhdT 6. T8 Yh JUd IaT 8.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-877-320-1235 (TTY: 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder

a qualquer questdo que tenha acerca do nosso plano de saude ou de medicacao.
Para obter um intérprete, contacte-nos através do numero 1-877-320-1235

(TTY: 711). Ira encontrar alguém que fale o idioma Portugués para o ajudar.

Este servico é gratuito.

French Creole: Nou genyen sevis entepret gratis pou reponn tout kesyon ou ta
genyen konsénan plan medikal oswa dwog nou an. Pou jwenn yon entépreét, jis rele
nou nan 1-877-320-1235 (TTY: 711). Yon moun ki pale Kreyol kapab ede w. Sa a se
yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajgcego jezyk polski, nalezy zadzwonic
pod numer 1-877-320-1235 (TTY: 711). Ta ustuga jest bezptatna.

Japanese S ORERRREAUARTSVICETZERICEBER TR, EROBRT—ER%E
CARLTVEY, BRECAMICHSICIF 1-877-320-1235 (TTY:711) ICEBFE IV, BAXEE
ZEIENZEVELEY, ChIFEHOY—EXTY,

Form CMS-10802 (Expires 12/31/25) Form Approved OMB# 0938-1421
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PLEASE READ THIS IMPORTANT INFORMATION

If you currently have health coverage from an employer or union, joining Humana could affect your
employer or union healthcare benefits. You could lose your employer or union health coverage if you
join Humana.

By completing this enrollment form, I agree to the following:

If I am enrolling in a Medicare Advantage health plan that has a contract with the federal government,

I will need to keep my Medicare Parts A and B to stay in the plan. I must continue to pay my Medicare
Part B premium. If I am enrolling in a Medicare prescription drug plan, I will need to keep my Medicare
Parts A or B coverage. It is my responsibility to inform Humana of any prescription drug coverage that I
have or may get in the future. I understand that if I don’t have Medicare prescription drug coverage,

or creditable prescription drug coverage (as good as Medicare’s), I may have to pay a late enrollment
penalty if I enroll in Medicare prescription drug coverage in the future. With few exceptions, I can only
be in one Medicare Advantage health plan or Medicare prescription drug plan at a time. I understand that
my enrollment in my selected plan may end my enrollment in another Medicare Advantage health plan or
prescription drug plan. Enrollment in my selected plan is generally for the entire year.

I understand that when my Humana coverage begins, I must get all of my medical and prescription drug
benefits from Humana. Benefits and services provided by Humana and contained in my “Evidence of
Coverage” document (also known as a member contract or subscriber agreement) will be covered. Neither
Medicare nor Humana will pay for benefits or services that are not covered. I will abide by the rules of my
Evidence of Coverage. Once I am a member of Humana, I have the right to appeal plan decisions about
payment or services if I disagree.

This Humana plan serves a specific service area. If I move out of the area that this Humana plan serves, I
need to notify Humana so I can disenroll and find a new plan in my new area. I understand that Medicare
beneficiaries are generally not covered under Medicare while out of the country, except for limited coverage
near the U.S. border.

Once Humana has received my enrollment form, I may get a verification letter to make sure that I
understand how my plan works and to confirm my intent to enroll. This is not a secondary plan to Medicare
Parts A and B. Humana pays instead of Medicare, and I will be responsible for the amounts that Humana
doesn’t cover, such as copayments and coinsurances. Medicare Parts A and B won’t pay for my healthcare
while I am enrolled in Humana.

« If you are requesting membership in a Private Fee For Service (PFFS) plan, the following statement
applies: I understand that this plan is a Medicare Advantage PFFS plan which may have prescription drug
coverage built in. Before seeing a provider, I should verify that the provider will accept this plan before
each visit. My doctor or hospital isn’t required to agree to accept the plan’s terms and conditions, and
thus may choose not to treat me, except for emergencies. I understand that my healthcare providers
have the right to choose whether to accept a PFFS plan’s payment terms and conditions every time I see
them. I understand that if my provider decides not to accept PFFS, I will need to find another provider
that will. I understand that if my PFFS plan doesn’t offer Medicare prescription drug coverage, I may
obtain coverage from another Medicare prescription drug plan.

