Selling Remotely in the
Medicare Market

Your Guide to Completing
Electronic Enrollments

*****************



Special Notes

This reference guide is designed to be an all-in-one reference for electronic/remote
enrollments in the Medicare market. Graber & Associates works with each carrier included

in this guide. For any contracting inquiries please contact Joe Fitzgerald at
jfitzgerald@graberassoc.com.

*It is the agent/broker's responsibility to adhere to CMS, state, and carrier guidelines.*

Graber & Associates is here to answer all of your questions. Please contact us at (605)
331-2100 if you are in need of further assistance or training. This guide and other useful

resources can be found in your Graber & Associates agent portal at
graberassoc.com
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Wellmark,,

BlueSource
Instructions:

Recommended Enrollment Method

Electronic Enrollment via BlueSource accessible through Producer Connection

BlueSource can be found on your Producer Connection portal in the top right corner

Pathway to application: Log in to Producer Connection > BlueSource >
Start Enrollment (located in the orange box titled “Enrollments”) > Select
Medicare Supplement and New

N o - —

Note: Should the broker encounter technical issues with BlueSource, contact Graber & Associates at (605)331-2100

Agent Resources

Resources can be found in the Producer Connection

Sales Materials can be located in the box titled: “Individual Over 65”

Forms can be found in the bottom left corner of the box titled: “Individual Over 65”
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SANF3IRD

HEALTH PLAN

Recommended Enrollment Method Agent Resources

Complete a paper application. Submit All available forms and additional resources
completed application to are located on the agent portal
appsandforms@graberassocinc.com

Pathway to application: log into the agent portal After logging in with your agent credentials, click the
> Medicare > Forms > Medicare Application Medicare tab to access related materials

Note: You may also reach out to Graber & Associates for any forms or enrollment inquiries

SANFPRD

HEALTH PLAN A

Individual Plans Group Plans @ Flex Benefits Resources
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O MutuarOmana

Recommended Enrollment Method Quoting Tool

Electronic Enrollment via Mutual of Omaha’s agent portal: Sales Pathway to quoting tool: Login to Sales Professional Access >
Professional Access Hover mouse over Products (located in the menu bar) > Under
“Medicare Solutions,” select “Sales Tools” > The “Quotes”
section is the second category down, select “Online Quote” >
Select “Medicare Supplement*” > Fill in the applicable
information and select “Calculate”

Pathway to application: Login to Sales Professional Access >
You may need to scroll down to find “Sales Tools” in the left
pane, select Electronic Application > Under the ‘Medicare
Supplement e-Application’ title, select “Start or Continue e-App”

Instructions Agent Resources

* Forms and Materials can be found in the Sales and Marketing tab on Sales Professional Access

Pathway to Forms and Materials: Log into Sales Professional Access > Hover mouse over
“Sales & Marketing” > Select “Forms & Materials” > Company: Omaha Insurance Company >
Service Type: select applicable choice depending on what you’re looking for > State: South
Dakota > Product Type: Medicare Supplement > Product Name: Medicare Supplement —
Brokerage > Select Search
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MEDICA.

Scope of Appointment

Medica offers an easy to use electronic Scope of Appointment powered by DocuSign

Recommended Enrollment Method Agent Resources

After a compliant consultation, direct the Medica Agent Portal
applicant to the broker-specific Personalized
URL for self-enrollment.

Instructions:

Forms and Materials can be found in the
Marketing Hub: Agent Portal > For Brokers

The PURL is in the following format: > Medicare > Marketing Hub > Search

BrokerFirstnamelastname.medicaplanchoice

s.com (ex: JaneDoe.medicaplanchoices.com) Agents may view their Book of Business in

the Broker Client View: Agent Portal > For

Completed applications will appear in the , , ,
Brokers > Medicare > Broker Client View

Broker Client view within 7-10 days
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Humana.

Humana Sponsored Scope of Appointment

Through Humana’s Enroliment Hub sending an E-SOA via email
Secondary option: A conference call between the broker, applicant, and Humana can be made to 866-945-4470

The agent may also consider using a platform that offers the applicant’s signature to captured via e-signature

Instructions Library
Recommended Enrollment Method P

Send a pre-filled electronic application  Send the applicant an all-in-one e-packet /E-SOA GUIDE  IVR GUIDE"
to the applicant for e-signature (Digital Marketing Materials that include
required plan documentation and a blank
application) for self-enrollment

Pathway to the application: Humana
Vantage > For Your Retail Business >

Enter Enrollment Hub (located in the Pathway to Digital Marketing Materials: Humana

quote and enroll section) > Enrollment  Vantage > For Your Retail Business > Digital

Applications > Start Application Marketing Materials > Create New Guidebook

Plan documentation is required to be Utilizing the Digital Marketing Materials will allow the

sent prior to the application applicant to self-enroll into the agent’s book of business
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aetna

Scope of Appointment Instr E‘_C_t_ig’_n_s’f\

SOA Guide

Electronic Scope of Appointment via the Ascend desktop application

Pathway to SOA: Ascend > Leads (create lead) > Create SOA

Note: An agent must “request access” to use Ascend. It can take 2-7 days to receive authorization.

Aetna Recommended Enrollment Method

Electronic enrollment via Ascend by “Emailing a Quote”

Click on the App Guide for detailed instructions on “Emailing a Quote” App Guide

This method allows the broker to send required plan documentation, and an
enrollment link for the applicant to self-enroll in the agent’s book of business

Agent Resources

Aetna’s agent portal: Producer World > Individual Medicare

o e
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SilverScript’

There are two pathways to accessing SilverScript’s agent portal. If an agent has not registered to use SilverScript’s agent portal or Instructions:
does not remember their login information, the portal can be accessed directly within Aetna’s Producer World

Scope of Appointment

Electronic Scope of Appointment found in SilverScript’s Agent Portal

Pathway to SOA: SilverScript Agent Portal > Enrollment > Electronic SOA

Recommended Enrollment Method

Electronic Enrollment found in SilverScript’s Agent Portal

Pathway to application: SilverScript Agent Portal > Hover mouse over
“Enrollments” > Electronic Application

This method allows the broker to pre-fill the application and send to the applicant for
an electronic signature (SilverScript sends plan documentation automatically)

Agent Resources

Agent certification information, user guides, forms, and other helpful information can be found in the
Resources tab within SilverScript's Agent Portal (Agent Portal > Resources > Reference Materials)
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N\ WellCare o

Health Plans

Notice
Starting July 15t 2020, WellCare will start utilizing the desktop/mobile application Ascend for enrollments. This
enrollment method will be the primary enrollment tool for the 2021 AEP. Check back regularly with G&A for updates.

Scope of Appointment Recommended Enroliment Method

WellCare provides an electronic Scope WellCare provides an Electronic Application powered by DocuSign
of Appointment powered by DocuSign The applicant will need the access code: wc2020
The applicant will need the access code: we2020  This method allows the agent/broker to prefill an application
Completed Scope of Appointments will be and send for e-signature via DocuSign. Plan documents are
emailed to the broker and client alike required to be sent prior.
SOA Guide App Guide
Agent Resources

Pre-enrollment documents can be found in the WellCare agent portal under
the Enrollment Materials tab:
https://wellcare.callidusinsurance.net/ICM/FormActionServlet#

Customer service forms can be found at https://wellcare.com/pdp
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M Journey Rx o MedicareBlue R (PDP

a Medicare prescription dmg plan lowvwa « Minnesota « Montana « Nebraska « North Dakoeta « South Dakota « Wyeming

Scope of Appointment

Obtain a compliant Scope of Appointment

Scope of Appointment

Obtain a compliant Scope of Appointment (BLUE RX sOA LOCATED
IN FORMS SECTION OF PRODUCER CONNECTION)

Recommended Enroliment Method

Complete paper application. Submit paper
application to appsandforms@graberassocinc.com

Pathway to application: go to Blue Rx’s website -
Documents - Enrollment application — Paper {,

—> The 2020 Digital Enroliment Guide includes the
Summary of Benefits, Star rating, and enrollment
application all in one document. The 2020 Digital
Enrollment Form can be found in the Documents
section.

The Journey Rx sponsored SOA can be located here

Recommended Enroliment Method

Complete paper application. Submit paper application
to appsandforms@graberassocinc.com

Pathway to application: go to Journey Rx’s website —
Plan Documents = Enrollment application — Paper

— The 2020 Digital Enroliment Guide includes the
Summary of Benefits, Star rating, and enrollment
application all in one document. The 2020 Digital
Enrollment Guide can be found in the Plan Document
section.
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https://www.journeyrxmedicare.com/sites/default/files/pdfs/MII_SOA_form.pdf
https://www.journeyrxmedicare.com/sites/default/files/pdfs/2020EnrollmentForm_fillable.pdf
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https://www.yourmedicaresolutions.com/sites/default/files/2020_NPA_MedicareBlue_Rx_IND_Enrollment_Form-508.pdf
https://www.journeyrxmedicare.com/sites/default/files/pdfs/2020_JourneyRx_SB-508.pdf
https://www.journeyrxmedicare.com/sites/default/files/pdfs/2020_JRx_Star_Rating.pdf
https://www.journeyrxmedicare.com/sites/default/files/pdfs/2020EnrollmentForm_fillable.pdf
https://www.yourmedicaresolutions.com/sites/default/files/2020_NPA_MedicareBlue_Rx_IND_Enrollment_Form-508.pdf
https://welcome.wellmark.com/Authentication/Login.aspx

O\
&) MutualofOmaha Rx

Electronic Scope of Appointment via Sales Professional Access Instructions

Pathway to SOA: Log into Sales Professional Access > Scroll down to “Sales Tools” located ‘
on the left pane > Electronic Applications > Prescription Drug Plans e-Application: Start or
Continue e-App

Agent will need to complete the “Profile” section > Continue > Email SOA

Recommended Enrollment Method

Facilitate electronic enrollment utilizing the “send access to consumer site” option located in
Sales Professional Access

Pathway to application: Log into Sales Professional Access > Scroll down to “Sales Tools”
located on the left pane and select “Electronic Applications” > Prescription Drug Plans e-
Application: Start or Continue e-App

o e = e = e e = e e e e e e e e e e e e e e e e —

Agent will need to complete the “Profile” section (if not already completed) > Send access to
consumer site > In pop-up: enter applicant’s email address and click send access
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Rate Sheet

*Rates are subject to change*
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Y s Y K . . CHOICE MA ONLY (086) PPO $0.00 AETNA/SILVERSCRIPT D":m?ﬁ;
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76 $217.00 $191.80 $195.30 §17260 76 §149.10 76 §192.29 $174.81 §169.22 $153.63 CHOICE (088) PPO $66.00 E:r;‘g 25%
il 522130 $195.70 $199.20 $176.10 il §149.66 bl $198.76 $180.69 $17491 $159.01 GHOIGE (103) PPO $116.00 MUTUAL OF OMAHA
78 522570 $199.70 520310 $179.70 78 §15021 78 520523 $186.57 18060 $164.18 You PAY MANUFACTURER MEBICARE
RX VALUE (PDP) 524.50 DISCOUNT PLAN
” 523020 $208.50 5207.20 $183.20 7 $150.75 79 521169 $192.44 §186.29 $169.35 e
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8 $167.01 8 525616 $232.87 §225.42 §204.93 . - ; - JE— -~ p—— T
¢ i he Coverage Gap, Mmember receives a manufacturer paid 70% discount on covered brand drugs and 95% of the covered brand divig cost counts
88 $167.01 88 526129 §237 53 522994 $200.03 MEDICARE X SAVETS DP) 9400 toward total out-of-pocket drug oosts.
o e ) o e e e ABER MEDICARE RX VALUE PLUS (PDP) §72.40
90+ $167.75 90 527139 524672 s238.82 $217.11 %SOCIATES
91 527591 $25088 | s242.80 $22073 NOTES
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QUESTIONS ANSWERED

WE'RE HAPPY TO ANSWER YOUR QUESTIONS!
SIMPLY CALL OR SEND US AN E-MAIL!

appsandforms@graberassocinc.com
Individual applications — under 65 & Medicare

EFT forms — under 65 & Medicare
Change forms —under 65 & Medicare
Cancellations — under 65 & Medicare

groupforms@graberassocinc.com

Sold group paperwork

Employee applications

Employee terminations

Group/employee changes (address, household, etc.)

WHO TO CONTACT

Individual Health Quotes and Inquiries
Under 65

Ashley Ahlers-Sanders | aahlers@graberassoc.com

Chris Hanson | chanson@graberassoc.com
Veronica Williams | vwillams@graberassoc.com
Ana Jones | ajones@graberassoc.com

Individual Anclllary Quotes and Inquiries
(accident, cancer, etc.)

Ashley Ahlers-Sanders | aahlers@graberassoc.com

Chris Hanson | chanson@graberassoc.com

Medicare Quotes and Inquiries
Preston Harris | pharris@graberassoc.com

Ashley Ahlers-Sanders | aahlers@graberassoc.com

Ryan Graber | rgraber@graberassoc com
Veronica Williams | vwillams@graberassoc.com
Lisa Glasgow | Iglasgow@graberassoc.com

Group Health Quotes and Inquiries

Ana Jones | ajones@graberassoc.com

Jose Addink | jaddink@graberassoc.com
Veronica Williams | vwilliams@graberassoc.com

Group Ancillary Quotes and Inquiries

(life, disability, dental, etc.)

Jose Addink | jaddink@graberassoc.com

Ana Jones | ajones@graberassoc.com
Veronica Williams | vwilliams@graberassoc.com

Licensing & Contracting
Joe Fitzgerald | jfitzgerald@graberassoc.com
Kristina Graber | kgraber@graberassoc.com

Commissions
Lisa Glasgow | Iglasgow@graberassoc.com

Marketing/Co-Op Advertising

Life, Annuity, Disability, & LTC Quotes and Inquiries Ryan Graber | rgraber@graberassoc.com

Tom Church | tchurch@graberassoc.com s (¢) 605.929.1929

Chris Hanson | chanson@graberassoc.com
Kristina Graber | kgraber@graberassoc.com

Supplies & General Inquiries
Barb Mesman | bmesman@graberassoc.com

800.669.3959 - 605.331.2100 - (f) 605.331.4160

‘When sending an email to our office, please send to only one email address. This will allow us to process your request in the

most efficient manner. Keep in mind you will receive a response that your email has been received from both
appsandiorms@graberassocinc.com and groupforms@graberassocine.com.
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Graber & Associates Contact Information

YOUR CONTACTS

-=-=--LISA GLASGOW
Iglasgow@graberassoc.com

VERONICA WILLIAMS - - - -
vwilliams@graberassoc.com

-=-=--KRISTINA GRABER, MBA 4
kgraber@graberassoc.com

ASHLEY AHLERS-SANDERS - - - -
aahlers@graberassoc.com

----TOM CHURCH, CLTC E

tchurch@graberassoc.com

JOSE ADDINK, REBC - - - -
jaddink@graberassoc.com

---- ANA JONES
ajones@graberassoc.com

RYAN GRABER, MBA - - - -
rgraber@graberassoc.com

-=--- BARB MESMAN
bmesman@graberassoc.com
L
CHRIS HANSON - - - -
chanson@graberassoc.com

----JOEFITZGERALD
jfitzgerald@graberassoc.com

PRESTON HARRIS - - - -
pharris@graberassoc.com
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AETNA

Digital Enrollment Guide

It is the agent/broker’s responsibility to adhere to the rules and
guidelines set forth by the CMS and Medicare

Graber & Associates
(605)331-2100

*Agent Use Only*
Rev. 05/2020






Aetna Digital Marketing Materials and Electronic Application

Note: This method sends plan documentation and an electronic application to the
applicant by way of email. The applicant will be able to self-enroll under the
agent/broker’s book of business.

“u_n

1) If you already have downloaded Ascend, move to step two. If not, see “a
below.
a. For agents/brokers who do not have Ascend; you will need to request
access of it here:
https://www.aetna.com/producer/Medicare/ascend virtual sales office

app.html

2) Open Ascend. On the home page, select “Email a Quote.”

&3 What would you like to do today?

2020 Aetna MA-MAPD Sales

Year Over Year Plan Change 2019/2020 Aetna Medicare
[J4 bresentation Video 6’? Enroll A Prospect Co 6?

Tool Producer Guide

B 2020 SilverScript PDP Sales - m— Email/Text Electronic Scope of
E Presentation 69 Email a Quote g Appointment 69 How to use RATE
69 How to use the eKit 6? Prescription Lookup Ascend Sandbox Instructions 69 Benefits Checkup

69 Find A 2019 DR Enroliment 69 Find A 2019 Enroliment 69 Find A 2020 Enroliment 69 pind i 2020 Silverscript
-

E:] Find A Client cg Find A Doctor 69 Find A Doctor (Coventry) cg My Book of Business
Offline Enrollment Process 6? Pharmacy Lookup ED Record A Meeting E:J View Resources

3) Select “2020 Plans.”

4) Answer no to the question: “Is this a telephonic Enrollment?”
5) Fill in “Zip Code” and select “View Plans.”

6) Select “2020 Medicare Plans.”

7) Select “Send Quote.”



https://www.aetna.com/producer/Medicare/ascend_virtual_sales_office_app.html

https://www.aetna.com/producer/Medicare/ascend_virtual_sales_office_app.html



8)

9)

10)

11)

12)

13)

Pharmacy Search ) Formulary Search ) 2020 Medicare Plans

2020 Medicare Plans

View Plans and Compare

Below are the plans that are available in ZIP code 57103 in Minnehaha County, South Dakota: Send Quote

(@) setect for Comparison Here is a detailed list of plans available in your area. Check
the box next to the plans you wish to compare and then dlick
e ZIP Code: 57103 Update on the Compare butt y
additional plan detail side by

Medicare Advantage

Fill in the prospective beneficiary’s information (First Name, Last Name, Email
Address, and Phone).

If the agent/broker’s intention is to solely send one particular plan for

immediate enrollment, select “Application Only” and move to step ten. If the

agent would like to send multiple plan options for the prospective beneficiary

to review, see “a” below.

a. A verification code is needed for the prospective beneficiary to view the
guotes and applications the broker is sharing. There are three options:

i. Text Verification Code: The applicant will receive the code via text
message. The applicant will receive an email with a link to the
guotes where they will then be prompted to enter the verification
code.

ii. Email Verification Code: The applicant will receive the code via
email. In a separate email, the applicant will receive links to the
guotes accessible only after the verification code has been entered.

iii. The broker can select both text and email.

Select the dropdown menu titled “Medicare Advantage.”
Select which plan/s to share with the beneficiary.
Add an optional custom message.

Select “Send.”

a. If the broker/agent selected “Application only,” the broker will need to
share the verification code with the prospective beneficiary manually. It
will pop up after the “Send” button has been selected.

b. Ifthe broker/agent selected more than one plan, the verification code will
have been shared with the applicant automatically via text and/or email.










ASCEND

Electronic Scope of Appointment Guide

It is the agent/broker’s responsibility to ensure they remain in
compliance within CMS rules and guidelines

Graber & Associates
(605)331-2100

*Agent Use Only*
Rev. 05/2020






Electronic Scope of Appointment Guide
(Go to Page 2 for Visual Instructions)

1) If you already have downloaded Ascend, move to step two. If not, see “a” below.
a. For agents/brokers who do not have Ascend; you will need to request
access of it here:
https://www.aetna.com/producer/Medicare/ascend virtual sales office

app.html

2) Open Ascend. Within the “Leads” tab (located on the left pane), select “Add a Lead.”
a. Fillin the required information. The email address is required in order to
send the digital SOA via email; however, if you intend to text the link to
the applicant, you may leave the email section blank.
b. The “Claim Number” is the Medicare ID number and is not required.
c. While not required, filling in the entire form will save time during the
enrollment process

3) Select the newly created applicant in the “New Leads” Section.

4) Select “Create Scope of Appointment.”
a. You will receive a pop-up with the sole option of Electronic Form. Select it.
b. An additional pop-up will appear with “Aetna Scope of Sales Appointment
Confirmation Form.” Select it.

5) The SOA form will materialize.

a. Select the product/s you will be presenting.

b. The applicant’s information will be prefilled, edit if needed.

c. Fillin the “Meeting Summary” section with the applicable information,
including typing in your name in the “Agent Signature” box.

d. Select the date of the meeting.

e. Type in the applicant’s name in the “Beneficiary Signature” box and the
signature date.