« If you are requesting membership in a Chronic Condition Special Needs Plan (C-SNP), the following
statement applies: I understand this plan is a chronic condition special needs plan. My ability to enroll is
based on physician verification that I have the qualifying medical condition(s).

« If you are requesting membership in an Institutional Special Needs Plan (I-SNP), the following
statement applies: I understand this plan is an institutional special needs plan. My ability to enroll is
based on verification that my condition makes it likely that either the length of stay or the need for an
institutional level of care would be at least 90 days.
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» Tunderstand that I am enrolling into a Humana Medicare Advantage plan or a Humana Medicare
prescription drug plan and not a Medicare Supplement, Medigap, Medicare Select or Medicaid plan.

The information on this enrollment form is correct to the best of my knowledge. I understand that if I
intentionally provide false information on this form, I will be disenrolled from the plan.

Release of Information:

By joining this Medicare plan, I acknowledge that Humana will share my information with Medicare, who
may use it to track my enrollment, to make payments, and for other purposes allowed by federal law that
authorize the collection of this information (see Privacy Act Statement below).

Privacy Act Statement:

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track
beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare
benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR §§ 422.50 and 422.60 authorize
the collection of this information. CMS may use, disclose and exchange enrollment data from Medicare
beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription Drug
(MARx)”, System No. 09-70-0588. Your response to this form is voluntary. However, failure to respond
may affect enrollment in the plan.

Individuals experiencing homelessness:

If you want to join a plan but have no permanent residence, a Post Office Box, an address of a shelter or
clinic, or the address where you receive mail (e.g., social security benefit checks) may be considered and
used in the residential address field as your permanent residence address.
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Print clearly. Use black ink.

2024 Humana Medicare Enrollment Form Asterisks (*) indicate required fields.
Please print this information exactly AGENT NUMBER (SAN)
as it is on your Medicare card. DATE OF BIRTH* SEX*
- - M F
_/é MEDICARE HEALTH INSURANCE Va0

- (For current or past Humana members)
LAST NAME*

Please see your agent to complete these questions.

PROPOSED COVERAGE START DATE*
-01-2 0 2 4

(Must be after the sign date on page 8)

FIRST NAME* MI

MEDICARE NUMBER*

ICEP IEP AEP OEP OEP OEPI SEP

IS ENTITLED TO EFFECTIVE DATE MQF?[; rF\’/IDAF;DBr NEW
- - CODEf
HOSPITAL (PART A) 01 (See Additional Notes page)
KMEDICAL (PART B) - 1NN - ) TRequired if SEP selected. See page 4 for code.
RESIDENTIAL ADDRESS* P.O. Box not allowed. Experiencing homelessness
APT or STE
CITY* ST* Z1pP*
COUNTY*

MAILING ADDRESS Your residential address confirms your service area. Print your mailing address/P.O. Box
here, if applicable. If your mailing address is your residential address, please fill this oval.

APT or STE
1Ty ST ZIP

It is important that we can reach you to help you stay informed and take care of your health.
Please provide your telephone number and email address.

TELEPHONE TELEPHONE TYPE
( ) - Cellphone Home (landline)

There may be times when Humana will use an automated system to call or text you.
When that happens we will be sure to use the telephone number you provided.

EMAIL By providing your email address, you authorize Humana to send you health information to this address.

Go paperless. Many plan documents are now available in a digital format. See the enrollment book for a list of
available communications and guidance on how to view your documents. To choose this option, please fill this oval.

We strongly recommend that all medical plan applicants include their primary care physician's (PCP) information
below. If you are applying for an HMO plan, then you must complete this section.
Please see your Summary of Benefits to determine if your plan requires a PCP. BCP ID NUMBER

PRIMARY CARE PHYSICIAN (PCP)

Are you already a patient of the physician you chose? Yes No
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

Typically, you may enroll in a Medicare Advantage or prescription drug plan during the Annual Election

Period (AEP) between October 15 and December 7 of each year. In addition, you can choose to change your
Medicare Advantage plan once during the annual Open Enrollment Period (OEP) between January 1 and
March 31 of each year, or immediately after enrolling in a plan during your IEP/ICEP (OEP NEW). Limitations
on allowed plan changes during OEP apply. There are exceptions that may allow you to enroll outside of these
periods. Please read the following statements carefully and mark the oval to the left of any statement that
applies to you. By marking any of the following ovals you are certifying that, to the best of your knowledge,
the text is a true statement about you. If we later determine that this information is incorrect, you may be
disenrolled.

SEP Code Special Election Period (SEP) statements

I am either losing/leaving coverage I had from an employer or union or lost this type

LEC of coverage within the last two months.
I have both Medicare and Medicaid (or my state helps pay for my Medicare premiums)
MDE or I get Extra Help paying for my Medicare prescription drug coverage, but I HAVEN'T

had a change. Note: This SEP is only valid once per calendar quarter from January 1
through September 30.

I had a change in my Extra Help paying for Medicare prescription drug
NLS coverage (newly got assistance, had a change in level or lost eligibility) within
the last three months.

I had a change in my Medicaid status (newly got assistance, had a change

MCD in level or lost eligibility) within the last three months.

I am moving or have moved within the last two months. The move is either outside

MoV the service area for my current plan or this plan is a new option for me.

I have been notified that I no longer qualify for my Dual Eligible Special Needs Plan and
SNP am in a period of deemed continued eligibility or I was disenrolled from my Dual Eligible
Special Needs Plan within the past three months due to a Medicaid change or loss.

I was affected by a Federal Emergency Management Agency (FEMA) declared emergency/
disaster or a disaster or other emergency declaration issued by a federal, state or local
government entity, and was unable to use another election period available to me due to it.
Election Period Missed: Emergency/Disaster Experienced:

DST

My existing Medicare Advantage (MA) plan is ending its contract for the upcoming
EOC contract year. Note: (formerly NON) This SEP is only valid from December 8 through
the last day of February.

None of the above statements apply to me. However, I feel I have a special
OTH circumstance which allows me an exception to enroll. Humana will contact you to
determine if an exception can be granted. Must include the reason below.

Notes (if OTH):
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APPLICANT MEDICARE NUMBER*

Asterisks (*) indicate required fields

Plan selection

Please provide the plan information below for the medical or prescription drug plan you'd like.
Plan information can be found in your Summary of Benefits.

CONTRACT* PBP* SEGMENT
0 0

Please provide the base monthly premium for this plan from the Summary of Benefits. This amount helps
us identify the plan you would like and should not include any OSB options, late enrollment penalties or
payments from other parties, like Medicaid.

BASE MONTHLY PREMIUM*
$

Select one option below corresponding with the plan details you provided above.
Refer to your Summary of Benefits or your agent for assistance.

I would like ONE of the following options:*

Humana Gold Plus® HMO

Humana Value Plus HMO

Humana USAA Honor HMO

Humana Gold Plus® HMO C-SNP

(Additional Pre-Qualification Form Required)
Humana Community HMO C-SNP
(Additional Pre-Qualification Form Required)
Humana Together in Health HMO I-SNP
(Additional Attestation Form Required)
Humana Community HMO

Humana Community Select HMO

Humana Select Partner Plan HMO

Humana Cleveland Clinic Preferred HMO
Humana LCMC Advantage HMO

UC San Diego Health Humana HMO
Humana FMOL Network HMO

Humana BR Clinic-BR Gen HMO

HumanaChoice® PPO

Humana Value Plus PPO

Humana USAA Honor PPO
HumanaChoice® PPO C-SNP
(Additional Pre-Qualification Form Required)
Humana Together in Health PPO I-SNP
(Additional Attestation Form Required)
HumanaChoice® Value PPO
HumanaChoice® Partnered PPO
Humana USAA Honor with Rx PPO
Humana Care Extra PPO