6) Select one of the electronic delivery methods (text or email).

7) Click Submit.



https://www.aetna.com/producer/Medicare/ascend_virtual_sales_office_app.html

https://www.aetna.com/producer/Medicare/ascend_virtual_sales_office_app.html



1) Open Ascend. Within the “Leads” tab (located on the left pane), select “Add a Lead.”

a. Fillin the required information. The email address is required in order to send the digital SOA via email;
however, if you intend to text the link to the applicant, you may leave the email section blank.
b. The “Claim Number” is the Medicare ID number and is not required.

While not required, filling in the entire form will save time during the enrollment process

aetna

& Welcome “ &
Home
] A':] What would you like to do today?
4
s 2020 Aetna MA-MAPD Sal
etna = ales
i D(] Presentation Video 09 Enroll A Prospect

Appointments

b 2020 SilverScript PDP Sales .
E Presentation 69 Email a Quote

Recordings

6? How to use the eKit 6? Prescription Lookup
Resources
09 Find A 2019 DRx Enroliment 6? Find A 2019 Enrolimen
Help - ] ) ]
n:] Find A Client C Find A Doctor
o
Offline Enrollment Process 09 Pharmacy Lookup

Naowr | oadc

rce

*Generated

*Generated

‘Generated

Source

Unavailable Not Accepting Calls

-

Zip





Add Lead scan Drivers License

| First Name | Last Name

Birthday [Month - ] [DD ] [YYW

Gender [ d'uue 9 Femate ]

] Make sure to use the scroll bar
to fill in all of the information

[ (G e

| Email

Permission to Contact

Qnul

tact Permissions






2) Select the newly created applicant in the “New Leads” Section.

aetna
L

Home

Leads

Appointments

)

Recordings

'\

»

Resources

£
5
'ce

Leads

New Leads
Name Date Modified

You don't have any new leads.

All Leads

Search a +Filter

Name Date Modified Status
New
New
New

Source

Self Generated

Self Generated

Self Generated

Find your newly created
lead in either section

County

Zip

Unavailable Not Accepting Calls

Add a Lead





3) Select “Create Scope of Appointment.”
a. You will receive a pop-up with the sole option of Electronic Form. Select it.

b. An additional pop-up will appear with “Aetna Scope of Sales Appointment Confirmation Form.” Select it.

aetna
A

Home

Leads

Appointments

?

Recordings

Resources

b o -—

New | May 07, 2020 | Self Generated

Appointments

Appointment Type Start Date Start Time
There are no upcoming Appointments for this lead.

Past

Appointment Type Start Date Start Time

There are no past Appointments for this lead.

Create Scope of Appointment «

Scope of Appointment X o

Which kind of Scope of Appointment do you want to create?

- » Aetna Scope Of Sales Appointment Confirmation Form
Electronic Form «

Unavailable Not Accepting Calls

Status

Status

Scope of Appointment

X






4) The SOA form will materialize.
c. Select the product/s you will be presenting.
d. The applicant’s information will be prefilled, edit if needed.
e. Fillinthe “Meeting Summary” section with the applicable information, including typing in your name in the
“Agent Signature” box.
f. Select the date of the meeting.
g. Type in the applicant’s name in the “Beneficiary Signature” box and the signature date.
5) Select one of the electronic delivery methods (text or email).
6) Click Submit.

(<] Scope of Appointment X
Zoom 4 ﬁ »

1-855-338-7027 (TTY: 711). -

Requested Meeting Date: * [ Select a Date

Created Date: [ 5/27/2020

Beneficiary or Authorized Representative Signature and Signature Date:

Beneficiary Signature: | Beneficiary Signature Date: [ Select a Date IE(I'B

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

Representative's Name: | Relationship To Beneficiary: | |

Select either or both:

Send Email on Submit “ Send Text on Submit » m










SD MEDICARE SUPPLEMENT RATES (PLAN G)

ALL RATES ARE PREFERRED NON-TOBACCO

WELLMARK oD OMAHA INSURANCE COMPANY
WITHOUT HOUSEHOLD WITH HOUSEHOLD _ AGE WITHOUT HOUSEHOLD WITH HOUSEHOLD
DISCOUNT DISCOUNT DISCOUNT DISCOUNT
MALE FEMALE MALE FEMALE UNISEX MALE FEMALE MALE FEMALE
Thru 64 $212.50 $187.80 $191.30 $169.00 Thru 64 $148.58 Thru 64 $185.83 $168.94 $163.53 $148.67
65 $143.80 $127.20 $129.40 $114.50 65 $91.05 65 $148.60 $135.09 $130.77 $118.88
66 $143.80 $127.20 $129.40 $114.50 66 $91.05 66 $148.60 $135.09 $130.77 $118.88
67 $154.80 $136.90 $139.30 $123.20 67 $91.05 67 $148.60 $135.09 $130.77 $118.88
68 $165.90 $146.70 $149.30 $132.00 68 $102.62 68 $152.20 $138.36 $133.94 $121.76
69 $165.90 $146.70 $149.30 $132.00 69 $103.01 69 $155.79 $141.64 $137.10 $124.64
70 $179.40 $158.60 $161.50 $142.70 70 $121.97 70 $159.37 $144.90 $140.25 $127.51
71 $192.80 $170.40 $173.50 $153.40 71 $122.44 71 $163.55 $148.68 $143.92 $130.84
72 $196.80 $174.20 $177.10 $156.80 72 $122.89 72 $168.91 $153.56 $148.64 $135.13
73 $201.60 $178.40 $181.40 $160.60 73 $123.36 73 $174.43 $158.58 $153.50 $139.55
74 $205.70 $181.90 $185.10 $163.70 74 $123.82 74 $179.96 $163.59 $158.36 $143.96
75 $212.50 $187.80 $191.30 $169.00 75 $148.58 75 $185.83 $168.94 $163.53 $148.67
76 $217.00 $191.80 $195.30 $172.60 76 $149.10 76 $192.29 $174.81 $169.22 $153.83
77 $221.30 $195.70 $199.20 $176.10 77 $149.66 77 $198.76 $180.69 $174.91 $159.01
78 $225.70 $199.70 $203.10 $179.70 78 $150.21 78 $205.23 $186.57 $180.60 $164.18
79 $230.20 $203.50 $207.20 $183.20 79 $150.75 79 $211.69 $192.44 $186.29 $169.35
80 $234.60 $207.50 $211.10 $186.80 80 $162.53 80 $218.15 $198.32 $191.97 $174.52
81 $238.90 $211.20 $215.00 $190.10 81 $163.14 81 $224.22 $203.85 $197.31 $179.39
82 $243.60 $215.40 $219.20 $193.90 82 $163.73 82 $230.30 $209.36 $202.66 $184.24
83 $247.80 $219.10 $223.00 $197.20 83 $164.31 83 $236.37 $214.88 $208.01 $189.09
84 $252.40 $223.10 $227.20 $200.80 84 $164.90 84 $242.44 $220.41 $213.35 $193.96
85+ $254.70 $225.10 $229.20 $202.60 85 $167.01 85 $246.21 $223.83 $216.66 $196.97
86 $167.01 86 $251.13 $228.31 $220.99 $200.91
87 $167.01 87 $256.16 $232.87 $225.42 $204.93
88 $167.01 88 $261.29 $237.53 $229.94 $209.03
89 $167.01 89 $266.52 $242.29 $234.54 $213.22
90+ $167.75 90 $271.39 $246.72 $238.82 $217.11
91 $275.91 $250.83 $242.80 $220.73
92 $280.51 $255.02 $246.85 $224.42
93 $285.19 $259.27 $250.97 $228.16
94 $289.94 $263.58 $255.15 $231.95
95 $294.77 $267.97 $259.40 $235.81
96 $299.68 $272.44 $263.72 $239.75
97 $304.69 $276.99 $268.13 $243.75
98 $309.76 $281.60 $272.59 $247.81
99+ $314.92 $286.29 $277.13 $251.94

SD MEDICARE COST/
ADVANTAGE PLANS

SAME RATE FOR ALL AGES

THRIFT $49.00
CORE $79.00
PREMIER $189.00
THRIFT with RX $88.70
CORE with RX $125.50
PREMIER with RX $239.60

GOLD PLUS (011) HMO $0.00
CHOICE MA ONLY (086) PPO $0.00
VALUE PLUS (171) PPO $30.00
o Fil et o e s B Elghen || 8000
CHOICE (088) PPO $66.00
CHOICE (103) PPO $116.00

AETNA
ELITE ADVANTRA (043) PPO $0.00
PREMIER ADVANTRA (001) PPO $0.00
PRIME (004) PPO $0.00

%RAB ER
C7/SSOCIATES

800.669.3959
GRABERASSOC.COM

*FOR AGENT USE ONLY*
*RATES SUBJECT TO CHANGE*





2020 MEDICARE
PDP PREMIUMS

SAME RATE FOR SD AND SURROUNDING STATES

WALMART VALUE RX (PDP) $13.20
BASIC RX (PDP) $32.90
PREMIER RX (PDP) $52.80

WELLMARK/JOURNEY
JOURNEY RX VALUE (PDP) $26.90
JOURNEY RX STANDARD (PDP) $30.20
BLUE RX STANDARD (PDP) $42.00
BLUE RX PREMIER (PDP) $89.60

AETNA/SILVERSCRIPT

SILVERSCRIPT CHOICE (PDP) $33.00
SILVERSCRIPT PLUS (PDP) $75.30

MUTUAL OF OMAHA
RX VALUE (PDP) $24.50
RX PLUS (PDP) $58.70

WELLNESS RX (PDP) $13.80
VALUE SCRIPT (PDP) $16.70
MEDICARE RX SELECT (PDP) $20.70
CLASSIC (PDP) $29.30
MEDICARE RX SAVER (PDP) $34.00
MEDICARE RX VALUE PLUS (PDP) $72.40

%RAB ER
C7/SSOCIATES

800.669.3959
GRABERASSOC.COM

2020 PART D STANDARD BENEFIT

ANNUAL
DEDUCTIBLE

COPAYS AND
COINSURANCE

COVERAGE GAP

CATASTROPHIC
COVERAGE

Al MAXIMUM
Medications ALLOWABLE %435
Until
shared
. drug
Tiers costs
reach
$4,020
1 2 3 4 5
YOU PAY MEDICARE PART D PLAN
Member-
only drug*
costs up
COUNTS TOWARD TrOOP to $6,350
Brand .
YOU PAY MANUFACTURER MERE{\E}E
DISCOUNT PLAN
Generic/ ‘§R§ATEE
Preferred ‘“or 5%
Dollar
amount
GREATER OF or /0
Brand §8_95
Name or 5%

*In the Coverage Gap, member receives a manufacturer paid 70% discount on covered brand drugs and 95% of the covered brand drug cost counts

toward total out-of-pocket drug costs.

NOTES

*FOR AGENT USE ONLY*

*RATES SUBJECT TO CHANGE*

\Y/
i







QUESTIONS ANSWERED

WE'RE HAPPY TO ANSWER YOUR QUESTIONS!
SIMPLY CALL OR SEND US AN E-MAIL!

appsandforms@graberassocinc.com
Individual applications — under 65 & Medicare

EFT forms — under 65 & Medicare
Change forms — under 65 & Medicare
Cancellations — under 65 & Medicare

groupforms@graberassocinc.com

Sold group paperwork

Employee applications

Employee terminations

Group/employee changes (address, household, etc.)

WHO TO CONTACT

Individual Health Quotes and Inquiries
Under 65

Ashley Ahlers-Sanders | aahlers@graberassoc.com
Chris Hanson | chanson@graberassoc.com
Veronica Williams | vwilliams@graberassoc.com
Ana Jones | ajones@graberassoc.com

Individual Ancillary Quotes and Inquiries
(accident, cancer, etc.)

Ashley Ahlers-Sanders | aahlers@graberassoc.com
Chris Hanson | chanson@graberassoc.com

Medicare Quotes and Inquiries

Preston Harris | pharris@graberassoc.com

Ashley Ahlers-Sanders | aahlers@graberassoc.com
Ryan Graber | rgraber@graberassoc.com
Veronica Williams | vwilliams@graberassoc.com
Lisa Glasgow | Iglasgow@graberassoc.com

Life, Annuity, Disability, & LTC Quotes and Inquiries
Tom Church | tchurch@graberassoc.com s (c) 605.929.1929
Chris Hanson | chanson@graberassoc.com

Kristina Graber | kgraber@graberassoc.com

Group Health Quotes and Inquiries

Ana Jones | ajones@graberassoc.com

Jose Addink | jaddink@graberassoc.com
Veronica Williams | vwilliams@graberassoc.com

Group Ancillary Quotes and Inquiries
(life, disability, dental, etc.)

Jose Addink | jaddink@graberassoc.com
Ana Jones | ajones@graberassoc.com
Veronica Williams | vwilliams@graberassoc.com

Licensing & Contracting
Joe Fitzgerald | jfitzgerald@graberassoc.com

Kristina Graber | kgraber@graberassoc.com

Commissions
Lisa Glasgow | Iglasgow@graberassoc.com

Marketing/Co-Op Advertising
Ryan Graber | rgraber@graberassoc.com

Supplies & General Inquiries
Barb Mesman | bmesman@graberassoc.com

800.669.3959 - 605.331.2100 - (f) 605.331.4160

When sending an email to our office, please send to only one email address. This will allow us to process your request in the
most efficient manner. Keep in mind you will receive a response that your email has been received from both
appsandforms@graberassocinc.com and groupforms@graberassocinc.com.





YOUR CONTACTS

- ---LISA GLASGOW
Iglasgow@graberassoc.com

VERONICA WILLIAMS - - - -
vwilliams@graberassoc.com

- - --KRISTINA GRABER, MBA
kgraber@graberassoc.com

ASHLEY AHLERS-SANDERS - - - -
aahlers@graberassoc.com

----TOM CHURCH, CLTC
tchurch@graberassoc.com

JOSE ADDINK, REBC - - - -
jaddink@graberassoc.com

---- ANA JONES
ajones@graberassoc.com

RYAN GRABER, MBA - - - -
rgraber@graberassoc.com

---- BARB MESMAN
bmesman@graberassoc.com

CHRIS HANSON - - - -
chanson@graberassoc.com

----JOE FITZGERALD
jfitzgerald@graberassoc.com

PRESTON HARRIS - - - -
pharris@graberassoc.com

GRABERASSOC.COM







Enrollment HUB - Electronic

Signature (E-Sig) Process

-

Full Instructions: Continue to Page 5 to view instructions on completing the application itself.

PURPOSE: This job aid explains the Electronic Signature (E-Sig) process for agents and applicants.
SCOPE: Enrollment HUB users

Introduction:

E-Sig or Electronic Signature is a process by which an application is filled out in Enrollment HUB and the
system generates a notification email with a link to a secure web page. The applicant would then log in
and electronically complete the signature to complete submission of the application.

The applicant (or POA/legal representative) must have an active email address. If the applicant does
not have an active email address, you must select a different signature method.

Enrollment Form Completion

Accessing Electronic Signature — Applicant

Completing Electronic Signature

How to Resend Electronic Signature

Agent Notifications and Signature Log

Enrollment Form Completion

Once completing the enrollment )
form, select ELECTRONIC Select signature type
SIGNATURE.
Choose the preferred signature method for this enroliment

(@ Electronic Signature (i) () Digital Signature (i)

The email address captured on
the enrollment form will be
utilized for the remaining
signature processes and
communications to the
prospective member.

Continue on next page

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT For Agent Training ONLY (Not CMS Approved)
Proprietary to Humana Inc. Do Not Distribute.

REVISED: 02/27/2020 | TRN-REF-927ds
Page | 1 of 4





Enrollment HUB — Electronic Signature (E-Sig) Process

When Electronic Signature is

Consents
selected the CONSENTS section
. . . Do you give consent for Humana to send the Electronic Signature email with the required
will d |Sp|aY- Read the first two link to sign your enrollment form to the email address provided on this enrollment form?
guestions to your applicant and @ Yes O No

choose YES or NO.

Do you give consent for Humana to contact you in the event that your electronic
signature is not completed in order to avoid delayed submission of your enrollment form.

The last two statements are
@ Yes () No

meant for you, the agent, and are

. In order to be considered a valid electronic signature, the email address on the
not to be read to the a ppllcant' enrollment form MUST be the applicant's. If the applicant does not have a valid email

address, you must click - I Do Not Confirm and select an alternative signature option or
method of enrollment.

By selecting "I Confirm" I confirm that to the best of my knowledge the email address
listed on the enrollment form is valid and belongs only to the applicant completing the
enrollment form. I acknowledge that if I send an e-signature request to an email
address that I know does not belong to the applicant I may be subject to disciplinary
consequences up to and including termination of contract or employment with Hurnana

@ I confirm () 1Do Not Confirm

Y0040 GHHKS5JEEN_HMO_POS_PPO_C

Click ENROLL NOW

Process complete

Accessing Electronic Signature - Applicant

Once the applicant receives the

initial email “Important Plan Humana 3 123-1um grm
Information from Humana” they

will click on the link “Review & Co mp ate your en rollment m
Sign Enroliment Form”. with an electronic signature Hhman sk R
The applicant will be directed to e
a Humana site to confirm N e
information and complete their m::.;;.-.mu e —
enrollment.

e Customer Information —
information within this

: * Mome Z1F code * Moo sumiber
site must match exactly
to what was provided on
Fribirin il pod WSSt Puribeir willoul didhec T B Kl of pous Viediin i il S bl o
the enro”ment fOrm e Toeril Sppanty A aban of FAaieagds Al smend S
° If the appllcant recelves 1ol AL 3P PRSI o R rdbas giEng ih [Reane [ P B Erdad HOTLNL L Boand eien
Fra anaolimen] presd you e
errors on any field, they
should contact the agent
Continue b snrolimant

Applicant will then click
CONTINUE TO ENROLLMENT

Process complete

MarketPOINT Retail Sales Learning and Development

Humana MarketPOINT For Agent Training ONLY (Not CMS Approved)

Proprietary to Humana Inc. Do Not Distribute
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Enrollment HUB — Electronic Signature (E-Sig) Process

Completing Electronic Signature

Within the “Sign and submit
your application” section, the
applicant will need to:

e Enter First and Last Name

e Confirm the disclaimer

e Click AGREE AND
SUBMIT

Humana e s tam
o & & & 1]
T b7 Gy Wil W Sgr b wabewl
Sign and submit your application Humana Basic Re
™ - Pan POP
.r._:l,_.-._.:..I|.._.-,_.. ..‘.,. i s vl wel iy Tl v “imp e g o Provcrgiion Dreg

3, par e

Loy yomps Tl ared L] regese e b By corse ity g v @ cemphele yoar pes plis Tolsl m
prevepe. L3080
i ] N L 1] > N -
-+ A and sl
After submission, the applicant
will receive a confirmation email.
Hurnara is Processing Your Enecliment — imgartant Mlan informaticon
‘} 1
Humana
Hello ,
Weeansk o) fior chensing Hurmana's Humans Basic Rx Plan PDP. Soon you can star o take sdvantage of al the

polEraly money-Saving and healh-bonsting beneits tal onme with Jour plan

¥ yous hare Any questons about pour plan or Benelis Before you et pour ki, please call
Custormat Service: 1.B0045TATOH. ¥ you wse a TTY, call T11. Hours ane 8 aom. o8 pom. Mondary « Frgay.

+  Corfdmmation numben KAWL FGIITDAIKDRST

«  Today's date: Febnary 26, 2020
=  Paan st date: Masch 01, 2020

Plan details
Humana Basic Ax Plan POP
Taital monthly e

$20.50 per month
30,00 pée month

Process complete

Page | 3 of 4
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Enrollment HUB — Electronic Signature (E-Sig) Process

How to Resend Electronic Signature

If an applicant has not received
the email for electronic signature
within a timely manner, agents
can click on the “ReSend eSig”
button to request a new email to
be sent.

Applicants will want to

check their “Junk” or “Spam” folders
if they are having issues receiving the
email.