Humana Basic Rx Plan (PDP)

Humana Premier Rx Plan (PDP)
Humana Walmart Value Rx Plan (PDP)
Humana Gold Choice® PFFS

If selecting a Medicare Advantage HMO or PPO plan that does not include prescription drug coverage,
a stand-alone prescription drug plan (PDP) cannot be carried at the same time.
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

OPTIONAL SUPPLEMENTAL BENEFIT (OSB) YOU ARE ENROLLING IN:

Please fill in the ovals for the OSBs you want to enroll in. If you’re currently enrolled in an OSB, you MUST choose it
on this form to continue receiving this benefit. Not all OSB offerings are available in all areas. Please review the OSB
options below and your Summary of Benefits to verify that yours are still offered and available.

Enrollees must continue to pay the Medicare Part B premium and the Humana plan premium plus the OSB premium.

MyOption™ Platinum Dental MyOption™ DEN204 MyOption™ DEN432
MyOption™ Dental - High MyOption™ DEN205 MyOption™ DEN478
MyOption™ Plus MyOption™ DEN206
MyOption™ Vision MyOption™ DEN207

1. If you will have other prescription drug coverage (like VA, TRICARE) in addition to this plan for which you
are applying, please fill this oval.* I will have other prescription drug coverage

Please provide your other prescription drug coverage details here, if applicable.
NAME OF OTHER COVERAGE

ID NUMBER FOR THIS COVERAGE GROUP NUMBER FOR THIS COVERAGE

2. Once enrolled, will you or your spouse work? Yes No

Preferred Written Language (when available)

English Spanish Chinese Korean Other
Preferred Verbal Language

English Spanish Mandarin Cantonese

Korean Other
If an accessible format is needed, please select one option

Audio Large print Accessible screen reader PDF

Oral over the phone Braille

Please call a licensed Humana sales agent at 1-800-833-2367 (TTY: 711) if you need information in another
format or language.

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

No, not of Hispanic, Latino/a, or Spanish origin Yes, Mexican, Mexican American, Chicano/a
Yes, Puerto Rican Yes, Cuban
Yes, another Hispanic, Latino/a, or Spanish origin I choose not to answer

What's your race? Select all that apply.
American Indian or Alaska Native Asian Indian Black or African American
Chinese Filipino Guamanian or Chamorro
Japanese Korean Native Hawaiian
Other Asian Other Pacific Islander Samoan
Vietnamese White I choose not to answer
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

PLEASE SELECT ONE PREMIUM PAYMENT OPTION.* You may pay your monthly plan premium and/or late enrollment
penalty via automatic deduction from your bank account (ACH), Social Security Administration (SSA) or Railroad
Retirement Board (RRB) benefit check, or credit or debit card (CC/DC). You may also choose to pay by mail using

a Coupon book. If you do not select a payment option below, you may be defaulted to a Coupon book.

Automatic bank account deduction

Bank account information (Only complete this section if you selected Automatic bank account
deduction as your payment option).

Checking account Savings account
BANK NAME
ROUTING NUMBER ACCOUNT NUMBER

FOR

00492509 T L85

Routing number Account number

Social Security benefit check deduction (Please see note below)

Railroad Retirement Board benefit check deduction (Please see note below)
You must currently be receiving a Railroad Retirement Board benefit check in order to qualify
for this payment option.

NOTE: Due to processing timelines mandated by CMS (Medicare), your SSA or RRB deduction may

be denied for your first premium payment. Humana will issue you an invoice for the initial payment
and resubmit your request to CMS (Medicare) for SSA or RRB deduction to begin with your second
month’s premium. The deduction may take two or more benefit checks to begin. In most cases, if SSA
or RRB accepts your request for automatic deduction, the first deduction from your benefit check will
start with the month that SSA accepts the withholding. If SSA or RRB does not approve your request for
automatic deduction, we will send you a Coupon book for your monthly premiums.

Automatic credit or debit card deduction

Credit or debit card information (Only complete this section if you selected Automatic credit or debit
card deduction as your payment option).

Mastercard Visa Discover American Express
CREDIT OR DEBIT CARD NUMBER EXPIRATION DATE
-2 0

Coupon book

You can visit Humana.com/pay to make your monthly premium payments online. If you have selected

Coupon book as your payment option, you can pay as far in advance as you like. You can also log in to your
secure MyHumana account (click Register if you haven’t signed up yet) or download the MyHumana mobile app
to take advantage of other premium-related services.

If you are assessed a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you will be notified by
the Social Security Administration. You will be responsible for paying this extra amount in addition to your plan
premium. You will either have the amount withheld from your Social Security benefit check or be billed directly by
Medicare or the RRB. Do NOT pay Humana the Part D-IRMAA.
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

I have read and understand the important information on the preceding pages. I have reviewed and received
a copy of the Summary of Benefits.

SIGNATURE OF APPLICANT* or authorized legal representative (including valid Power of Attorney, Legal Guardian, etc.)
SIGNATURE DATE*
- -2 0

I understand that my signature (or the signature of the individual legally authorized to act on my behalf) on this
enrollment form means that I have read and understand the contents of this enrollment form. If signed by an authorized
representative (as described above), the signature certifies that: 1) this individual is authorized under state law to complete
this enrollment, and 2) documentation of this authority is available upon request by Medicare.

If you are the authorized legal representative, you MUST sign above and provide the following information:*

LAST NAME FIRST NAME MI
STREET ADDRESS

CITY ST ZIP

TELEPHONE RELATIONSHIP TO APPLICANT

( ) -

AGENT USE ONLY
APPOINTMENT TYPE SCOPE OF APPOINTMENT ID NUMBER
WRITING AGENT NAME*
AGENT NUMBER (SAN)* DATE*
- -2 0
AFFINITY PARTNER  LOCATION CAMPAIGN
REFERRING AGENT NAME

REFERRING AGENT NUMBER (SAN)

ASK THE APPLICANT: Would you like to provide your Veteran status?*

Self Spouse Dependent I am not a Veteran Prefers not to answer
LEAD SOURCE*
Book of Business Event Marketing/Advertisement Third-Party Humana

Y0040_SP_APP_FL_2024_C 07122023 MEMBER SERVICES PAGE 8



Humana MyOption™ Optional Supplemental Benefits (OSB) are only available to members of certain
Humana Medicare Advantage (MA) plans. Members of Humana plans that offer OSBs may enroll in
OSBs throughout the year. Benefits may change on January 1 each year.

Humana.
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Care that’s all about you

This signifies the receipt of enrollment in a Humana Medicare plan. Note: Enrollment is pending review and
final approval by Medicare and Humana. Humana will send a letter once processing is complete. You may use
this form as temporary proof of coverage until you receive your Humana ID card. Please note, however, that
if the application is not approved, claims may be denied and you may be responsible for the cost of services
you receive.

Member name Humana licensed sales agent name
Application ID number Plan name

Plan type Proposed effective date

Primary care provider (PCP) PCP phone number (if applicable)
Planpremium__ CopaymentPCP_____ Specialist ER

Q I have read and reviewed the Summary of Benefits.

Optional supplemental benefits (OSB) you are enrolling in:

Q MyOption*" Dental - High (DEN838) Q MyOption DEN205
Q MyOption Platinum Dental (DEN887) Q MyOption DEN206
O MyOption Plus (VIS759/DEN843) QO MyOption DEN207
Q MyOption Vision (VIS757) Q MyOption DEN432
Q MyOption DEN204 Q MyOption DEN478

Please refer to the information below regarding the plan you have applied for until you receive your
Humana member ID card.