. ding Esig | Re-Use Data
Check ESig

¢ HOMESTEAD, FL 33033
1QW2QW3QWw45

Humana Gold Plus HMO H1036-054
App Id: KT4R4QNLUZS90OHCP
Create Date: 02/27/2020

Expiration date: 03/12/2020
Sig Log

FeSendeS'q [ CANCEL ]

Process complete

Agent Notifications and Signature Log

Enrollments pending for
electronic signature will have a
tag on the application card.

——— Re-Use Data

Check ESig
9 HOMESTEAD, FL 3
1AW2QW3QW45

Humana Gold Plus HMO H1036-

App Id: KV4R4QNLUZS90HCP
Create Date: 02/27/2020
Expiration date: 03/12/2020

Sig Log
PleSend eSi4 [ CANCEL ] m
Agents also have a Signature (Sig)
Log to refer to for events that .
. Sig Log
have taken place thus far with
the electronic signature flow. Signature
User Type Event Description Event Time
SMART TEST esignature eSignature selected
AGENT[1129696] @humano.com
SMART TEST eSignature sent to esig delivery service
AGENT[1129696] #hum im
Wb Usar eSignatura aSig link aco 2 02 2020
Successful/Pending Signature 12:32:02 PM EST
Web Usar eSignature &5i) Received/Submitted 021262020
12:34:40 PM EST
Wb User eSignature eSig Signed 02612020
12:34:41 PM EST
Web User eSignature @5ig Confirmation Email sent 1o 022642020
Phumana.com 12:34:42 PM EST
DONE

Process complete

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT For Agent Training ONLY (Not CMS Approved)
Proprietary to Humana Inc. Do Not Distribute

Page | 4 of 4 REVISED: 02/27/2020 | TRN-REF-927ds





ENROLLMENTHUB

Part of a complete flow

1. Zip Code, Enrollment Type, 6. PCP

Eligibility Determination 7. Additional Info (Other
JOB AID and Plan Listing € Coverage, Medicaid and
2. Mandatory Information, LTC)
C reate an Decision Maker and 8. 0SB and Payment
Medicare Information 9. Agent Info (Agent Data &
E n rOI I ment MAP D : 3.  Election Period and ESRD Sale Data)
4.  Demographics (Residential 10. Authorize & Sign
Part 1 Address, Mailing Address, 11. Post Enrollment Forms and

Contact Info and Enrollment card in
Emergency Contact) Workbench

5. Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enrollment Application

Zip Code, Enrollment Type, Eligibility Determination

The Enrollment Application Form allows you to create enrollments for new members and existing members. This job aid
will show you how to create an enrollment for new members only. To access the Enrollment Application Form, you will
first need to follow a series of steps in the Learn & Shop section located in this job aid. To start an Enroliment Application:

Description Screenshot in Enrollment HUB

1. Click the ENROLLMENT APPLICATIONS tab.

= ENROLLMENTHUB Workbench Q| Support
o
THiter  Sortby | Newtooldenmliment | B start application

You haven't any enrollment applications at the moment.
Start an application from the top A

Image 1 - Workbench View: Enroliment Applications Tab
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"'I E_‘i‘i?j)ﬁl\/' ENT Create an Enrollment MAPD: Part 1

2. Click the Start application button.

= ENROLLMENTHUB Workbench Q | support

il APPOINTMENTS (0] [j ENROLLMENT ARPLICATIONS ()

YFilter = Sortby | Mewrooldenroliment S

You haven't any enrollment applications at the moment.
Start an application from the top A

Image 2 - Workbench View: Start Application Button

3. Click the New member radio button, then
click the Next button to move forward.

Enrollment

() New member
(0 Existing member

Image 3 - Workbench View: Enroliment Pop-up

4. Enter the applicant’s zip code in the ZIP sy e
code field. After that, the County and = oL nes Learn & Shop Support
State fields will autocomplete.

ZIP coda County Stare Plan year

Image 4 - Learn and Shop View: Zip Code, County and State Fields
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MY cnROLLMENT Create an Enrollment MAPD: Part 1
Ll HUB
5. The Plan year drop-down menu will auto-
populate for you with the applicable plan
year.

digest 1ms dms 27dms

= ENROLLMENTHUB Learn & Shop Support

ZIP coda County Stare Plan year

| ) v
1 J |

@ NOTE: The Plan year drop-down

menu will require you to select
the appropriate year during AEP.
Otherwise, it is populated for you.

Image 5 - Plan Year Field

6. In the Enrollment type section under
Individual, select the Medicare - (MA,
MAPD, PDP) option.

digost 2ms dms 151ms =

= ENROLLMENTHUB Learn & Shop Support

[ \ ZIP code County State Plan year

@ NOTE: The OSB add-on is grayed MIANL-DADE ¥ Fleraa s

out since the Existing Member

flow is required for an OSB Envoliment typa

application The DV and MedSUpp Individual Group Individual Medicare Supplement
. . ) Medicare - (MA, MAPD, POP) Group Medicor Go ta Madeup|

buttons link out to a different tool I e l e gt

058 odd-en

for completion. The Group
Medicare option is grayed out
since it will not be available until a

later time. ' )
\ / Image 6 - Learn & Shop View: Enrollment Radio Buttons

Go tolDV >

7. The pop-up message “You must complete
the presentation to proceed with the
enrollment process. Have you completed
the presentation?” shows. You need to
confirm you have completed a compliant
sales presentation. Click YES to continue.

You must complete the presentation to proceed with
the enroliment process.

Have you completed the presentation?

NDE

Image 7 - Learn and Shop View: Presentation Pop-up
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m E_!ilFﬁOﬁM ENT Create an Enrollment MAPD: Part 1

8. In the Eligibility Determination section,
complete the fields with the beneficiary’s
information. Enter the corresponding data:

Y50 add-on

Goto 1DV >

e Medicare Number

EligibiliLy Determination

e Re-enter Medicare Number s R R,
e Date of birth | | | ) [
e Hospital Insurance dates for:

a. PartA e e s

b. PartB Port A

Image 8 - Learn and Shop View: Eligibility Determination Menu

NOTE: You must enter the information on this section as it appears on the clients Medicare Card. The application
could pend if the information does not match.

Learn & Shop: Individual Medicare Plan Listing

| The Plan Display section shows all the information about the Humana ard-CareRlss-plans that are part of the Individual
Medicare Plan Listing. Remember that the plans will display on the screen per applicant’s zip code and the agent’s
licenses and certification.

The Individual Medicare Plan Listing includes detailed information about the plan:

1. Complete Name & Rating

e Benefit Summary: The section includes the name of the plan and includes a detailed summary of the plan
benefits. By clicking on the plan name, a PDF of the plan’s Summary of Benefits will display with additional
information.

e 5-Start Rating: The star rating determines the quality and performance of the plan. The plan’s Star Rating helps
applicants compare plans based on quality and performance. This will only display if we have a 5-STAR plan(s) in
the applicant’s service area.

2. Coverage & Benefits: Each plan includes coverage benefits and detailed plan information. This section of the screen
will allow you to see certain details of the plan, which you can share with your applicant.

= ENROLLMENTHUB Learn & Shop Support
2018 - Individual Medicare Plan Listing (] All(20) [/] MAPD (15) [Z] MA (5)
Office PCP/
I Benefit Summary I Monthly . pxs  specialist MMOOP Hospial 038
Premium you pay plans
Co-pays
HMO Plans =l
(O CareOne PLUS (HMO) H1019-006 $0.00 Yes $0.00/ $3,400.00 See plan No .
$0.00 details =
) Humana Gold Plus HMO H1036-054 $0.00 Yes $0.00/ $3,400.00 See plan No
$0.00 details +

Image 9 - Learn & Shop View: Individual Medicare Plan Listing Section
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m ﬂiﬁim ENT Create an Enrollment MAPD: Part 1

Description Screenshot in Enrollment HUB
1. From the Benefit Summary column, select fa s s ]
the desired plan and click the radio button = el ENTHUB Learn & Shop Support
next to the plan. Remember that you can 2018 - Individual Medicare Plan Lisling ] ALY (] MA (&)
only select one plan for each applicant. .
Maontnly CNfion NP Hoszpital osB
Benefit Summary Prembam P zr::;':-' cor yau Ly plans
PPO Plans =
) HumanaChoice PPO RS826-018 $0.00 No 510,00/ 56,700.00 Details No
$45.00 -
) HumanaChoice PPO RS826-074 $0.00 Mo 52000/ $6,700.00 Details Ko
£50.00 b
Image 10 - Individual Medicare Plan Listing View
)  digest dms Bms b/ms
2. Next, click the Enroll button to move s Learn & Shop P—
forward to the Enroliment Application ¢ HumanaCholce PPO 15826-018 $000  No  $1000/  $670000  Detals Mo
$65.00 *
Form.
() HumaongCholce PPO R -07 $0.00 No 520,00/ §6,700.00 Detall: No
$50.00 !
() HumaongCh 5} -005 $98.00 No £5.00/ $6,700.00 Detgils No
$60.00 x
PFFS Plans =
5, Humana Gold Choice PEFS HR145 $117.00 No 510,00/ §6,/00.00 Deatails No =
R 061 $40.00

Image 11 - Individual Medicare Plan Listing View: Enroll Button

NOTE: After you click the Enroll button, if you are not licensed in the state you are trying to sell a compliance warning
@ pop-up will display. This compliance warning pop-up may also appear when you click Enroll Now after you completed
the Enrollment form, and also when you change from Connected to Disconnected mode.

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you e Create an Enrollment: PDP (New Member)
need? e Create an Enrollment: Chronic Disease (New

e Enrollment HUB Quick Start Member)

e How to Login and Logout e How to Manage an Enrollment

e Understanding the Main Menu e |dentifying Messages in the Application

e Use the Off-line Mode e |dentifying the No Sales Reasons

e Workbench: Searching, Filtering and Sorting Cards e Addan OSB (Existing Member)

e Create a Scope of Appointment (SOA) e What You Cannot Forget When Using the

e How to Manage a SOA Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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ENROLLMENTHUB

Part of a complete flow

Zip Code, Enrollment Type, 6. PCP
Eligibility Determination 7. Additional Info (Other
JOB AID and Plan Listing Coverage, Medicaid and
Mandatory Information, LTC)
C re ate an Decision Maker and 8. 0SB and Payment
Medicare Information € 9. Agent Info (Agent Data &
E n rOI I ment MAP D : Election Period and ESRD Sale Data)
4.  Demographics (Residential 10. Authorize & Sign
Part 2 Address, Mailing Address, 11. Post Enrollment Forms and

Enrollment card in
Workbench

Contact Info and
Emergency Contact)

5.  Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

Mandatory Information, Decision Maker, and Medicare Information

Mandatory Information

Description Screenshot in Enrollment HUB

1. Read the Disclosure Statement to the applicant
before moving forward. At the top of the form,
you see the name of the plan the applicant is P ——— g
enrolling in. In this case the applicant is
enrolling in the MAPD HumanaChoice PPO
H5216-018 plan.

< Learn & Shop godatory Information Workbench | Suppo

Q IND: MAPD HumanaChoice PPO H5216-018

Disclosure Statement

DECISION MAKER

» MEDICARE INFORMATION
Read this information verbatim to the applicant:
ELECTION PERIOD
The person that is discussing plan options with you is either employed by or contracted

D with Humana. This person may be corr based on your in the plan.

(» DEMOGRAPHICS

@ Residential Address
© Mailing Address Acknowledgernent

© Contact Info
Based on what we have discussed, is it your understanding that this plan

© Emergency Contact provides coverage for medical AND prescription drugs?

O PREFERENCES D Yes O No
@ Preferred Language
Digital On-Board Decision maker

Not saved Save Continue

Image 1 - Mandatory Information
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 2

2. In the Acknowledgement section select either: < Leamn & Shop Mandatory Information Workbench | Support

e YeS, to move forward. ¢ & IND: MAPD Humana Gold Plus HMO H1036-054 Plan year: 2018

b. No, if the applicant does not MANDATORY INFORMATION =
understand or agree with the @ Disclosures

Acknowledgement

Acknowledgement Based on what we have discussed do you understand that this plan has
statements coverage for medical and prescription drugs?
(@ DECISION MAKER O Yes O No

( MEDICARE INFORMATION
Based on the plan you selected are you aware that this is NOT a Medicare
Supplement Plan?

ESRD O Yes O No
@ DEMOGRAPHICS

App ID JLQXIGOS3X0LS630 Last saved: 09/06/2018 02:52:36 PM (EDT) Continue

Image 2 - Mandatory Information

ELECTION PERIOD

3. Ifyou select.No for.the first question, you ¢ Leam & shop Mandatory Information Workbench | Suppa
cannot continue with the process, and the ,
L 3% IND: MAPD HumanaChoice PPO H5216-018 Plan year: 201}
H H : Nz
following message will display: “You have O MANDATORY INFORMATION o
indicated the user does not understand the o bedosues Pisclosure Statement
coverage for thls plan; please ensure that the © Acknowledgement Read this information verbatim to the applicant:
appllca nt has complete underStandlng Of the DECISION MAKER The person that is discussing plan options with you is either employed by or contracted

with Humana. This person may be compensated based on your enrollment in the plan.

coverage of this plan before proceeding. ” If the @ MEDICARE INFORMATION
applicant does not agree with the statement, oD

ESRD
you must return to the Plan Listing section on . Acknowledgement
the Learn & Shop screen, and select a different © Resident
p ! @ Resldential Address Based on what we have discussed, is it your understanding that this plan
plan. © Mailing Address provides coverage for medical AND prescription drugs?
© contact Info O Yes @ No
© Emergency Contact You have indicated that the plan selected does not match the applicant's intended plan. Select YES to

agree to this plan or return home and select a different plan

( PREFERENCES

Not saved Save Continue

Image 3 - Acknowledgement Section

4. If you select No for the second question, you ¢ Leam & Shop Mandatory Information Workbench | Suppo
cannot continue with the process, and the ; ” P ——— —
following message will display: “You have P ——— s
indicated that the user does not understand o bedtosurs Plsclosure Stotement
the coverage for this plan; please ensure that O Acknowledgement et Information verbaito the applcant
the app“cant has Complete underStanding of DECISION MAKER The person that is discussing plan options with you is either employed by or contracted

@ MEDICARE INFORMATION with Humana. This person may be compensated based on your enroliment in the plan.

the coverage of this plan before proceeding.” If
the applicant does not understand the

ELECTION PERIOD

ESRD
coverage for this plan answer any questions or S — Acknowledgement
clarify the coverage before continuing with the o Residenti
y g g @ Residentiol Address Based on what we have discussed, is it your understanding that this plan
enro | | ment. @ Mailing Address provides coverage for medical AND prescription drugs?
@ Contact Info O Yes ® No
@ Emergency Contact You have indicated that the plan selected does not match the applicant's intended plan. Select YES to

agree to this plan or return home and select a different plan

(» PREFERENCES
Not saved Continue

Image 3 - Acknowledgement Section
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Y cnroLLMENT
Lil HUB

Decision Maker

Create an Enrollment MAPD: Part 2

The Decision Maker section allows you to clarify who is signing the enrollment form: the applicant or their Power of

Attorney (POA). To complete this section:

Description

1. Select from the Decision maker section the
corresponding option:
e | am completing my application on my
own.
e | have Power of Attorney (POA) or
other authorization under state law
and am applying on someone’s behalf.

@ NOTE: If you need to save your

work, just click the Save button at
the bottom of the screen to
continue later.

a. Decision Maker: Applicant

1. Click the, I'm completing my
application on my own radio
button if the applicant is the one
that will be signing the Enrollment
Application.

b. Decision Maker: Power of Attorney
(POA)

1. Click the I have a Power of
Attorney (POA) or other
authorization under state law and
am applying on someone’s behalf
radio button if someone else with
legal authority is applying on
behalf of someone else.

MarketPOINT Retail Sales Learning and Development
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< Learn & Shop

© MANDATORY INFORMATION

DECISION MAKER

( MEDICARE INFORMATION

ELECTION PERIOD

ESRD

@ DEMOGRAPHICS

@ Residential Address

@ Mailing Address

© Contact Info

@ Emergency Contact

O PREFERENCES

@ Ppreferred Language

Digital On-Board

Not saved

< Learn & Shop

© MANDATORY INFORMATION 2

@ DECISION MAKER

@ MEDICARE INFORMATION

ELECTION PERIOD
ESRD
O DEMOGRAPHICS
@ Residential Address
@ Mailing Address
@ Contact Info
& Emergency Contact
O PREFERENCES
@ Ppreferred Language

Digital On-Board

Not saved

< Learn & Shop

L) 4%

MANDATORY INFORMATION

@ DECISION MAKER

(@ MEDICARE INFORMATION
ELECTION PERIOD
ESRD

(@ DEMOGRAPHICS
@ Residential Address
@ Muailing Address
@ Contact Info

@ Emergency Contact

Not saved

Screenshot in Enrollment HUB

Mandatory Information Workbench | Suppo

IND: MAPD HumanaChoice PPO H5216-018

Acknowledgement

Based on what we have discussed, is it your understanding that this plan
provides coverage for medical AND prescription drugs?

® Yes O No

Decision maker
Please tell us who is completing your application form.
(O I'm completing my application on my own.

O I have Power of Attorney (POA) or other authorization
under state law and am applying on someone's behalf.

Save Continue

Image 4 - Decision Maker View

Mandatory Information Workbench | Suppo

IND: MAPD HumanaChoice PPO H5216-018 Plan year: 20

ACKnowledgement

Based on what we have discussed, is it your understanding that this plan
provides coverage for medical AND prescription drugs?

® Yes O No

Decision maker

Please tell us who is completing your application form.

I @ I'm completing my application on my own. I

(O Thave Power of Attorney (POA) or other authorization
under state law and am applying on someone's behalf.

Medicare Information

Tn romnlara thic sactinn rafar o vniir Madicara rard Plansa fill in tha infarmarinn

Continue

Image 5 - Decision Maker View: Applicant Option

Decision Maker Workbench | Support

IND: MAPD Humana Gold Plus HMO H1036-054 Plan year: 2018
Decision maker

Please tell us who is completing your application form.

(O I'm completing my application on my own.

@ 1 have Power of Attorney (POA) or other authorization
under state law and am applying on someone's behalf.

Please note that valid legal documentation of this authority would be required to make

healthcare decisions or inquiries concerning the Enrollee.

fontinue

Image 6 - Decision Maker View: POA Option
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 2

2. Then, complete the following

fields:
. ¢ Learn & Shop Decision Maker Workbench | Support
e POA First name
- 9% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018
o LaSt name ~ . POA First Name
MANDATORY INFORMATION
[}
POA Address 1 ¥ DECISION MAKER I I
L] Address 2 (Optional) } MEDICARE INFORMATION Last Nome
° City ELECTION PERIOD I I
ESRD
® S.tate » DEMOGRAPHICS POA Address 1
L] Z|p COde D Residential Address I I
& Mailing Address
@ Contact Info Address 2 (optional)
& Emergency Contact I I

Image 7 - POA Option: Power of Attorney’s Information

digest 10ms 12ms 20md

< Learn & Shop Decision Maker Workbench | Suppori
- 9% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018|
© MANDATORY INFORMATION City

» DECISION MAKER I I

» MEDICARE INFORMATION

ELECTION PERIOD State

ESRD I v I

& DEMOGRAPHICS

Zip Code
} Residential Address

M Conrars Infn

Image 8 - POA Option: Power of Attorney’s Information

3. Complete POA Phone Number

field. .