Medicare Advantage prescription drug (MAPD) plan PCN: 03200000
or prescription drug plans (PDP) (Part D) BIN: 015581
Medicare Advantage plans (without drug coverage) PCN: 03200004
BIN: 610649
RX plan - -
Processor control number (PCN) Bank identification number (BIN)
Contract - Plan benefit package (PBP) Segment
Member signature Date Agent signature Date

Humana.
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Humana Customer Care
For questions about claims, benefits or anything else regarding your Humana coverage, visit Humana.com/
Help or call 800-457-4708 (TTY: 711).

Oct. 15 - Dec. 7 Dec. 8 - Oct. 14
Daily Monday - Friday
8a.m.-8p.m. 8a.m.-8p.m.

24-hour medical service authorization: 800-523-0023 (TTY: 711)

Doctor and hospital: Health maintenance organization (HMO) and preferred provider organization (PPO) plans
require authorization for all nonemergency and nonurgent services. Notification is requested for private
fee-for-service (PFFS) plans. Providers can call 866-291-9714 for PFFS plan terms and conditions.

Humana MyOption optional supplemental benefits (OSB) are only available to members of certain Humana
Medicare Advantage (MA) plans. Members of Humana plans that offer OSBs may enroll in OSBs throughout the
year. Benefits may change on Jan. 1 each year. Enrollees must continue to pay the Medicare Part B premium,
their Humana plan premium and the OSB premium.

Important
At Humana, it is important you are treated fairly.
Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on
the basis of race, color, national origin, ancestry, ethnicity, sex, sexual orientation, gender, gender identity,
disability, age, marital status, religion, or language in their programs and activities, including in admission or
access to, or treatment or employment in, their programs and activities.
+ The following department has been designated to handle inquiries regarding Humana’s non-discrimination
policies: Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618,
877-320-1235 (TTY: 711).
Auxiliary aids and services, free of charge, are available to you.
877-320-1235 (TTY: 711)
Humana provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids
and services are necessary to ensure an equal opportunity to participate.
This information is available for free in other languages. Please call our customer
service number at 877-320-1235 (TTY: 711). Hours of operation: 8 a.m. - 8 p.m.
Eastern time.

Espaiiol (Spanish): Llame al nimero indicado para recibir servicios gratuitos de asistencia linguistica.
877-320-1235 (TTY: 711). Horas de operacién: 8 a.m. a 8 p.m. hora del este.

P (Chinese): AEMAHMES RAAIHRERE - FREZFIRFES : 877-320-1235 (BEHLR 1 711) - BAkKRE:
BRERRFM L 8 FFERE L 8 By o
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IMPORTANT INFORMATION:

Official US.
Government

2023 Medicare Star Ratings Medicare ‘ M s
Infonnatlon CENTERS FOR MEDICARE & MEDICAID SERVICES

Humana - S5884

For 2023, Humana - S5884 received the following Star Ratings from Medicare:

Overall Star Rating: 8 8 SASHs
Health Services Rating: Service not offered
Drug Services Rating: 1.8 8 Sheke

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings Are Important

Medicare rates plans on their health and drug services.

The number of stars show how
This lets you easily compare plans based on quality and well a plan performs.

performance.

% % % % % EXCELLENT

* % % % vv ABOVE AVERAGE
Feedback from members about the plan's service and care * % % 77y AVERAGE

The number of members who left or stayed with the plan
The number of complaints Medicare got about the plan
Data from doctors and hospitals that work with the plan

Star Ratings are based on factors that include:

% % Yrvrvy BELOW AVERAGE
* Yr s vy ve POOR

More stars mean a better plan — for example, members may
get better care and better, faster customer service.

Get More Information on Star Ratings Online
Compare Star Ratings for this and other plans online at medicare.gov/plan-compare.

Questions about this plan?