< Learn & Shop Decision Maker Workbench | Supporl

4. Selectthe Corresponding Phone - % IND: MA Humana Gold Plus HMO H5619-021 Plan year: 2018

type option, either: waNDATORY MEoRMATon. B POA Phone Number

( DECISION MAKER I o I
hd CeII Phone ( MEDICARE INFORMATION
e Home (land line) ELECTION PERIOD o

ESRD Phone Type
@ DEMOGRAPHICS O CellPhone O Home (land line)

O Residential Address Relationship to applicant

©@ Mailing Address

@ Contact Info

Not saved Save Continue

Image 9 - POA Option: Power of Attorney’s Information

5. Click the Relationship to applicant

drop-down menu, and select the < Learn & Shop Decision Maker Workbench | Support
corresponding option: - ™ IND: MA Humana Gold Plus HMO H5615-021 Plon year: 2018
MANDATORY INFORMATION |- POA Phone Number
e None
(» DECISION MAKER ‘ e |
L4 Spouse O MEDICARE INFORMATION
° Sl b | | ng ELECTION PERIOD - : o
ESEL Phone Type
[ ]
Parent ® DEMOGRAPHICS ) Cell Phone © Home (land line)
° i o e
Chlld @ Residential Address Relationship to applicant
Y Agent/Broker @ Mailing Address I o I
@ Contact Info

Friend

Not saved Continue
e QOrganization
Image 10 - POA Option: Power of Attorney’s Information
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Medicare Information

Create an Enrollment MAPD: Part 2

Description

1. In this section complete each field with the
information provided by the applicant.

e Last Name

e Middle Initial (optional)
e First Name

e Gender

The field Medicare Number, Hospital
Insurance Part A and Part B, and Date of
Birth are already populated in the screen.

4 N\
NOTE: You can always edit those fields

@ by selecting the Edit pencil and

updating them on the Learn & Shop

screen. Keep in mind that some

changes will require you to select a

new plan.
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Screenshot in Enrollment HUB

digest 10ms 12ms 25ms|

Medicare Card Information Workbench | Support

< Learn & Shop

- 12% IND: MA HumanaChoice PPO R5826-074 Plon year: 2018

© MANDATORY INFORMATION Medicare Information

& DECISION MAKER

) MEDICARE INFORMATION Last Name

ELECTION PERIOD I I

ESRD
Middle Initial (optional)

[ ]

First Name

3 DEMOGRAPHICS
@ Residentiol Address

@ Mailing Address

@ Contact Info I I

© Emergency Contact

Nat saved

Image 11 - Medicare Information View

digest 10ms 13ms 90ms|

Medicare Card Information Workbench | Support

< Learn & Shop

IND: MA HumanaChoice PPO R5826-074

@ MANDATORY INFORMATION

21212121
& DECISION MAKER 4
) MEDICARE INFORMATION Gender
ELECTION PERIOD ) Male ) Female

ESRD B
Hospital Insurance (Part A)

» DEMOGRAPHICS
03/01/2018 &

@ Residential Address

@ Mailing Address Hospital Insurance (Part B)

@ Contact Info 03/01/2018 ’
© Emergency Contact

Not saved Continue

Image 12 - Medicare Information View
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HUB
e How to start using Enrollment HUB: What do you e Create an Enrollment: PDP (New Member)
need? e Create an Enrollment: Chronic Disease (New
e Enrollment HUB Quick Start Member)
e How to Login and Logout e How to Manage an Enrollment
e Understanding the Main Menu e |dentifying Messages in the Application
e Use the Off-line Mode e Identifying the No Sales Reasons
e Workbench: Searching, Filtering and Sorting Cards e Add an OSB (Existing Member)
e Create a Scope of Appointment (SOA) e What You Cannot Forget When Using the
e How to Manage a SOA Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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ENROLLMENTHUB

JOB AID
Create an

Part of a complete flow

1. Zip Code, Enrollment Type,
Eligibility Determination
and Plan Listing

2. Mandatory Information,
Decision Maker and

Medicare Information

PCP

Additional Info (Other
Coverage, Medicaid and
LTC)

0SB and Payment

Agent Info (Agent Data &
Sale Data)

Authorize & Sign

Post Enrollment Forms and

Election Period and

ESRD €« 10.
Demographics (Residential 11.
Address, Mailing Address,

Contact Info and

Enrollment MAPD: >
Part 3 +

Enrollment card in
Workbench
Emergency Contact)
5.  Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

Election Period and ESRD

Election Period
In the Election Period section, you will need to select the appropriate Enrollment Period. To complete this section:

Description Screenshot in Enrollment HUB

1. Select the appropriate Election Period

:
type:
< Learn & Shop Election Period Workbench | Suppor
e AEP chei :
IND: MA HumanaChoice PPO R5826-074
e |[EP
© MANDATORY INFORMATION Election Period
d ICEP © DECISION MAKER
Selection of an option below certifies that to the best of your knowledge, the
° OEP @ MEDICARE INFORMATION consumer is eligible for the Enrollment Period selected. If we later determine
that this information is incorrect, the consumer may be dis-enrolled.
ELECTION PERIOD
e OEP New - .
ESRD Teday's date: 03/08/2018 12:15 PM undefined
o OEPI 3 DEMOGRAPHICS - -
Election Period types
° SE P O Residential Address ALP
© Mailing Address Show description
4 ) © Contact Info IEP
Show description
o H H H © Emergency Contact
NOTE: All election periods will gency

Not saved Save Continua

@ display in the application. However,

based on the current date or plan
type, not all election types will be
available to choose.

Image 1 - Election Period View
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Y cnroLLMENT
Ll HUB

2. Click the Show Description link to see a

description of the election period. < Learn & shop

Create an Enrollment MAPD: Part 3

digest 10ms 13ms 18

Election Period Workbench | Suppor

IND: MA HumanaChoice P

© MANDATORY INFORMATION
© DECISION MAKER
@ MEDICARE INFORMATION
ELECTION PERIOD
ESRD
(» DEMOGRAPHICS
@ Residentiol Address
© Moiling Address
© Contact Info

© Emergency Contact

Not saved

3. Click the Proposed effective date drop-
down menu and select the applicable
date. This is the date that you would like
the plan to become effective.

< Learn & Shop

@ MANDATORY INFORMATION
& DECISION MAKER
@ MEDICARE INFORMATION
ELECTION PERIOD
ESRD
(O DEMOGRAPHICS
@ Residential Address
© Mailing Address
@ Conract Infa

& Emergency Contact

Nor soved

Election Period

Selection of an option below certifies that to the best of your knowledge, the
consumer is eligible for the Enrollment Period selected. If we later determine
that this information is incorrect, the consumer may be dis-enrolled.

Today's date: 03/08/2018 12:15 PM undefined

Election Period types

AEP
Show description

IEP
Show description

Continue

Image 2 - Election Period View: Show Description Link

digest 10ms 12ms 18

Election Period Workbench | Suppor

IND: MA HumanaChoice PPO R5826-074

O Icep
Show description

O orpr
Show description

O sep
Show description

Proposed effective date

Continu

=

Image 3 - Election Period View: Propose Effective Date Field

ESRD

In the End-Stage Renal Disease (ESRD) section, there are several questions to ask in order to determine if the applicant is
eligible for this type of plan. You need to select either Yes or No answer to each question. To complete this section read

the question to the applicant and answer accordingly:

Description

Question1: Diagnosed with ESRD

Read the question “Have you been < Learn & Shop

diagnosed with End-Stage Renal Disease
(ESRD)?" to the applicant, and select the
corresponding answer:

© MANDATORY INFORMATION
© DECISION MAKER

© MEDICARE INFORMATION
© ELECTION PERIOD

ESRD

a. |If the answer is Yes, continue to the
second question.

(» DEMOGRAPHICS

} Residential Address

@ Moiling Address

b. If the answer is No, continue to the
next section of the application.

@ Conract Info

& Emergency Contact

Not saved

MarketPOINT Retail Sales Learning and Development

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)

Confidential and Proprietary to Humana Inc. (01/2018)

6%

Screenshot in Enrollment HUB

digest 10ms 11ms 21ms

End-Stage Renal Disease Workbench | Support

IND: MA HumonoChoice PPO R5826-074 Plan year: 2018

End-Stage Renal Disease (ESRD)

Have you been diagnosed with End-Stage Renal Disease (ESRD)?

) Yes ) No

Applicant Address (Physical street address required)

Street Address 1

Image 4 - ESRD View: Question Diagnosed with ESRD

Humana
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Question 2: Already a Member

Read the question “Are you currently
enrolled in another health plan that Humana
offers in your state?” to the applicant. Select
the corresponding answer:

a. Ifthe answer is Yes, continue to the
next section of the application.

b. If the answer is No, continue to the
third question.

Question 3: Medicare Advantage Plan
Discontinued

Read the question “Were you enrolled in a
Medicare Advantage plan which was
terminated or discontinued after December
31, 1998 AND are you making your first
election since then?” to the applicant. Select
the corresponding answer:

a. Ifthe answer is Yes, you continue to
the next section of the application.

b. If the answer is No, you continue to
the fourth question.

Question 4: Kidney Transplant

Read the question “Have you had a
successful kidney transplant? “to the
applicant. Select the corresponding answer:

a. Ifthe answer is Yes, continue to the
fifth question.

MarketPOINT Retail Sales Learning and Development

< Learn & Shop

— 28%

© MANDATORY INFORMATION
© DECISION MAKER
© MEDICARE TNFORMATION
© ELECTION PERICD
» ESRD
(» DEMOGRAPHICS

} Residential Address

© Mailing Address

@ Contact Infa

@ Emergency Contact

Not saved

< Learn & Shop

- 30%

© MANDATORY INFORMATION
© DECISION MAKER
© MEDICARE INFORMATION
© ELECTION PERIOD
» ESRD
» DEMOGRAPHICS

» Residential Address

@ Mailing Address

@ Contact Info

@ Emergency Contact

Not saved

Create an Enrollment MAPD: Part 3

digest 10ms 13ms 69ms

End-Stage Renal Disease Workbench | Support

e PPO R5826-074

Plan year: 2018

End-Stage Renal Disease (ESRD)

Have you been diagnosed with End-Stage Renal Disease (ESRD)?
@ Yes O No

Are you currently enrolled in another health plan that Humana offers in your
state?

) Yes ) No

Applicant Address (Physical street address required)

Image 5 - ESRD View: Question Already a Member

End-Stage Renal Disease Workbench | Support
IND: MA HumanaChoice PPO R5826-074 Plan year: 2018
End-Stage Renal Disease (ESRD)

Have you been diagnosed with End-Stage Renal Disease (ESRD)?

@ Yes O No

Are you currently enrolled in another heaith plan that Humana offers in your
state?

:J Yes ‘. No

Were you enrolled in a Medicare Advantage plan which was terminated or
discontinued after December 31, 1998 AND are you making your first election
since then?

2 Yes O No

‘ Save | Continue

Image 6 - ESRD View: Question Medicare Advantage Plan Discontinued

< Learn & Shop

— 2%

© MANDATORY INFORMATION
© DECISION MAKER
© MEDICARE INFORMATION
© ELECTION PERIOD
» ESRD
(» DEMOGRAPHICS

) Residential Addrass

& Mailing Address

@ Contact Info

& Emergency Contact

Not saved
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End-Stage Renal Disease Workbench | Support

IND: MA HumanaChoice PPO R5826-074 Plan year: 2018

Have you been diagnosed with End-Stage Renal Disease (ESRD)?

® Yes O No

Are you currently enrolled in another health plan that Humana offers in your
state?

) Yes ® No

Were you enrolled in a Medicare Advantage plan which was terminated or

discontinued after December 31, 1998 AND are you making your first election
since then?

O Yes ® No

Have you had a successful kidney transplant?

O Yes O No

Image 7 - ESRD View: Question Kidney Transplant

Humana
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b. |If the answer is No, a disclaimer
message will appear on screen:
“Based in the responses provided,
you are ineligible to enroll”.

In that case, you can’t continue with
the Enrollment process and need to
return to the Learn & Shop screen.

Question 5: Dialysis

Read the last question “Do you still require
regular dialysis?” to the applicant. Select the
answer.

a. Ifthe answer is Yes, a disclaimer
pop-up message appears: “Based in
the responses provided, you are
ineligible to enroll”.

In that case, you can’t continue with

the Enrollment process and must
return to the Learn & Shop screen.
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Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
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Create an Enrollment MAPD: Part 3

digest 10ms 13ms 39m;

End-Stage Renal Disease Workbench | Suppor

< Learn & Shop

Plan year: 2018

L 2%

IND: MA HumanaChoice PPO R5826-074

© MANDATORY INFORMATION
Are you currently enrolled in another health plan that Humana offers in your
© DECISION MAKER state?

© MEDICARE INFORMATION ) Yes ® No
© ELECTION PERIOD )
Were you enrolled in a Medicare Advantage plan which was terminated or
© ESRD discontinued after December 31, 1998 AND are you making your first election

since then?
) DEMOGRAPHICS

O Yes @ No
@ Residential Address

2
© Moiiing Address Have you had a succ?ssfuL kidney transplant?

-," Yes
—

@ Contoct Info

© Emergency contact Based in the responses provided, you ore ineligibie to enroll

Not saved Save Continue

Image 8 - ESRD View: Question Kidney Transplant

digest 10ms 13ms 39ms|

End-Stage Renal Disease Workbench | Support

< Learn & Shop

Plan year: 2018

IND: MA HumanaChoice PPO R5826-074

© MANDATORY INFORMATION state?

© DECISION MAKER L) Yes ® No

© MEDICARE INFORMATION Were you enrolled in a Medicare Advantage plan which was terminated or
discontinued after December 31, 1998 AND are you making your first election

since then?
) Yes @ No

© ELECTION PERIOD
& ESRD

¥ DEMOGRAPHICS
Have you had a successful kidney transplant?

» Residential Address . -
® Yes () No

& Mailing Address

" ; e
@ Contoct Info Do you still require regular dialysis?

) Yes (J No

© Emergency Contact

Not saved Save Continue

Image 9 - ESRD View: Dialysis Question

digest 10ms 13ms 3%

< Leam & Shop End-Stage Renal Disease Workbench | Suppori

— EELY IND: MA HumanaChoice PPO R5826-074 Plan year: 2018
- O Yes ® No

© MANDATORY INFORMATION

Were you enrolled in a Medicare Advantage plan which was terminated or

discontinued after December 31, 1998 AND are you making your first election

@ DECISION MAKER

© MEDICARE INFORMATION since then?
© ELECTION PERIOD O Yes ® No
© ESRD

Have you had a successful kidney transplant?
3 DEMOGRAPHICS = —~
® Yes ) No
@ Residential Address
Do you still require reqular dialysis?
& Mailing Address .

® ves O No

@ Contact Info
I Based In the responses provided, you ore Ineligible to enroll I

@ Emergency Contact

Not saved Save

Image 10 - ESRD View: Dialysis Question

Continue

Humana
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b. If the answer is No, continue to the

. . < Learn & Shop
Demographics section.

© MANDATORY INFORMATION
© DECISION MAKER
© MEDICARE INFORMATION
© ELECTION PERIOD
@ ESRD
» DEMOGRAPHICS

¥ Residential Address

& Mailing Address

@ Contact Info

© Emergency Contact

Not saved

—— 36%

Create an Enrollment MAPD: Part 3

End-Stage Renal Disease Workbench | Support

IND: MA HumanaChoice PPO R5826-074 Plan year: 2018

) Yes ® No

Were you enrolled in a Medicare Advantage plan which was terminated or
discontinued after December 31, 1998 AND are you making your first election
since then?

) Yes ® No

Have you had a successful kidney transplant?
® Yes O No

Do you still require regulor dialysis?

) Yes @® No

Image 11 - ESRD View: Dialysis Question

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you
need?

e Enrollment HUB Quick Start

e How to Login and Logout

e Understanding the Main Menu

e Use the Off-line Mode

e Workbench: Searching, Filtering and Sorting Cards

e (Create a Scope of Appointment (SOA)

e How to Manage a SOA

e Create an Enrollment: MAPD (New Member) €<
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Create an Enrollment: PDP (New Member)
Create an Enrollment: Chronic Disease (New
Member)

How to Manage an Enrollment

Identifying Messages in the Application
Identifying the No Sales Reasons

Add an OSB (Existing Member)

What You Cannot Forget When Using the
Enrollment HUB
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ENROLLMENTHUB

Part of a complete flow

1. Zip Code, Enrollment Type, 6. PCP

Eligibility Determination 7. Additional Info (Other
JOB AID and Plan Listing Coverage, Medicaid and
2. Mandatory Information, LTC)
C reate an Decision Maker and 8. 0SB and Payment
Medicare Information 9. Agent Info (Agent Data &
E n rOI I ment MAP D : 3. Election Period and Sale Data)
ESRD 10. Authorize & Sign
P a rt 4 4. Demographics (Residential 11. Post Enroliment Forms and

Address, Mailing Address, Enrollment card in
Contact Info and Workbench

Emergency Contact) €
5. Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

Demographics
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Create an Enrollment MAPD: Part 4

Description

1. In the Demographics section, complete
with information provided by the
applicant:

< Learn & Shop

— 36%

© MANDATORY INFORMATION

e Street Address 1
e Street Address 2 (optional)
e (City

© DECISION MAKER

© MEDICARE INFORMATION
& ELECTION PERIOD

© ESRD

» DEMOGRAPHICS

The County, State and Zip Code fields will
auto-populate from the Learn & Shop
screen.

» Residential Address
@ Mailing Address
@ Contact Info

© Emergency Contact

Not saved

< Learn & Shop

O 80%

© MANDATORY INFORMATION

NOTE: You can edit the County, State
and Zip Code fields by clicking the Edit
pencil icon.

@ @ DECISION MAKER
© MEDICARE INFORMATION
@ ELECTION PERIOD

© ESRD

© DEMOGRAPHICS

© PREFERENCES

© ADDITIONAL INFO
© PAYMENT

@ AGENT INFORMATION

@ AUTHORIZE & SIGN

Not saved

2. In the Applicant Mailing Address section,
click the check-box if the mailing address
is different from the physical address
already provided. If you select this
option, you need to complete the
following fields:

< Learn & Shop

A 41%

@ MANDATORY INFORMATION
© DECISION MAKER

@ MEDICARE INFORMATION
© ELECTION PERIOD

© ESRD

e Street Address 1

e Street Address 2 (optional) & DEmosRAPHICS
H O PREFERENCES
e (City
@ Ppreferred Language
° COUnty Digital On-Board
o State Communication
° le code Not saved

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018)

Screenshot in Enrollment HUB

Demographics
IND: MA HumanaChoice PPO R5826-074
Applicant Address (Physical street address required)

Street Address 1

Street Address 2 (optional)

City

Workbench | Support

Plon year: 2018

Save

Continue

Image 1 - Demographics View

Demographics
IND: MAPD Humana Gold Plus SNP-DE H5619-075

County

JEFFERSON

State

KY 4

Zip code

40205 &

Applicant Mailing Address (If different from physical address)

Workbench | Suppo

Plan year: 201

Save Continue

Image 2 - Demographics View

digest 10ms 12ms 20ms|

Demographics

IND: MA HumanaChoice PPO R5826-074

Zip Code

Workbench | Support

Plon year: 2018

Applicant Mailing Address (I different from physical address)

(] Check if your mailing address is different from your physical address

Contact information

Image 3 - Contact Information: Mailing Address Check-Box

TRN-

Humana
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3. In the Contact Information section,
complete the Applicant Phone Number
field.

4. Select the corresponding Phone Type
option:

e Cell Phone
e Home (land line)

a. Cell Phone Option:

1. Read the message to the
applicant.

5. Then complete the Applicant Email and

Member ID Number (if applicable) fields.

Create an Enrollment MAPD: Part 4

< Learn & Shop Demographics Workbench | Support

IND : MAPD Humana Gold Plus HMO H1036-054

MANDATORY INFORMATION Contact Information

DECISION MAKER
Applicant Phone Number (optional)

» MEDICARE INFORMATION
502-401-5555

ELECTION PERIOD

ESRD Phone Type
3 DEMOGRAPHICS |© Cell Phone (O Home (land line)

D Residential Address

@ Mailing Address There may be times when Humana will use an automated system to call or text you.

& Contact Info When that happens we will be sure to use the telephone number you provided.

Image 4 - Contact Information: Applicant Phone Number Field

< Learn & Shop Demographics Workbench | Support

IND : MAPD Hurnana Gold Plus HMO H1036-054

MANDATORY INFORMATION Contact Information

DECISION MAKER
Applicant Phone Number (optional)

® MEDICARE INFORMATION
502-401-5555

ELECTION PERIOD

50 Phone Type
e | @ Cell Phone ' Home (land line)
@ Residential Address
@ Mailing Address 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.

@ Contact Info

NOTE: These fields are optional
and nor required to complete and

submit the application.