Contact Humana 7 days a week from 8:00 a.m. to 8:00 p.m. local time at 800-706-0872 (toll-free) or 711 (TTY), from
October 1 to March 31. Our hours of operation from April 1 to September 30 are Monday through Friday from 8:00
a.m. to 8:00 p.m. local time. Current members please call 800-281-6918 (toll-free) or 711 (TTY).

S5884_PRDEN23_M H u m q n q@
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What’s next

Once you complete your enrollment application and it is approved by the Centers for Medicare & Medicaid
Services, we’ll send you:

@ A notice confirming your application is approved

Your Humana member ID card

As a Humana member, you’ll have access to MyHumana. It’s your secure online account where you will be
able to set up a personal profile to see your summary of benefits and costs.

Get this information sent right to your MyHumana account:

« Summary of Benefits and value-added items and services that may be available with your plan
 Annual Notice of Change

« SmartSummary® (Explanation of Benefits)

 Plan messages and notifications (verification of enrollment, confirmation of enrollment)

« Medication information and resources

Qoper/
& %

Go to Humana.com/LogOn to set up your MyHumana
account and confirm your communication preferences.

Humana.
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Humana is a stand-alone PDP prescription drug plan with a Medicare contract. Enrollment in this Humana
plan depends on contract renewal.

All product names, logos, brands and trademarks are property of their respective owners, and any use does
not imply endorsement.

Other pharmacies are available in the network.

Limitations on telehealth services, also referred to as virtual visits or telemedicine, vary by state.

These services are not a substitute for emergency care and are not intended to replace your primary care
provider or other providers in your network. Any descriptions of when to use telehealth services are for
informational purposes only and should not be construed as medical advice. Please refer to your evidence of
coverage for additional details on what your plan may cover or other rules that may apply.

The Humana Premier RX (PDP) and the Humana Walmart Value RX (PDP) Prescription Drug Plan pharmacy
networks include limited lower-cost, preferred pharmacies in urban areas of AR, CT, DE, IA, IN, KY, ME, M,
MN, MO, MS, ND, NY, OH, PR, RI, SD, TN, VT, WI, WV; suburban areas of CT, HI, MA, ME, MI, MT, ND, NJ, NY, OH,
PA, PR, RI, WV; and rural areas of IA, MN, MT, ND, NE, SD, VT, WY. There are an extremely limited number of
preferred cost share pharmacies in urban areas in the following states: AR, DE, ME, MI, MN, MS, ND, NY, OH, RI,
and SD; suburban areas of MT and ND; and rural areas of ND. The lower costs advertised in our plan materials
for these pharmacies may not be available at the pharmacy you use. For up-to-date information about our
network pharmacies, including whether there are any lower-cost preferred pharmacies in your area, please
call Customer Care at 800-281-6918 (TTY: 711) or consult the online pharmacy directory at Humana.com.

Important

At Humanag, it is important you are treated fairly.

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not discriminate on
the basis of race, color, national origin, ancestry, ethnicity, sex, sexual orientation, gender, gender identity,
disability, age, marital status, religion, or language in their programs and activities, including in admission or
access to, or treatment or employment in, their programs and activities. The following department has been
designated to handle inquiries regarding Humana’s non-discrimination policies: Discrimination Grievances,
P.O. Box 14618, Lexington, KY 40512-4618, 877-320-1235 (TTY:711).

This information is available for free in other languages. Please call our customer service number at
877-320-1235 (TTY:711). Hours of operation: 8 a.m. - 8 p.m. Eastern time.

Espanol (Spanish): Llame al nimero indicado para recibir servicios gratuitos de asistencia linguistica.
877-320-1235 (TTY:711). Horas de operacion: 8 a.m. a 8 p.m. hora del este.

%B8chx (Chinese): AEMth A HtASRAT MR ERN - AREE AR : 877-320-1235 (BEEHLR 1 T11) o HiA R
BREREFE L 8 BFERE E 8 B o
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