MarketPOINT Retail Sales Learning and Development

Image 5 - Contact Information: Cell Phone Option

< Learn & Shop Demogra DhiCS Workbench | Support

IND : MAPD Humana Gold Plus HMO H1036-054

MANDATORY INFORMATION

DECISION MAKER
Applicant Email (optienal)

» MEDICARE INFORMATION

ELECTION PERIOD \ ]

ESRD
Member ID Number (optional) (i)

» DEMOGRAPHICS

O Residential Address i ]

& nanils A,

Image 7 - Contact Information: Applicant Email Field

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
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If the Applicant Email that you
entered has been used before, you
will get an error message that states
This email has already been used.
Please provide a different email
address. You will not be able to
enter that email address. The

Q

< Learn & Shop

© MANDATORY INFORMATION

MEDICARE INFORMATION

Create an Enrollment MAPD: Part 4

Demographics Workbench | Support
IND: MAPD Humana Gold Plus HMO H1036-237-002

305-666-7777

32% Plan year: 2018

@ DECISION MAKER

Phone Type

() Cell Phone (@ Home (land line)

@ ELECTION PERIOD

applicant will need to provide a
different one.

Click the I wish to provide an
Emergency Contact check-box if the
applicant wishes to add an

© ESRD
© DEMOGRAPHICS

Applicant Email {optional)

®

test@email.com

This email address has olreody been used
Please provide g different email address.

@ Residential Address

@ Mailing Address
Confirm Email

© Contact Info

@ Emergency Contact

» PRFFFRFNCFS

Not saved I Save |

digest 10ms 14ms 93mg

¢ Learn & Shop DOWOQFGDNCS Workbench | Supporl

emergency ContaCt ——— 1% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018
If you click this check-box, you will need © MANDATORY INFORMATION |
to complete the following fields: © presoner
@ MEDICARE INFORMATION
Emergency Contact Information
© ELECTION PERIOD
o LaSt Name © ESRD _J I'wish to provide an Emergency Contact
e Middle Initial (optional) @ DEMOSRAPHICS
» PREFERENCES
° First Name Preferred Language
. . . & Preferred Languoge
e Relationship to applicant P Primary Language
e Phone Number Communication English v
Vs \Notsnved Save
NOTE: If the applicant selected a POA Image 8 - Contact Information: Emergency Contact
@ for the enrollment, a checkbox will
display here. You can select it to
auto-populate the POA information
in the Emergency Contact fields.
\ J

This document is part of Enrollment HUB Training Curriculum

MarketPOINT Retail Sales Learning and Development

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)

Confidential and Proprietary to Humana Inc. (01/2018)

TRN-REF-927ad / 09.26.19
PAGE 4 OF 5





I'l'll E-ﬁfﬁM ENT Create an Enrollment MAPD: Part 4

e How to start using Enrollment HUB: What do you e Create an Enrollment: PDP (New Member)
need? e Create an Enrollment: Chronic Disease (New

e Enrollment HUB Quick Start Member)

e How to Login and Logout e How to Manage an Enrollment

e Understanding the Main Menu e |dentifying Messages in the Application

e Use the Off-line Mode e Identifying the No Sales Reasons

e Workbench: Searching, Filtering and Sorting Cards e Add an OSB (Existing Member)

e Create a Scope of Appointment (SOA) e What You Cannot Forget When Using the

e How to Manage a SOA Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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ENROLLMENTHUB

JOB AID
Create an

Enrollment: ]
MAPD: Part 5 d

1. Zip Code, Enrollment Type,
Eligibility Determination
and Plan Listing
2. Mandatory Information,
Decision Maker and
Medicare Information
Election Period and
ESRD 10.
Demographics (Residential 11.
Address, Mailing Address,

Contact Info and

Part of a complete flow

pPCP

Additional Info (Other
Coverage, Medicaid and
LTC)

OSB and Payment

Agent Info (Agent Data &
Sale Data)

Authorize & Sign

Post Enrollment Forms and
Enroliment card in
Workbench

Emergency Contact)

5. Preferences (Preferred
Language, Digital On-Board
and Communication) €

Steps to Create an Enroliment Application

Preferences

Description

1. In the Preferred Language section, click
the Primary Language drop-down menu
and select the applicable language. If you
select the Other option, the Secondary
Language Preference drop down menu
will appear, and you can select the
applicable language.

< Learn & Shop

A £1%

© MANDATORY INFORMATION
© DECISION MAKER

© MEDICARE INFORMATION
© ELECTION PERIOD

© ESRD

© DEMOGRAPHICS

e a\
@ NOTE: The Primary Language

preference is in case Humana
needs to contact the applicant by
Phone, Email, or United States
Postal Service (USPS).

(& J

} PREFERENCES

& Preferred Language
Digitol On-Board

Communication

Not saved

2. If the applicant has a visual or auditory
impairment and would prefer to receive
information in alternate format, click the
Alternative Format drop-down menu and
select one of the options. The options

< Learn & Shop

" £1%

@ MANDATORY INFORMATION

@ DECISION MAKER

include: © MEDICARE INFORMATION
@ ELECTION PERIOD
e Audio © ESRD

@ DEMOGRAPHICS

e large Print

e Accessible Screen Reader PDF
e Oral Over the Phone

e Braile

) PREFERENCES

© Preferred Longuage
Digital On-Board

Communication

Not saved

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018)

Screenshot in Enrollment HUB

Preferences Workbench | Suppori
IND: MA HumanaChoice PPO R5B26-074 Plan year: 2018
Preferred Language
Primary Language
English v
Spanish
Chinese if you would prefer us to send you information
Other
Alternative Format (cptional)
-—Select Format— S
|
Save ‘ Continue
Image 1 - Preferred Language: Primary Language

Preferences Workbench | Support

IND: MA HumanaChoice PPO R5826-074 Plan year: 2018

Alternative Format (optional)

--Select Format-—-

—Select Format—
Audio
Large Print

prmat or language than what is listed above
-800-794-5907; from 8 am. to 8 pm., 7 days a
br 30, we are open Monday - Friday from 8 a.m. to
p informacitn estd disponible de forma gratuita
BT TN U e ror rvor llame a nuestro ndmero de Servicios para
Afiliados al 1-800-794-5907; de 8 a.m. a 8 p.m,, los 7 dias de la semana. A partir del
15 de febraro hasta el 30 de septiembre, el horario de atencion es de lunes a viemnes
de 8 a.m. a 8 p.m. Los usuarios de TTY deben llomar al 711.

Image 2 - Preferred Language: Alternative Format

Humana
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 5

3. In the Digital On-Boarding section, ask the
applicant “Would you like to learn more
about receiving materials electronically?”
and select the corresponding answer:

¢ Learn & Shop Preferences Workbench | Support

41% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018

@ MANDATORY INFORMATION
© DECISION MAKER
b Yes Digital on-Boarding
© MEDICARE INFORMATION :
°
NO © ELECTION PERIOD Would you like to learn more about receiving materials electronically?
N\ © ESRD ) Yes ) No
NOTE: If the applicant wants to receive © DEMOGRAPHICS
materials e|ectron]ca|ly, the Email field must » PREFERENCES Note to agent: if asked, the member can elect to receive certain documents by
m . changing their preferences online at MyHumana or by colling Custormner Service.
be complete. If not, the message “Email © Preferred Language
cannot be blank. Please enter an email in the Digital on-Board
. D i . _
demographics section” will be displayed and Communication Communications method
you won’t be able to continue with the Mot saved e e—
process. )
Image 3 - Digital On-Boarding
a. Receiving Materials Electronically o Digial
option You have the option to receive many plan materials online rather than mailed to you. If you choose to access online, we will send you an
email with a link to register for secure, MyHumana account. After you register, you will be able to view your plan materials in your
i MyHumana account when they are available. You may change your preference at any time. These are the materials you can access
1. Read the message with all the y y y change your p Y y
online:

available online materials to the
app licant. + Verification of Enroliment
» Plan Coverage Package (Evidence of Coverage, Summary of Benefits, Plan Stars Ratings, and Value-Added Services)
+ Annual Notice of Change
+ Smart Summary ® - Explanation of Benefits (EOB)
» Plan messages and notifications

Registering for your MyHumana account is easy. Visit Humana.com to get started.

Want to learn more about the features of MyHumana?
Take a Tour of MyHumana by visiting Humana.com/TourMyHumana.

Image 4 - Digital On-Boarding: Online Communications

2. Answer the question “Would you | < tearn&shop Preferences Workbench | Support
like to receive these IND: MAPD Humana Gold Plus HMO H1036-237-002 Plan year; 2018
Communlcatlons Onllne?” MANDATORY INFORMATION - Registering for your MyHumana accountis easy. Visit Humana.com to get started.

DECISION MAKER Want to learn more about the features of MyHumana?

Take a Tour of MyHumana by visiting Humana.com/TourMyHumana.
@ MEDICARE INFORMATION

ELECTION PERIOD
Would you like to receive these communications online?

ESRD
O Yes O No
© DEMOGRAPHICS
@ Residential Address Note to agent: if asked, the member can elect to receive certain documents by

© Mailing Address changing their preferences online at MyHumana or by calling Customer Service.

© Contact Info

© Emergency Contact

Not saved Continue

Image 5 - Digital On-Boarding: Online Communications

MarketPOINT Retail Sales Learning and Development ‘
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a. Not Receiving Materials Electronically

0pt|0n ¢ Learn & Shop

1. Continue to the next section of the
application.

@ MANDATORY INFORMATION
© DECISION MAKER

@ MEDICARE INFORMATION
© ELECTION PERIOD

@ ESRD

© DEMOGRAPHICS

» PREFERENCES

& Preferred Languoge
@ Digital On-Board

Communication

Not saved

4. In the Communications Method section,
select the Preferred Method of

X i . < Learn & Shop
Communication radio button:

® Phone © MANDATORY INFORMATION
° Email © DECISION MAKER
@ MEDICARE INFORMATION
° USPS © ELECTION PERIOD
© ESRD
( \ © DEMOGRAPHICS
NOTE: If the applicant chooses a
) ) ) PREFERENCES
Preferred Method of Communication
i ) & Preferred Language
that has not been provided in the ) bighal on-Board
Demographics section, you must Commmunicotion
return to this section and update the Mot saved
information.
\_ J

43%

Create an Enrollment MAPD: Part 5

digest 10ms 14ms 62mg

Preferences Workbench | Support

IND: MA HumanaChoice PPO R5826-074

Plon year: 2018

Digital on-Boarding

Would you like to learn more about receiving materials electronically?

() Yes @® No

Note to agent: if asked, the member can elect to receive certain documents by
changing their preferences online at MyHumana or by calling Customer Service.

Communications method

Preferred Method of Communication

Continue

=

Image 6 - Digital On-Boarding: Online Communications

d995‘ 10ms 12ms 42mg

Preferences Workbench | Suppor

IND: MA HumanaChoice PPO R5826-074

Communications method

Preferred Method of Communication

) Phone ) Email ) usps

PCP

Note to agent: The plan selected requires identification of a Primary Care Physician
(PCP] in order to process the enrollment. Enter the information requested for the

Fon] o

Image 7 - Communications Method

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you
need?

e Enrollment HUB Quick Start

e How to Login and Logout

e Understanding the Main Menu

o Use the Off-line Mode

e Workbench: Searching, Filtering and Sorting Cards

e (Create a Scope of Appointment (SOA)

e How to Manage a SOA

e Create an Enrollment: MAPD (New Member) €<
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e (Create an Enroliment: PDP (New Member)
e Create an Enrollment: Chronic Disease (New

Member)

e How to Manage an Enrollment

e |dentifying Messages in the Application

e Identifying the No Sales Reasons

e Add an OSB (Existing Member)

e What You Cannot Forget When Using the

Enrollment HUB
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ENROLLMENTHUB

JOB AID
Create an

Enrollment MAPD:
Part 6

Part of a complete flow

1. Zip Code, Enrollment Type,
Eligibility Determination
and Plan Listing

2. Mandatory Information,
Decision Maker and
Medicare Information

3. Election Period and
ESRD

4. Demographics (Residential
Address, Mailing Address,
Contact Info and
Emergency Contact)

5. Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

This section is to complete the information regarding the Primary-Care Physician, and is to be completed only for specific

plans. To complete this section:

10.
11.

PCP &

Additional Info (Other
Coverage, Medicaid and
LTC)

0SB and Payment

Agent Info (Agent Data &
Sale Data)

Authorize & Sign

Post Enrollment Forms and
Enrollment card in
Workbench

Description

1. In the Primary Care Physician section, read
the disclosure message to the applicant.

2. Complete the Name of Primary Care
Physician (PCP) field.

@ NOTE: When working in connected
mode, you can use the Search for
my Doctor button and use Physician

Finder to locate the physician
information.

MarketPOINT Retail Sales Learning and Development

Screenshot in Enrollment HUB

< Learn & Shop PCP

L 4£2%

© MANDATORY INFORMATION
© DECISION MAKER PCP

© MEDICARE INFORMATION

IND: MA HumanaChoice PPO R5826-074

digest 11ms 15ms 57ms|

Workbench | Support

Plon year: 2018

@ ELECTION PERIOD

@ ESRD

Note to agent: The plan selected requires identification of a Primary Care Physician
(PCP) in order to process the enrollment. Enter the information requested for the
Primary Care Physician for the plan the applicant is enrolling.

© DEMOGRAPHICS

» PREFERENCES

& Freferred Language

) Digital On-Board I

Communication

Not saved

Search for my doctor Q

Nome of Primary Care Physician (PCP)

Image 1 - Primary Care Physician View
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m E_!ilFﬁoﬁM ENT Create an Enrollment MAPD: Part 6

3. Complete the PCP ID Number field.
4. Read the “Are you an established patient of < Learn & Shop PcP Workbench | Suppor
[ ” - -
the phySICIan you Select? , and answer — 2% IND: MA HumanaChoice PPO RSB26-074 Plan year: 2018
elther: © MANDATORY INFORMATION
O EEET LR Name of Primary Care Physician (PCP)
e Yes © MEDICARE INFORMATION
° No © ELECTION PERIOD
DD PCP ID Number
© DEMOGRAPHICS
) PREFERENCES I I
© Preferred Language Are you an established patient of the physician you selected?
) Digital On-Board 2 Yes O No
Communication
Not saved Save I

Image 2 - Primary Care Physician View

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you e Create an Enrollment: PDP (New Member)
need? e Create an Enroliment: Chronic Disease (New

e Enrollment HUB Quick Start Member)

e How to Login and Logout e How to Manage an Enrollment

e Understanding the Main Menu e |dentifying Messages in the Application

e Use the Off-line Mode e Identifying the No Sales Reasons

e Workbench: Searching, Filtering and Sorting Cards e Add an OSB (Existing Member)

e Create a Scope of Appointment (SOA) e What You Cannot Forget When Using the

e How to Manage a SOA Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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ENROLLMENTHUB

Part of a complete flow

1. Zip Code, Enrollment Type, 6. PCP
Eligibility Determination 7. Additional Info (Other
JOB AID and Plan Listing Coverage) and Medicaid €
2. Mandatory Information, 8. 0SB and Payment
C reate an Decision Maker and 9. Agent Info (Agent Data &
Medicare Information Sale Data)
E n rOI I ment MAP D : 3. Election Period and 10. Authorize & Sign
ESRD 11. Post Enroliment Forms and
Part 7 4.  Demographics (Residential Enrollment card in
Address, Mailing Address, Workbench

Contact Info and
Emergency Contact)

5.  Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

Additional |

|

Description Screenshot in Enrollment HUB

1. In Other Coverage section, read the
guestions to the applicant and select

: .
the appropriate answer. Applicants can

Additional information
answer Yes or No to each of the < Laom & Shop Workbench | Support
. . S 58% IND: MA HumanaChoice PPO R5826-074 P\myeur: 2018
following questions: :
© MANDATORY INFORMATION Other Coverage
e “Once enrolled, will you or your © DECISION MaKER
k?” ) T Once enrolled, will you or your spouse work?
spouse work ) ves o
w . @ ELECTION PERIOD
L4 Once enro”edl WI“ yOU or yOUr ®© ESRD Once enrolled, will you or your spouse have other group health coverage?
spouse have other group health © DEMOGRAPHICS O ves O No
Coverage?” |f the answer for th|5 © PREFERENCES Will you have ather prescription drug caverage in addition to the plan far which
) . . & PCp you are applying?
question is Yes, the applicant needs ~ ~ ~ O Yes O No
to complete the Other Coverage . oxher overage
information section. — oo |

e “Will you have other prescription

drug coverage in addition to the Image 1 - Additional Information View

plan for which you are applying?”
® ”H: you have employer medical < Learn & Shop Additional information Workbench | Suppor!

and/or preSCFiption drug Coverage, — 6% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018]

do you underStand your employer @ MANDATORY INFORMATION ‘ Will you have other prescription drug coverage in addition to the plan for which

coverage will end and be replaced © DECISION MAKER you are pplying?

. () Yes ) No
by the coverage applied for today, © MEDICATE EOmIATION
© FELECTION PERIOD If you have employer medical and/or prescription drug coverage, do you
once accepted by the Centers for understand your employer coverage will end and be replaced by the coverage
. . . ” . © EsRD applied for todoy, once accepted by the Centers for Medicare and Medicaid

Medicaid Services?” This fourth A E— Sarvices?

guestion displays when you answer © PREFERENCES e e

Yes to the first and second e

. ) ADDITIONAL INFO Medicaid
questions.

& Other Coverage
Are you enrolled in your state's Medicaid coverage?

o saved Continue

Image 2 - Additional Information View

na_ L amART e e e e Y | .
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Y cnRoLLMENT
Ll HUB

2. In the Medicaid section, read the
question “Are you enrolled in your
state’s Medicaid coverage?” to the
applicant, and select either:

e Yes
e No

a. Ifthe answer is Yes, complete the
Applicant Medicaid Number and
Effective Date fields. If the
applicant is unable to provide the
Medicaid Number you will still be
able to complete and submit the
application.

b. If the answer is No, continue to the
next section.

MarketPOINT Retail Sales Learning and Development

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)

Confidential and Proprietary to Humana Inc. (01/2018)

Create an Enrollment MAPD: Part 7

< Learn & Shop Additional information Workbench | Support

[ 2% IND: MAPD Humana Gold Plus HMO H1036-237-002 Plan year: 2018

MANDATORY INFORMATION = coverage in addition to the plan for which you are applying? 4
DECISION MAKER O Yes O No

» MEDICARE INFORMATION
ELECTION PERIOD Medicaid

ESRD

, icai ?
3 DEMOGRAPHICS Are you enrolled in your state's Medicaid coverage?

O Yes O No
) Residential Address
@ Mailing Address
@ Contact Info Payment amount

@ Emergency Contact
Not saved { Save Continue

Image 3 - Medicaid View

< Learn & Shop Additional information Workbench | Support
AR—— 5% IND: MAPD Humana Gold Plus HMO H1036-237-002 Plan year: 2018

MANDATORY INFORMATION Are you enrolled in your state's Medicaid coverage?

DECISION MAKER @ Yes O No

» MEDICARE INFORMATION
Applicant Medicaid Number (optional)
ELECTION PERIOD

ESRD
3 DEMOGRAPHICS I I
D Residential Address
© Mailing Address Effective Date
© Contact Info I MM/DI

© Emergency Contact

Not saved ‘ Save ‘ Continue

Image 4 - Medicaid View: Yes Option

Humana
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Y cnRoLLMENT
Lil HUB

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you
need?

e Enrollment HUB Quick Start

e How to Login and Logout

e Understanding the Main Menu

e Use the Off-line Mode

e Workbench: Searching, Filtering and Sorting Cards

e Create a Scope of Appointment (SOA)

e How to Manage a SOA

e Create an Enrollment: MAPD (New Member) €<
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Create an Enrollment MAPD: Part 7

Create an Enrollment: PDP (New Member)
Create an Enrollment: Chronic Disease (New
Member)

How to Manage an Enrollment

Identifying Messages in the Application
Identifying the No Sales Reasons

Add an OSB (Existing Member)

What You Cannot Forget When Using the
Enrollment HUB
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ENROLLMENTHUB

JOB AID
Create an

Enrollment MAPD:
Part 8

Part of a complete flow

1. Zip Code, Enrollment Type, 6. PCP
Additional Info (Other

Coverage, Medicaid and

Eligibility Determination 7.
and Plan Listing
2. Mandatory Information, LTC)
0SB and Payment €
Agent Info (Agent Data &

Decision Maker and

Medicare Information

3.  Election Period and Sale Data)
ESRD 10. Authorize & Sign
4.  Demographics (Residential 11. Post Enrollment Forms and

Address, Mailing Address,

Contact Info and

Enrollment card in
Workbench
Emergency Contact)
5. Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

OSB & Payment

OSB

Some plans may include the Optional Supplemental Benefits (OSB) section. To complete this process:

Description

1. In the Optional Supplemental Benefit (OSB)
guestions section, the applicant has the
chance to add or change the prior OSB
selection coverage to the plan.

2. Read the “Are you interested in a
supplemental benefit plan?” question, and

click either:
o Yes
e No

3. You will then be required to select the OSB
plans that you want to add to the coverage.

NOTE: Keep in mind that Primary Care

@ Physician (PCP) and Optional
Supplemental Benefits (OSB) sections do
not appear in all MAPD base plans.

MarketPOINT Retail Sales Learning and Development
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Screenshot in Enrollment Hub

< Learn & Shop Optional Supplemental Benefits Workbench | Support

L 37% IND: MAPD Humana Gold Plus HMO H5619-021 Plan year: 2018
@ Preferred Language -
Digital On-Board Optional Supplemental Benefits (OSB) questions
Communication
Are you interested in a supplemental benefit plan?
( ADDITIONAL INFO O O
Yes No
Other Coverage
. Optional Supplemental Benefits for this plan:
Medicaid
© Lrc MYOPTION DENTAL ENRICHED HMO $33.60
0SB
PAYMENT Total estimated monthly OSB fee $0.00
( AGENT INFORMATION
Not saved Save Continue

Image 1 - OSB View

< Learn & Shop Optional Supplemental Benefits Workbench | Support

— 37% IND: MAPD Humana Gold Plus HMO H5619-021 Plan year: 2018
@ preferred Language -
Digital On-Board Optional Supplemental Benefits (OSB) questions
Communication
Are you interested in a supplemental benefit plan?
(» ADDITIONAL INFO O O
Yes No
Other Coverage
. Optional Supplemental Benefits for this plan:
Medicaid
MYOPTION DENTAL ENRICHED HMO $33.60
© LIC
0sB
PAYMENT Total estimated monthly OSB fee $0.00
(O AGENT INFORMATION
Not saved Save Continue

Image 2 - OSB View: Supplemental Benefit Plan
|

TRN-REF-927ah / 06.05.18
PAGE 1 OF 5





m E_!ilFﬁoﬁM ENT Create an Enrollment MAPD: Part 8

Payment
Once you complete the previous sections, you will see the Payment screen available.

In the Payment subsection you will find detailed information about the payment process:

1. Detail of Payment Amount: Here you will find detailed information about each payment amount per month. The
section will display the Monthly Premium for the base plan, followed by the Monthly Premium for the OSB plan(s),
then the Total Monthly Premium amount will display

2. Payment Options: This section includes the payment options available for all plans. Keep in mind that CarePlus plans
do not have the Credit Card as a payment option available.

3. Disclosure: Here you will find additional information regarding the payment process. You will need to read this section
to the applicant.

< Learn & Shop Poymemt

- % IND:MAPD Humana Gold Plus HMO H1036-054
MANDATORY INFORMATION
DECISION MAKER Payment amount

@ MEDICARE INFORMATION
EL LR O | Monthly premium for base plan
ESRD

© DEMOGRAPHICS

Please select a payment method to pay your monthly premium andior late enrollment penalties:
O Residential Address Humana hos automated options to help you pay your monthly premiums. The options are to have your monthly premium deducted automatically from your bank account, credit card, Social Security or Railroad
) Retirement Board check. The other option is that we can send you a payment book. For your conveniece would you like to be set up on an automated option for deductions from a bank account or credit card, or

@ Mailing Address from your Social Security or Railroad Retirement Board Check?

© Contact Info

® Emergency Contact Payment Options

<

PREFERENCES (O Automatic Checking or Savings Account Deduction

@ Preferred Language () Social Security Benefit Check Deduction

© Digital On-Board ) )

O Railroad Retirement Board Benefit check deduction
Communication
(O Automatic Credit Card Deduction
pCcP

ADDITIONAL INFO () Pay Directly

PAYMENT
Visit Humana.com and log in in to your secure MyHumana.com account (click Register for MyHumana if you haven't signed up yet) to take advantage of premium related services by clicking the Billing link. If you
have selected Pay Directly as your payment option, you can make your monthly premium payments online or update your recurring Checking, Savings or Credit Card information.

If you are assessed a Part-D Income Related Monthly Adjustment Amount (Part D-IRMAA), you will be notified by the Soclal Security Administration. You will be responsible for paying this extra amount in addition

@ AGENT INFORMATION

O Agent Data to your plan premium.
O Sale Data 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.
e Please Note: If you have Low Income Subsidy (LIS) and are enrolling in @ plan with Drug Coverage, you may experience a change in premium or copay if your LIS level changes.
Image 3 - Payment View
Description Screenshot in Enrollment HUB

1. In the Payment amouht section, < Learn & Shop Payment Workbench | Suppori
select the corresponding

Payment Option:

IND: MA HumanaChoice PPO R5826-074

© MANDATORY INFORMATION =
a. Automatic Account Deduction e pecision maxes e
b. Social Security Benefit Check © MEDICARE INFORMATION | S s e e
C. Railroad Retirement Boa rd © ELECTION PERIOD @ Social Security Benefit Check Deduction
d. Automatic Credlt Ca rd © ESRD (U Railroad Retirement Board Benefit check deduction
Deduction © DEMOGRAPHICS ) Automatic Credit Card Deduction
e. Pay Directly © PREFERENCES ™) Pay Directly
o ecp
© ADDITIONAL INFO You can also visit our site at Humana.com and log in to your secure MyHumana
PAYMENT account (click Register for MyHumana if you haven't signed up yet) to take advantage

of premium related services by clicking the Pay My Bill link. If you have selected

Image 4 - Payment Options

NOTE: CarePlus plans do not have
Automatic Credit Card Deduction

option available.
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 8

a. Automatic Account
Deduction Option:

digest 11ms 13ms 74ms

¢ Learn & Shop Payment Workbench | Support
1' SeleCt the correspondlng N MA HumanaChoice PPO R5826-074 Plan year: 2018
ACCO unt ty pe 0 pt on: © MANDATORY INFORMATION Automatic Checking or Saving Account Deduction
: © DECISION MAKER O i i i
° Check|ng ) Automatic Credit Card Deduction
. © MEDICARE INFORMATION
° SaVI ngs © ELECTION PERIOD T hereby authorize Humana to Initiate debit/credit entries to my checking/savings
account as indicated below, in amounts appropriate to my coverage; and authorize
© ESRD the bank named below to debit/credit the same to such account. I authorize Humana
® v to change the amount of the debit/credit, provided that I am given reasonable
UERCGEARIS written notice (at least 30 days in advance of the change). This authorization is to
® PREFERENCES remaln effective until I give Humana and the bank reasonable notice of termination.
© PCP
© ADDITIONAL INFO Account type
O PAYMENT O Checking O Savings
Image 5 - Payment View: Automatic Account Deduction Option
2. Complete the
corresponding fields:
¢ Learn & Shop Payment Workbench | Support
e Bank name 3% IND: MA HumanaChoice PPO RS826-074 Plan year: 2018
° i : Bank
ROUtIng number © MANDATORY INFORMATION cni nome
e Account number © DECISION MAKER I I
© MEDICARE INFORMATION
Routing number
© ELECTION PERICD
@ ESRD I I
DACEEOCE G Account number
© PREFERENCES
@ PCP I I
@ ADDITIONAL INFO
) PAYMENT =
Routina Number  Account Number
Image 6 - Payment View: Automatic Account Deduction Option
3. Read the disclosure
message to the applicant
Wlth addltlonal payment < Learn & Shop Poyment Workbench | Support
|nf0 rmation. 0% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018
© MANDATORY INFORMATION
Automatic deduction from your monthly Railrood Retirement Board benefit check.
@ DECISION MAKER You must currently be receiving a Rallroad retirement Board benefit check In order 1o
N OTE' I n case yO un eed tO StO p & MEDICARE DrCRMATION :lml\fy for this payment oprllorf ““IMPORTANT N.OTF about Rallroad Retirement Board
. . enefit (RRB) Check Deduction: The RRB deduction may take two or more months to
Comp|et| ng the form, yOU can Clle © ELECTION PERIOD begin after RRB approves the deduction. In most cases, if the RRB accepts your
g request for automatic deduction, the first deduction from your RRB benefit check will
the SaVe button a nd Contln ue Iate r. @ ESRD include all premiums due from your enrollment effective date up to the point
© Domi withholding begins. If RRB does not approve your request for automatic deduction,
DRESARIL we will send you a paper bill for your monthly premiums.
© PREFERENCES
© PCP
© ADDITIONAL INFO You can also visit our site at Humana.com and llr\ 10 your secure ylmmanu
© PAYMENT
Not saved ntinue
Image 7 - Payment View: Automatic Account Deduction Option
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 8

b. Social Security Benefit Check
Option:

1. Read the disclosure < Learn & Shop Payment Workbench | Support
messages to the
applicant with additional

IND: MA HumanaChoice PPO R5826-074

. . @ MANDATORY INFORMATION
paymen tinformation. _) Automatic Checking or Savings Account Deduction
© DECISION MAKER
® MEDICARE INFORMATION I @ Social Security Benefit Check Deduction I
@ ELECTION PERIOD (O Railroad Retirement Board Benefit check deduction
© ESRD (O Automatic Credit Card Deduction
© DEMOGRAPHICS ’
() Pay Directly
@ PREFERENCES
@ PCP Autematic deduction from your monthly Social Security Benefit Check. ** IMPORTANT
© ADDITIONAL INFO NOTE about Social Security Check Ded&{cuon: Ihe Social Security dcduc.uon may toke
two or more months to begin after Social Security approves the deduction. In most
© PAYMENT coses, if Social Security accepts your request for automatic deduction, the first
deduction from your Social Security benefit check will include all premiums due from
Image 8 - Payment View: Social Security Benefit Check Option
c. Railroad Retirement Board
Option:
1. Read the disclosure < Learn & Shop Payment Workbench | Support
IND: MA HumanaChoice PPO R5826-074
messages to the ;
o SOtIaT SeCunty oene CCR Dequtto
I i it © MANDATORY INFORMATION
a p p l icant Wlth a d d itiona l ® Railroad Retirement Board Benefit check deduction
ment |nf m t| n © DECISION MAKER
pa y e 0 ation. © MEDICARE INFORMATION _) Automatic Credit Card Deduction
© ELECTION PERIOD O Pay Directly
© ESRD
Automatic deduction from your monthly Railroad Retirement Board benefit check.
© DEMOGRAPHICS You must currently be receiving a Railroad retirement Board benefit check in order to
© PREFERENCES qualify for this payment option. **IMPORTANT NOTE about Railroad Retirement Boord
Benefit (RRB) Check Deduction: The RRB deduction may take two or more months to
@ PCP begin after RRB approves the deduction. In most cases, if the RRB accepts your
© ADDITIONAL INFO ‘lequest for uulofnullc deduction, the first deduction from your RRB benefit check will
include all premiums due from your enrollment effective date up to the point
@ PAYMENT withholding begins. If RRB does not approve your request for automatic deduction,
we will send vou g paper bill for vour monthly

Image 9 - Payment View: Railroad Retirement Board Option

d. Automatic Credit Card
Deduction Option:

. < Learn & Shop Payment Workbench | Support
1. Read the disclosure

S 68% IND: MA HumanaChoice PPO R5826-074 Plan year: 2018

message to the applicant ,
MANDATORY INFORMATION I Automatic Credit Card Deduction I

with additional payment B
© DECISION MAKER

1 i I hereby authorize Humana to Initiate debit/credit entries to my credit card account,

n fo rm at on. © MEDICARE INFORMATION as indicated, in amounts appropriate to my coverage; and authorize the bank named
© ELECTION PERIOD n; dohh/rhr;dir r:p snrnpdmdsn:h account. Inurhnrinhﬂum:'r‘m 1o change the amount

of the debit/credit, provided that 1 am given reasonable written notice (at least 30
2 . CO m p | ete th e Ca rd © ESRD days in advance of the change). This authorization is to remain effective until I give
. . Humana and the bank reasonable notice of termination.
number and Expiration © DEMOGRAPHICS
H © PREFERENCES
date ﬂ € l dS . © rep Card number Expiration date
(without dashes) (mmyyy)
© ADDITIONAL INFO
» PAYMENT ) ‘ |

Image 10 - Payment View: Automatic Credit Card Deduction Option
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Y cnRoLLMENT
Ll HUB

e. Pay Directly Option:

1. Read the disclosure
messages to the
applicant with additional
payment information.

< Learn & Shop

© DECISION MAKER

» 70%

© MANDATORY INFORMATION

© MEDICARE INFORMATION

© ELECTION PERIOD
© ESRD

© DEMOGRAPHICS
© PREFERENCES

© pPCp

© ADDITIONAL INFO

© PAYMENT

Create an Enrollment MAPD: Part 8

digest 10ms 12ms 17,

Workbench | Support

Payment

IND: MA HumanaChoice PPO R5826-074 Plan year: 2018

() Automatic Checking or Savings Account Deduction
(O Social Security Benefit Check Deduction
(O Railroad Retirement Board Benefit check deduction

() Automatic Credit Card Deduction

@ Pay Directly

Once we receive your signed enrollment form, we will mail you a payment book for
paying your monthly premiumns via personal check. The payment book will include
instructions on paying using ather payment options should you prefer to do so. You
may also have the option to send advance payments all at once.

Image 11 - Payment View: Pay Directly Option

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you
need?

e Enrollment HUB Quick Start

e How to Login and Logout

e Understanding the Main Menu

e Use the Off-line Mode

e Workbench: Searching, Filtering and Sorting Cards

e (Create a Scope of Appointment (SOA)

e How to Manage a SOA

e Create an Enrollment: MAPD (New Member) €<

MarketPOINT Retail Sales Learning and Development

e Create an Enroliment: PDP (New Member)

e (Create an Enroliment: Chronic Disease (New
Member)

e How to Manage an Enrollment

e |dentifying Messages in the Application

e Identifying the No Sales Reasons

e Add an OSB (Existing Member)

e What You Cannot Forget When Using the
Enrollment HUB
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ENROLLMENTHUB

Part of a complete flow

1. Zip Code, Enrollment Type, 6. PCP
Eligibility Determination 7. Additional Info (Other
and Plan Listing Coverage, Medicaid and
JOB AID 2. Mandatory Information, LTC)
C reate an Decision Maker and 8. 0SB and Payment
Medicare Information 9. Agent Info (Agent Data &
E n rol I ment MAP D : 3. Election Period and Sale Data) €
ESRD 10. Authorize & Sign
Part 9 4. Demographics (Residential 11. Post Enrollment Forms and
Address, Mailing Address, Enrollment card in
Contact Info and Workbench

Emergency Contact)
5. Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

The Agent Information has two main subsections: Agent Data and Sale Data. To complete this section:

Description Screenshot in Enrollment HUB
e Add your agent information. Agent name, ¢ Learn & Shop Agent information Workbench | Support
Location, and Agent SAN are already populated IND  MAPD Hurmana Gold Pls HMO H1036.054
in the screen. Make sure to complete: . . [ | y
e Agency Name (optional) DECISION MAKER
° Agency SAN (Optional) O MEDICARE INFORMATION MGA (optional}
. I ELECTION PERIOD [ I
e (optional) o
e MGA (Optional) ( DEMOGRAPHICS Licensed Sales Agent email address
o Licensed Sales Agent email address D Residentiol Address ehubagent1@humana.com |
H H © Mailing Address
® EXternaI Partner Allgnment' lf appllcable’ @ Contact Info Please select an External Partner Alignment if applicable (i)
the system will auto-populate Affinity © Fmergency Contact [ - >
Partner affiliation: o PREFERENCES

Image 1 - Agent Information View: Agent Data

e |n the Sale Data subsection, you will find the

following fields are already populated in the
screen: < Learn & Shop Agent information Workbench | Support
A 0% IND: MA HumanaChoice PPO R5826-074 Plon year: 2018
e Campaign Key Code -
© MANDATORY INFORMATION Sale Data
e GR number © DECISION MAKER
Campaign Key Code
° BN number © MEDICARE INFORMATION
© ELECTION PERIOD I e — I
o= GR number
© DEMOGRAPHICS I ] ) I
© PREFERENCES -
© PCP BN number
© ADDITIONAL INFO I I
© PAYMENT
Image 2 - Agent Information View: Sale Data
MarketPOINT Retail Sales Learning and Development H um a N CI
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Y cnroLLMENT
Ll HUB

In the Veteran Status drop-down menu, select

the corresponding status of the applicant:

Veteran

Veteran spouse
Veteran referral
None of the above

In the Lead source (AKA “source”) drop-down
menu, select the corresponding source:

e Business
e Campaign
e Contact

@ NOTE: Depending on the Lead
source selected, the applicant may
add a Sub-source in the optional
drop-down menu.

From the SOA Source list, click the
corresponding option based on the method
that you have used to collect the Scope of
Appointment:

e Humana Paper

e |VR

e DMS

e Non-Humana Paper
e Enrollment HUB

NOTE: For CarePlus plans the options
are CarePlus Paper and Non-CarePlus

Paper.

< Learn & Shop

A 0%

Create an Enrollment MAPD: Part 9

Agent information

IND: MA HumanaChoice PPO R5B26-074

digest 11ms 17ms 68ms

Workbench | Support

Plan year: 2018

MANDATORY INFORMATION

DECISION MAKER
MEDICARE INFORMATION
ELECTION PERIOD

ESRD

DEMOGRAPHICS

e 0 0 0 0 00

PREFERENCES
@ PCP
@ ADDITIONAL INFO

© PAYMENT

< Learn & Shop

N 2%

© MANDATORY INFORMATION
& DECISION MAKER

© MEDICARE INFORMATION
& ELECTION PERIOD

© ESRD

© DEMOGRAPHICS

© PREFERENCES

& PCP

© ADDITIONAL INFO

& PAYMENT

< Learn & Shop
. 2%

© MANDATORY INFORMATION
© DECISION MAKER

© MEDICARE INFORMATION
© ELECTION PERIOD

& ESRD

© DEMOGRAPHICS

© PREFERENCES

© PCP

© ADDITIONAL INFO

© PAYMENT

255932

BN number

Veteran status

Veteran

Vi spouse
Veteran referral
None of lhe above

Image 3 - Agent Information View: Veteran Status

Agent information

IND: MA HumanaChoice PPO R5826-074

Veteran status

Veleran spouse

Lead source (AKA "source") (optional)

Campaign
Kannada
Contact

Business

digest 11ms 13ms 25ms

Workbench | Support

Plan year: 2018

Image 4 - Agent Information View: Lead Source

Agent information

IND: MA HumanaChoice PPO R5826-074

SOA Source

) Humana Paper

O R

O bMs

) Nen-Humana Paper

) Enroliment Hub

Products discussed

] MAMAPD

] visien [[] Hospital

[ poP

digest 12ms 15ms 155ms

Workbench | Support

Plan year: 2018

[ Dental

Image 5 - Agent Information View: SOA Source
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Y cnroLLMENT
Lil HUB

a. |If you select Humana or CarePlus Paper,
IVR, DMS, or Enrollment HUB, the SOA ID
field displays.

b. If you select the Non-Humana Paper or
Non-CarePlus Paper option, the SOA ID
field does not display.

NOTE: In case there is an Enrollment
HUB created SOA card associated to
that Enrollment card, the SOA type

and SOA ID automatically populates
in the screen.

6. In the Product Discussed section, select the
corresponding option:

e MA/MAPD

e PDP

e Med Supp

e Dental

e Vision

e Hospital Indemnity
e Other

7. The Business segment (Tier 1) field is populated
in the screen based on the Product discussed
option, selected in the previous step.

8. Complete the Marketing source (Tier 2) “Where
did you hear about us?”, and Sale location (Tier
3) “Where was this enrollment application
happen?” fields.

Create an Enrollment MAPD: Part 9

digest 11ms 13ms 35ms|

Agent information Workbench | Support

< Learn & Shop

IND: MA Humana ice PPO R5826-074

- 3%

Plan year: 2018

© MANDATORY INFORMATION N
(@ DMS
© DECISION MAKER

_) Non-Humana Paper
© MEDICARE INFORMATION

© ELECTION PERIOD _) Enroliment Hub

© ESRD SOAID
@ DEMOGRAPHICS II I

@ PREFERENCES |

@ PCP Products discussed

© ADDITIONAL INFO ] MA/MAPD ] poP ] Med Supp [ Dental
R ] Vision [C] Hospital ] Other

Image 6 - Agent Information View: SOA ID

[ digest 10ms 12ms 29ms|
< Learn & Shop Agent information Workbench | Support
— 5% IND: MA HumanaChoice PPO R5826-074 Plon year: 2018
@ MANDATORY INFORMATION Products discussed
© DECISION MAKER ] MA/MAPD || PDP (] Med Supp | Dental
© MEDICARE INFORMATION

(] vision [ Hospital (] Other
© ELECTION PERIOD Indemnity
© ESRD
© DEMOGRAPHICS Business segment (Tier 1) (oprional)
@ PREFERENCES
vl
S PCP

© ADDITIONAL INFO Marketing source (Tier 2) Where did you hear about us? (optional)

@ PAYMENT |
~

Image 7 - Agent Information View: Product Discussed

digest 11ms 15ms S4mey

¢ Learn & Shop Agent information Workbench | Support

IND: MA HumaneCheice PRO RSBZE-074

© MANDATORY THFORMATION Business seqment (Ther 1]

& DECISION MAKER I A I

& MEDICARE MMFORMATION

Marketing scurce (Tier 2) Where did you hear about us?
© ELICTION PERIDD 4 ! - ¥

S ESRD I hd I

€ DEMOGRAPHICS

Sale location (Tier 3) Where wos this enrollment application happen?
S PREFERENCES

& Fop | I VI

S ADDITIONAL BNFO

S PAYMIENT
Digital Signature

Image 8 - Agent Information View: Sale Data
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I'l'll E—ﬁi)ﬁM ENT Create an Enrollment MAPD: Part 9

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you e Create an Enrollment: PDP (New Member)
need? e Create an Enrollment: Chronic Disease (New

e Enrollment HUB Quick Start Member)

e How to Login and Logout e How to Manage an Enrollment

e Understanding the Main Menu e |dentifying Messages in the Application

o Use the Off-line Mode e |dentifying the No Sales Reasons

e Workbench: Searching, Filtering and Sorting Cards e Addan OSB (Existing Member)

e Create a Scope of Appointment (SOA) e What You Cannot Forget When Using the

e How to Manage a SOA Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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ENROLLMENTHUB

Part of a complete flow

1. Zip Code, Enrollment Type, PCP
Eligibility Determination 7. Additional Info (Other

JOB AID and Plan Listing Coverage, Medicaid and
2. Mandatory Information, LTC)
C reate an Decision Maker and 8. 0SB and Payment
Medicare Information Agent Info (Agent Data &
E n rOI I ment MAP D : 3.  Election Period and Sale Data)
ESRD 10. Authorize & Sign €
Part 10 4. Demographics (Residential 11. Post Enrollment Forms and

Enrollment card in
Workbench

Address, Mailing Address,
Contact Info and
Emergency Contact)

5. Preferences (Preferred
Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

ho

ign

Description Screenshot in Enrollment HUB

1. Read the disclosure to the applicant to make

sure they agree to sign the Enrollment form.

Authorization & signature Workbench | Support

¢ Learn & Shop

E—— 75% IND: MA Humanachoice PPO R5826-074 Plan year: 2018

( )

®

igita
© MANDATORY INFORMATION DI[]H,,‘ S\QHGHII’F‘

NOTE: The Signature Box will be
enabled once you have completed the
required fields from the form.

You will find that the completed
Navigation Drawer items, except for
the actual Authorize and Sign item, will
switch from yellow to green.

& DECISION MAKER

Authorizations
© MEDICARE INFORMATION

€ ELECTION PERIOD
[ (the User) and Humana acknowledge ond ogree to the following provisions:

1. I will conduct this enrollment, and any changes made to this enroliment
information, via an electronic transaction that will be verified by an electronic
Slgl'lﬂll.llﬂ

2. This agreement to use an electronic transaction only applies to enrollment
services.

3. I may request that this agreement be cancelled. If cancelled, [ can request that
paper enroliment forms be sent to me at no cost by giving my Humana
representative an address, phone number, and @ contoct name.

4, [ may ask for a paper copy of this recorded transaction.

i recmer < y fc rm of

© ESRD

© DEMOGRAPHICS
© PREFERENCES

@ PCP

© ADDITIONAL INFO

© PAYMENT
\ J Lo i

Image 1 - Authorize and Sign View
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Y cnRoLLMENT
Ll HUB

2. Click the Capture signature button to
complete the Enrollment.

3. Once the signature has been captured, click
the Continue button to finish the Enrollment
Form. Keep in mind that by this point, the
enrollment has yet not been submitted. You
need to continue to the Post Enroliment
Forms sections and complete it, before
submitting the Enrollment.

NOTE: The “You've captured the
signature successfully!” message will

display. Click DISMISS to continue.

Create an Enrollment MAPD: Part 10

digest 11ms 12ms 28ms

Authorization & signature Workbench | Support

¢ Learn & Shop

— IND: MA HumanaChoice PPO R5826-074

Plon year: 2018

© ESRD - Please inform the applicant of the following:

Signature of applicant or authorized legal representative (as indicated in the
Decision maker section above}

S

‘ Capture signature ’

[ Clear signature |
N~—— —

@ DEMOGRAPHICS

& PREFERENCES

@ Pcp

& ADDITIONAL INFO
@ PAYMENT

@ AGENT INFORMATION

AUTHORIZE & SIGN

Digital Signature

Image 2 - Authorize and Sign View

digest 11ms 13ms 34m:

¢ Leam & Shop Authorization & signature Workbench | Suppor

— 20% IND: MA HumanaChoice PPO R5826-074

Plon year: 2018

@ ESRD - Please inform the applicant of the following:

Signature of applicant or authorized legal representative (as indicated in the
Decision maker section above)

© DEMOGRAPHICS

© PREFERENCES

@ PCP

@ ADDITIONAL INFO
@ PAYMENT

© AGENT INFORMATION
@ AUTHORIZE & SIGN

9 You've coptured the signature successfully! DISMISS

Not saved

Image 3 - Authorize and Sign View

This document is part of Enrollment HUB Training Curriculum

e How to start using Enrollment HUB: What do you °

need?
e Enrollment HUB Quick Start
e How to Login and Logout
e Understanding the Main Menu
e Use the Off-line Mode

e Workbench: Searching, Filtering and Sorting Cards °

e (Create a Scope of Appointment (SOA)
e How to Manage a SOA

Create an Enrollment: PDP (New Member)

e Create an Enrollment: Chronic Disease (New
Member)

e How to Manage an Enrollment

e Identifying Messages in the Application

e Identifying the No Sales Reasons

Add an OSB (Existing Member)

e What You Cannot Forget When Using the

Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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ENROLLMENTHUB

Part of a complete flow

1. Zip Code, Enrollment Type, 6. PCP

Eligibility Determination 7. Additional Info (Other
JOB AID and Plan Listing Coverage, Medicaid and
2. Mandatory Information, LTC)
C reate an Decision Maker and 8. 0SB and Payment
Medicare Information 9. Agent Info (Agent Data &
E n rOI I ment MAP D : 3.  Election Period and Sale Data)
ESRD 10. Authorize & Sign
P a rt 1 1 4. Demographics (Residential 11. Post Enrollment Forms and

Address, Mailing Address, Enrollment card in
Contact Info and Workbench «
Emergency Contact)

5. Preferences (Preferred

Language, Digital On-Board

and Communication)

Steps to Create an Enroliment Application

Post Enrollment Forms and Enrollment Card in Workbench

Post Enrollment Forms

Once you have the Enroliment Form complete, the Enrollment Summary item will appear in color green in the Left
Navigation Drawer. You can then process with the Post Enrollment plans that are all optional.

The Post Enroliment forms are available for any base plan, like MA and MAPD plans. These forms communicate additional
information to the applicant, such as protected health information, special pharmacy discounts, and insurance products.
Once selected, the applicant will need to sign each desired consent form. Keep in mind that the Post Enrollment Forms
are not mandatory. Only the Post Enrollment Forms that apply to the Enrollment type will display. The Post Enrollment
section could include up to three of the following forms:

o Section 1: Protected Health Information (PHI) Consent Form = This forms is used to authorize consent for Humana to
communicate protected health information to the person or organization they designate to receive it.

o Section 2: Humana Pharmacy (HP) Consent Form = This form allows Humana Pharmacy to contact the member to
discuss possible pharmacy savings.

o Section 3: Member Authorization (MAF) Consent Form = This form allows the member to receive information on
additional products and services not related to health.
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Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 11

To complete this process:

Description Screenshot in Enrollment HUB

1. Oncein the Post Enrollment Form

screen, read each consent form

o ) Post Enrollment Forms Workbench | Support
description to the applicant:
0 81% IND: MA HumanaChoice PPO R5826-018 Plan year: 2018
e Protected Health Information (PHI) POST ENROLLMENT FORMS it Erwoliment Forms
Consent Form © ENROLLMENT SUMMARY
Y Humana Pharmacy (H P) Consent ?Zote:\ter(:Hﬂeﬂu‘llh Informatlonr(PHl) Consent Form
Form ks

e Member Authorization (MAF) Form

Does the applicant want to complete a PHI Consent Form today?

2. Select the corresponding option for O Yes O No
each consent form, either: Member Authorization (MAF) Form
a. Yes This MAF form allows you to receive information on additional products and services not
b. No Image 1 - Post Enrollment Forms

NOTE: If you click Yes in any of

@ these options, an additional form
appears and the applicant needs to
complete it.

Post Enroliment Application Form — Section 1: Protected Health Information (PHI) Consent Form

The Protected Health Information (PHI) Consent Form gives Humana the authorization to communicate protected health
information to a family member, friend, or to a designated organization. This consent form includes the subsections:
Disclaimer, Member Information, PHI Disclosure Details, Information Disclosed to, Auth & Sign, and Additional
Disclaimers. To complete this process:

Description Screenshot in Enrollment HUB

1. Once you select the Yes option in the

Consent Form list, the PROTECTED Post Enrollment Forms Workbench | Suppol
HEALTH INFORMATION FORM dlsplays | n . 93% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201
the Left Navigation Drawer. s Tm—— - SR
@ POST ENROLLMENT FORMS You have the option to complete the Protected Health Information (PHI) Consent Form that
is used to authorize consent for Humana to communicate protected health information to
S _ENROLLMENT SUMMARY the person or organization you designate to receive it. You can also complete this form later
PROTECTED HEALTH by accessing MyHumana.
INFORMATION FORM
© Disclaimer Does the applicant want to complete a PHI Consent Form today?
@ Member information ® ves O No
PHI disclosure details Member Authorization (MAF) Form

Information Disclosed to This MAF form allows you to receive information on additional products and services not

related to health. You can also complete this form later by accessing MyHumana.
Auth & Sign

Does the applicant want to complete the MAF Consent form today?

O Yes @ No

Not saved Continue

Image 2 - PHI Form View

@ Additional Disclaimers
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Y cnroLLMENT
Ll HUB

2. In the Disclaimer section, read the
disclaimer message to the applicant.

. 53%

Protected Health Information Form

Create an Enrollment MAPD: Part 11

digest Ums Bms 656ms

Workbench | Support

IND: MA HumanaChoice PPO RS826-018 Plon year: 2018

© POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY
PROTECTED HEALTH
INFORMATION FORM
@ Disclaimer
@ Member information
PHI disclosure details
Information Disclosed to
Auth & Sign
@ Additonal Disclaimers
y MEMBER AUTHORIZATION
FORM

Not saved

3. In the Member information section, make
sure the applicant information is
complete.

T 93%

The following options are populated
based on the information you completed
in the Enrollment form:

& POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY

y PROTECTED HEALTH
INFORMATION FORM

@ Disclaimer

e First name

e Middle Initial (optional)
e Last name

e Date of birth

@ Member information
PHI disclosure details
Information Disclosed to
Auth & Sign

@ Additonol Discloimers

e Address ) MEMBER AUTHORLZATION
e C(City

e State

e Zipcode

e Phone Number (optional)

4. In the PHI Disclosure details section,
select the corresponding Disclosure type,
either:

N 93%

a. Full
b. Limited

@ POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY

PROTECTED HEALTH
INFORMATION FORM

¥
& Disclaimer
@ Member information
PHI disclosure details
Information Disclosed 1o
Auth & Sign
© Additional Disclaimers

y MEMBER AUTHORLZATION
FORM

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018)

Protected Health Information Form

Disclaimer

This form is used to authorize consent for Humana to communicate PHI to the persory
or organization below.

Member information

First name

Jorge

Image 3 - PHI Form View: Disclaimer

Protected Health Information Form Workbench | Support
IND: MA HumanaChoice PPO R5826-018 Plan year: 2018
Member information
First name
| Jorge |
Middle initial (optional)
Last Name
I Newberry I
Date of birth
Image 4 - PHI Form View: Member Information

Workbench | Support

IND: MA HumanaChoice PPO R5826-018 Plan year: 2018
PHI disclosure details
Disclosure type

| O &

Limited I

Information Disclosed to

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

Image 5 - PHI Form View: PHI Disclosure Details

Humana
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 11

a. Disclosure Type: Full

1. Read the disclosure message to Protected Health Information Form Workbench | Support
the applicant and make sure — i N MA Humanathelce PPO RSB26.018 —
they understand it. =PI PHI disclosure details

@ POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY Disclosure type

> PROTECTED HEALTH
INFORMATION FORM

O Limited

@ Disclaimer
Full Disclosura: Any protected health information Humana and its affiliates maintains,
including mental health, HIV, health status or substance abuse records. This also

@ PHI disclosure details includes sharing information on mail-order pharmacy, wellness products, and health
programs with the person being authorized.**

@ Member information

Information Disclosed to

Auth & Sign

@ Additionol Discloimers
Information Disclosed to

o MEMBER AUTHORLZATION
FORM

Image 6 - PHI Form View: Full Disclosure Type

b. Disclosure Type: Limited

1. Read the disclosure message to Protected Health Information Form Workbench | Support

the applicant and make sure they
Understand it. © POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY

O 53% IND: MA HumanaChoice PPO R5826-018 Plon year: 2018

PHI disclosure details

Disclosure type

2. Complete the Limited disclosure o [ROTECTEDHEALTH e
entry (optional) field. © oiscaimer

© Member information

Limited Disclosure: You specify what PHI to share. Ex. condition or treatment
information, a specific date range, or product type. Unless you limit by product type,

3. Clle the lelted dISC|OSUre » PHI disclosure details information will apply to all products and services.
products check-boxes according ot ion Reclast 1

. . Auth & Sign Limited disclosure entry (optional)
to the appllcant consent: © Additonal Disclaimers I I
. .. MEMBER AUTHORIZATION
e Medical and/or Prescription > FoRM
Coverage Image 7 - PHI Form View: Limited Disclosure Type

e Dental

e Vision

e Go365 Protected Health Information Form Workbench | Suppol
L4 H uma na Pha rmacy L 81% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201

@ POST ENROLLMENT FORMS
Limited disclosure products

© ENROLLMENT SUMMARY - —
 PROTECTED HEALTH [ Medical and/or Prescription Coverage
INFORMATION FORM
® Disclaimer [ Dental
© Member information ] Vision
@ PHI disclosure details
B [] Go365
Information Disclosed to
Auth & Sign ] Humana Pharmacy

[<]

Additional Disclaimers

Not saved Save Continue
Image 8 - PHI Form View: Limited Disclosure Type
MarketPOINT Retail Sales Learning and Development
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Create an Enrollment MAPD: Part 11

HUB

5. In the Information Disclosed to section,
read the disclaimer message to the
applicant.

Y cnroLLMENT
[

Protected Health Information Form Workbench | Suppol

IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201

O B1%

@ POST ENROLLMENT FORMS Information Disclosed to

@ ENROLLMENT SUMMARY
 PROTECTED HEALTH . . : .
(] INFORMATION FORM This |r!f0rr‘rmuon may be d{sdnsed 0, and used l?y, the fullu.wmg per-scn or
organization (such as nursing home or care provider) to assist me with the Humana-
@ Disclaimer owned product or services for which I am providing consent to disclose information:

®@ Member information

@ PHI disclosure details (O Individual O Organization

Information Disclosed to
Address 1

Auth & Sign

© Additional Disclaimers

Address 2 (optional)

Not saved Save Continue

Image 9 - PHI Form View: Information Disclosed

6. Select the corresponding option, either:
Protected Health Information Form Workbench | Suppol

a. Individual

. . N 81% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201
b. Organization
@ POST ENROLLMENT FORMS Information Disclosed to
& ENROLLMENT SUMMARY
y PROTECTED HEALTH i " i "
@ |NFORMATION FORM This ||1formouon may be d{sctosed 0, and used I?y, the followlng per»scn or
organization (such as nursing home or care provider) to assist me with the Humana-
@ Disclaimer owned product or services for which I am providing consent to disclose information:
@ Member information
@ PHI disclosure details I O Individual (O Organization I
Information Disclosed to
Address 1
Auth & Sign
© Additional Disclaimers |
Address 2 (optional)
Not saved Save Continue

Image 10 - PHI Form View: Information Disclosed

a. Individual option

1. Complete the corresponding
fields with the applicable
information:

Protected Health Information Form Workbench | Suppo

IND: MA Humana Gold Plus HMO H5619-021

( POST ENROLLMENT FORMS

@® Individual

o First name (O organization

© ENROLLMENT SUMMARY

e Middle initial (optional) O TAPORMATION FoRM e
° LaSt Name @ Disclaimer I I|

D f birth © Member informatien Middle initial (optional)
° ate o Irt @ PHI disclosure details
[ ] Add ress 1 @ Information Disclosed to :
e Address 2 (optional) e sian Lost Name

@ Additional Disclaimers

e ZIP code | ||
o Clty Not saved Continue
e State , o -

C t Image 11 - PHI Form View: Information Disclosed Type: Individual
° ounty

e Email (optional)

e Phone number (optional).
You need to complete Cell
Phone and Land Line for this
field.

e Gender (male / female)

e Relationship to the applicant
(Spouse, Parent,
Agent/Broker, Organization,
Sibling, Child and Friend).
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I'l'll E—ﬁ%M ENT Create an Enrollment MAPD: Part 11

b. Organization option

1. Complete the corresponding
fields with the applicable Protected Health Information Form Workbench | Suppol

information: — 81% ND: MA Humana Gold Plus HMO H5619-021 Plan year: 201

e Organization {3 POST ENFOLLMENT FORIMS O Individual

© ENROLLMENT SUMMARY

e Address1 y PROTECTED HEALTH Organization
INFORMATION FORM

e Address 2 (optional) © Disclimer | |
° ZlP Code @ Member information Address 1

. @ PHI disclosure details
° Clty @ Information Disclosed to I I
° State Auth & Sign Address 2 (optional)
° Cou nty © Additional Disclaimers I I

e Email (optional) — p—

e Phone number (optional).
You need to complete Cell Image 12 - PHI Form View: Information Disclosed Type: Organization

Phone and Land Line for this
field.

6. In the Auth & Sign section, read the

disclosure to the applicant to make sure Tunderstand:
. - Tam not required to fill out this consent and Humana cannot base decisions regarding treatment, payment, enroliment or
th ey agree to SIgn the PHI form. 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 T 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 1o 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

* Expires in 12 months: CA, CT, GA, IL, MA, MD, NC, NJ, NV, OH, OR
Expires in 24 months: MT, VA, & Puerto Rico

By signing, I understand and agree that I have provided permission for Humana to communicate Protected Health Information
to the person or organization designated on this form.

Image 13 - PHI Form View: Information Disclosed Type: Organization

7. Select the corresponding Signatory type
radio button:

Protected Health Information Form Workbench | Suppor
a. Self
. O 81% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201
b. Legal Representative
- am net required to sign this consent and Humana cannot base decisions regarding
(& POST ENROLLMENT FORMS treatment or payment on whether I sign it.

© ENROLLMENT SUMMARY
o PROTECTED HEALTH

INFORMATION FORM . X .
By signing I understand and agree that I have provided permission for Humana to

@ Disclaimer communicate Protected Health Information to the person or organization designated
on this form:

© Member information

© PHI disclosure details
Signatory type

@ Information Disclosed to
O Self O Legal Representative

Auth & Sign

® Additional Disclaimers Signature of Member/Legal Representative

L\ You are missing mandatory information
Please complete all required sections of the form prior to capturing the applicant

Not saved Continue

Image 14 - PHI Form View: Information Disclosed Type: Organization

MarketPOINT Retail Sales Learning and Development ‘
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8. Inform the applicant or the Legal
Representative to sign the form.

Create an Enrollment MAPD: Part 11

digest 10ms 13ms 55ms

9. Click the Capture signature button to
complete the PHI form.

< Learn & Shop Authorization & signature Workbench | Support
IND: MA HumanaChoice PPO R5826-074 Plon year: 2018
© ESRD Please inform the applicant of the following:
© DEMOGRAPHICS Signature of applicant or authorized legal representative (as indicated in th
Decision maker section above)
© PREFERENCES
o pcp ,
A
© ADDITIONAL INFO
© PAYMENT
& AGENT INFORMATION
AUTHORIZE & SIGN
Digital Signature

[ Clear signature | Ipture signature

Image 15 - PHI Form View: Information Disclosed Type: Organization

Protected Health Information Form Workbench | Suppo
O 81% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 20:

@ POST ENROLLMENT FORMS Signature of Member/Legal Representative

@ ENROLLMENT SUMMARY

«p PROTECTED HEALTH
INFORMATION FORM

© Disclaimer
© Member information
© PHI disclosure details

@ Information Disclosed to

@ Auth & Sign
Not saved Save Continue
Image 16 - PHI Form View: Capture Signature
10. In the Additional Disclaimers section,
read the full disclaimer message to the
applicant and make sure they Protected Health Information Form Workbench | Support
underStand It N 96% IND: MA HumanaChoice PPO R5826-018 Plan year: 2018
© POST ENROLLMENT FORMS Additional Disclaimers
© ENROLLMENT SUMMARY
© PROTECTED HEALTH Please Note: Legal Representatives must attach copies of outhorizations as required
INFORMATION FORM by law if requested. Exomples include healthcare power of attorney, healthcare
© Discdaimer surrogoate, living will, or guardianship papers.

)

MarketPOINT Retail Sales Learning and Development

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)

Confidential and Proprietary to Humana Inc. (01/2018)

© Member information
© PHL disclosure details References within this page to Health includes: Medical, Dental, Pharmacy, Behavioral
© Information Disclosed 10 Health, Vision, Long-Term Care information.

© Auth & Sign

© Addrtonal Disclalmers Humana will follow the most stringent or all federal and state laws and regulations.
MEMBER AUTHORIZATION
FORM

Image 17 - PHI Form View: Information Disclosed Type: Organization

Humana

TRN-REF-927ak / 07.14.19
PAGE 7 OF 16





(o E—ﬁ%M ENT Create an Enrollment MAPD: Part 11

Post Enrollment Application Form — Section 2: Humana Pharmacy (HP) Consent Form

The Humana Pharmacy (HP) Consent Form gives Humana the authorization to communicate special pharmacy discounts
to the applicant. This consent form includes the subsections: Member Information, Acknowledgements, Auth & Sign,
Disclaimers, and Agent Use Only. To complete this process:

Description Screenshot in Enrollment HUB
1. Onceyou selec.t the Yes option in the Post Enrollment Forms Workbench | Suppo
Consent Form list, the HUMANA PHARMACY
. . . X 81% IND: MAPD Humana Gold Plus HMO H5619-021 with MYOPTION DENTAL E... Plan year: 20
FORM displays in the Left Navigation Drawer.
@ POST ENROLLMENT FORMS Post Enrollment Forms

©@ ENROLLMENT SUMMARY

3 HUMANA PHARMACY CONSENT FORM
Protected Health Information (PHI) Consent Form

You have the option to complete the Protected Health Information (PHI) Consent Form that is

@ Member information
used to authorize consent for Humana to communicate protected health information to the

@ Acknowledgements person or organization you designate to receive it. You can also complete this form later by
Auth & Sign accessing MyHumana.

© Disclaimers Does the applicant want to complete a PHI Consent Form today?

@ AgentUse Only O Yes O No

Humana Pharmacy (HP) Consent Form
This form allows Humana Pharmacy to contact you to discuss possible pharmacy savings. You
can also complete this form later by accessing MyHumana.

Does the applicant want to complete an HP Consent form today?
@ Yes ) No () Left Booklet

Not saved Save Continue

Image 18 - HP Form View

2. In the Member information section, make
sure the applicant information is complete.

The following options are populated based Humnana Pharmacy Consent Form Workbench | Suppor
on the information yOU Completed in the E— 81% IND: MAPD Humana Gold Plus HMO H5619-021 with MYOPTION DENTAL E... Plan year: 2018
Enrollment form: @ POST ENROLLMENT FORMS Member information
. © ENROLLMENT SUMMARY First name
o First name O HUMANA PHARMACY CONSENT FORM o
stefania
o Middle initial (Optional) © Member information
° LaSt name ®© Acknowledgements Middle initial (optional)
. Auth & Sign
® Date Of blrth @ Disclaimers
L] AddreSS @ Agent Use Only Last Name
° C|ty Trabuchi
Y State Address 1
PY le code bonpland 2348
o Gender Address 2
° Medlcare Number Not saved Save Continue
° Phone number (optlonal) Image 19 - HP Form View: Member Information
MarketPOINT Retail Sales Learning and Development
Humana

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
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. Human
3. In the Acknowledgements section, read the

full disclosure message to the applicant and
make sure they understand.

81%

@ POST ENROLLMENT FORMS
© ENROLLMENT SUMMARY
» HUMANA PHARMACY CONSENT FORM
@ Member information
& Acknowledgements
Auth & Sign
@ Disclaimers

@ Agent Use Only

Not saved

Create an Enrollment MAPD: Part 11

a Pharmacy Consent Form Workbench | Suppo

IND: MAPD Humana Gold Plus HMO H5619-021 with MYOPTION DENTAL E. Plon year: 201

Acknowledgements

Unless canceled, this approval will expire two years from the signature date. If you
choose to cancel, you must do so in writing by sending your name, address, date of
birth and Humana member ID number to Humana MarketPoint, P.0. Box 14706,
Lexington, KY 40512-4706. You also understand canceling won’t apply to any personal
information already released. Humana will not release my personal information to
third parties except as permitted under federal privacy laws. However, if my personal
information is disclosed to third parties, Humana must notify me that my personal
information can be disclesed and not be protected by these laws. I understand
Humana also may receive direct or indirect payment from third parties as a result of
the sale of certain products.

Auth & Sign

Igive permission to Humana and its affiliates to send my personal information to
Humana Pharmacy

Save Continue

Image 20 - HP Form View: Acknowledgements

4. Inthe Auth & Sign section, read the
disclosure to the applicant, and make sure
they agree to sign the HP form.

@ POST ENROLLMENT FORMS
@ ENROLLMENT SUMMARY

( HUMANA PHARMACY CONSENT FORM

@ Member information

@ Acknowledgements
Auth & sign

© Disclaimers

@ Agent Use Only

Not saved

5. Select the corresponding Role of signatory
radio button:

Self
Legal Representative

Huma

N B81%

a.
b.

@ POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY

Humana Pharmacy Consent Form

Workbench | Suppc

IND: MAPD Humana Gold Plus HMO H5619-021 with MYOPTION DENTA|

Auth & Sign

I give permission to Humana and its affiliates to send my persenal information te
Hurmnana Pharmacy.

Humana is a Medicare Advantage organization and a stand-alone prescription drug
plan with a Medicare contract. Enrollment, in any Humana plan depends on contract
renewal. Other pharmacies are available in your network. You should get your new
prescription by mail 7-10 days after Humana Pharmacy has received your prescription
and all the necessary information. It may take longer if they have to call you or your
doctor with questions about the order. Refills should arrive within 5-7 days. If you do
not receive your order within this time frame, please call Humana Pharmacy at 1-800-
379-0092.

Aginst he Low

Jumans

Continue

Image 21 - HP Form View: Auth & Sign

na Pharmacy Consent Form Workbench | Suppo

Plan year: 20°

IND: MAPD Humana Gold Plus HMO H5619-021

If signed by a legal rep please provide repr ive documentation as

required by state law (Le., power of attorney or guardianship papers)

@ HUMANA PHARMACY CONSENT FORM

@ Member information

@ Acknowledgements
Auth & Sign

@ Disclaimers

@ Agent Use Only

Not saved

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)

Confidential and Proprietary to Humana Inc. (01/2018)

Role of signatory

|O Self

() Legal Representative

Signature of Member/Legal Representative

L} You are missing mandatory information
Please complete all required sections of the form prior to capturing the applicant signature

N4

Continue

Image 22 - HP Form View: Role of Signatory
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PAGE 9 OF 16





m E-ﬁfﬁM ENT Create an Enrollment MAPD: Part 11

6. In the Signature of Member/Legal
Representative box tell the applicant or the

Legal Representative to sign the form. Humana Pharmacy Consent Form Workbench | Suppo
L 81% IND: MAPD Humana Gold Plus HMO H5619-02 Plan year: 201}
O POST ENROLLMENT FORMS Role of signatory
© ENROLLMENT SUMMARY ® Self O Legal Representative
B ON =N TR Signature of Member/Legal Representative
@ Member information
A

@ Acknowledgements
@ Auth & Sign
@ Disclaimers

@ Agent Use Only

Clear signature Capture signature

Not saved Save Continue
Image 23 - HP Form View: Role of Signatory
7. Click the Capture signature button to

complete the HP form. Humana Pharmacy Consent Form Workbench | Suppc
O 81% IND: MAPD Humana Gold Plus HMO H5619-021 with MYOPTION DENTAL E... Plon year: 20°
O POST ENROLLMENT FORMS Role of signatory
© ENROLLMENT SUMMARY @ Self O Legal Representative

R LR N R AR A CHE DN SEN TR Signature of Member/Legal Representative

@ Member information
@ Acknowledgements
@ Auth & Sign
@ Disclaimers

@ Agent Use Only

Clear signature Capture signature

Not saved Save Continue

Image 24 - HP Form View: Role of Signatory

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
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Post Enrollment Application Form — Section 3: Member Authorization (MAF) Consent Form

The Member Authorization (MAF) Consent Form gives Humana the authorization to communicate insurance products
and services not related to health to the applicant. This consent form includes the subsections: Introduction, Non-Health
Product info request, Member Information, Auth & Sign, and Agent Information.

To complete this process:

Description Screenshot in Enrollment HUB

1. Once you click the Yes radio button in the
Consent Form list, the MEMBER Post Enrollment Forms Workbench | Suppo
AUTHORIZATION FORM dlsplays In the Left O 81% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201

N a V|gat | on D rawer - You have the option to complete the Protected Health Information (PHI) Consent Form that
(O POST ENROLLMENT FORMS is used to authorize consent for Humana to communicate protected health information to
the person or organization you designate to receive it. You can also complete this form later

& ENROLLMENT SUMMARY i
by accessing MyHumana.

(p MEMBER AUTHORIZATION
FORM
Does the applicant want to complete a PHI Consent Form today?

@ Introduction O Yes O No
) Non-Health Product info
fequest Member Authorization (MAF) Form
@ Member information This MAF form allows you to receive information on additional products and services not
Auth & S related to health. You can also complete this form later by accessing MyHumana.
u ign
® Agent Information Does the applicant want to complete the MAF Consent form today?
® Yes O No
Not saved Save Continue
Image 27 - MAF Form View
2. In the Introduction section, read the
disclaimer message. Member Authorization Form Workbench | Suppo
O 5% IND: MA Humana Gold Plus HMO H5613-021 Plan year: 201}
© POST ENROLLMENT FORMS Introduction
© ENROLLMENT SUMMARY
~ MEMBER AUTHORIZATION
o FORM Thank yeu for having a Humana plan. We also have insurance products not related to
. health that are designed to help meet your needs. We are excited to tell you more
@ Intreduction about these products and services, but we need your written permission due to
Non-Health Product info federal privacy laws in place to protect individual's health records and privacy. Please
° request complete and return this form to learn more!
. . Tunderstand that I do not have to sign this authorization and that Humana cannot
@ Member information condition treatment, payment, enrollment, or eligibility of benefits on whether I sign
Auth & Sign this authorization.
@ Agent Information
Non-Health Product info request
Not saved Save Continue
Image 28 - MAF Form View: Introduction
3. In the Non-Health Product info request
section, read all the products to the Member Authorization Form Workbench | Suppor
app“ca nt' and select the Product Selection E— 51% IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201
check-boxes according to the app|ica nt @ POST ENROLLMENT FORMS Product Selection
Ch 0 | ces: @ ENROLLMENT SUMMARY Yes, I'd like to receive information on the following products and services not
! o MEMBER AUTHORIZATION related to health (please check all that apply): (optional)
FORM
. (] Life Insurance Products
e Life Insurance Products © Inroduction
. . A Non-Health Product inf D Supplemental benefits including, but not limited to, hospital, accident,
o Supplemental benefits including, but not O faesr T roductinte Lo term care, and disabilty
limited to hospital, accident, long term ® Member information N
. o Auth & Sign L Annuities
care, and disability
@ Agent Information [_J All of the above
e PetInsurance Products
[C] wellness products and programs
e Travel Insurance Products
. Not saved Save Continue
e Annuities
e All of the above Image 29 - MAF Form View: Non-Health Product Info Request
o Wellness products and programs
MarketPOINT Retail Sales Learning and Development H um a n CI

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018) VHIHREFC27El ) 071808
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4. Inthe Member information section, make
sure the applicant information is complete.

The following options are populated based
on the information you completed in the
Enrollment form:

N 95%

L First name © POST ENROLLMENT FORMS

@ ENROLLMENT SUMMARY

e Middle initial (Optional)  MEMBER AUTHORIZATION

e last name © troduction

(] Add ress © Ncm—H%uLm Product info
reques

[ ] C|ty @ Member information

° State Auth & Sign

@ Agent Information

e Zipcode
e Phone Number

e Phone Type -
e Gender
e Date of Borth
e Medicare Number
4. Inthe Auth & Sign section, read the
disclosure to the applicant to make sure they
agree to sign the MAF form. -

@ POST ENROLLMENT FORMS

@ ENROLLMENT SUMMARY
o MEMBER AUTHORIZATION
FORM

@ Introduction

Non-Health Product info

© request

@ Member information

Auth & Sign

(<)

Agent Information

Not saved

5. Select the corresponding Role of signatory
radio button:

a. Self
b. Legal Representative

"  05%

© POST ENROLLMENT FORMS

© ENROLLMENT SUMMARY
o MEMBER AUTHORIZATION
FORM

@ Introduction

Non-Health Product info
request

S

@

Member information
Auth & Sign

& Agent Information

Not saved

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018)

Create an Enrollment MAPD: Part 11

Member Authorization Form Workbench | Suppo

IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201}
Member information
First name

I Jorge I

Middle initial {optional)

Last Name

| N

Parmanent Addrass 1

Continue

Image 30 - MAF Form View: Member Information

Member Authorization Form Workbench | Suppo

IND: MA Humana Gold Plus HMO H5619-021 Plan year: 201

Auth & Sign

If, at any time, I choose to cancel this authorization, I understand that I must do so
in writing by sending my name, address, date of birth, and member ID to Humana
MarketPoint, P.O. Box 14706, Lexington, KY 40512-4706.

I understand that canceling my permission in writing won't apply to the information
already released. Unless otherwise canceled, this authorization will expire two years
from the signature date. I understand its Humana's policy not to disclose my personal
information to third parties - except as permitted under the federal privacy laws.
Humana is required to let me know that should my personal information be disclosed
1o third parties, the information can be re disclosed and may not be protected by
privacy laws. T understand that Humana may receive direct and indirect
compensation from third parties as a result of the sale of certain non-Humana
products. I authorize Humana and Humana affiliates to send the above requested

information on the non-heaith related products and services using my gender, name,
T ™ T Ladd

e e

Continue

Image 31 - MAF Form View: Auth & Sign

Member Authorization Form Workbench | Suppo

IND: MA Humana Gold Plus HMO H5619-021 PPlan year: 201
= information on the non-health related products and services using my gender, name,
address, date of birth, and if provided, my phone number and email address:
Medicare has neither reviewed, nor endorses, this information
Role of signatory
) Self () Legal Representative
If signed by legal representative, please provide representative documentation as
required by state law, i.e. power of attorney, or guardianship papers

Image 32 - MAF Form View: Role of Signatory

TRN-REF-927ak / O7.14.i9
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6. Inform the applicant or the Legal
Representative to sign the form.

7. Click the Capture signature button to
complete the MAF form.

8. Click the Continue button to continue with
the enrollment process.

MarketPOINT Retail Sales Learning and Development

@ POST ENROLLMENT FORMS

@ ENROLLMENT SUMMARY
 MEMBER AUTHORIZATION
FORM

@ Intreduction

Non-Health Preduct info
request

Q

Member information

e

Auth & Sign

(<]

Agent Information

Not saved

@ POST ENROLLMENT FORMS
@ ENROLLMENT SUMMARY
o MEMBER AUTHORIZATION
FORM

@ Introduction

® Non-Health Product info
request

©@ Member information
@ Auth & Sign

@ Agent Information

Not saved

N 55%

& PHI disclosure detalls
& Information Disclosed to
© Auth & Sign

© Additional Disclaimers

@ MEMBER AUTHORIZATION
FORM

@ Introduction

Non-Health Product info
raquest

(]
@ Member information
@ Auth & Sign

@ Agent Information

Not saved

Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)

Confidential and Proprietary to Humana Inc. (01/2018)

Create an Enrollment MAPD: Part 11

Member Authorization Form Workbench | Suppol

IND: MA Humana Gold Plus HMO H5619-021

Signature of Member/Legal Representative

Clear signature Capture signature

Save Continue

Image 33 - MAF Form View: Capture Signature

Member Authorization Form Workbench | Suppol

IND: MA Humana Gold Plus HMO H5619-021

Signature of Member/Legal Representative

Clear signature Capture signature

Save Continue

Image 34 - MAF Form View: Capture Signature

digest 9ms Tims 35ms

Member Authorization Form Workbench | Support

IND: MA HumanaChoice PPO R5826-018 Plan year: 2018

Agent Information

Agent name

Agent SAN

DCN: MAFHL

Image 36 - MAF Form View: Complete Form

TRN-REF-927ak / 07.14.19
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Create an Enrollment MAPD: Part 11

9. Once you click the Continue button, the e
Eprollment Summary displays. Ih TEhIS screen, Enrollment Summary Workbench | Support
click the Enroll Now button to finish the D MA HormaneChesee PP SE26.018 —
enrollment process. -

p @ POST ENROLLMENT FORMS HUMANA
Enrollment Form
© ENROLLMENT SUMMARY IND: HumanaCheice PPO R5826-018
© MEMBER AUTHORIZATION App Id: JEH3YM5STALWOF71 Plon year: 2018
SUMMARY
Jorge Newberry @ 334 jefferson avenue
Signoture Date: 2018-03-12
Mandatory Information
Disclosure Statement
Read this information verbatim to the opplicant:
The person that is discussing plan options with you is either employed by or contractg e
Not saved . o . S
Image 37 - MAF Form View: Enrollment Summary

10. The pop-up message “You are about to
submit this enrollment application with the
following post enrollment forms: PHI, HP and
MAF. Would you like to proceed?”, and you
need to select either:

You are about to submit this enrollment application with the following post
[ Ca ncel enrollment forms: MAF Form.
° Enro” Now Would you like to proceed?
NOTE: The Post Enrollments Forms ENROLL NOW
(PHI, HP and MAF) listed in the pop-
up message will depend on what the
applicant selected and completed.
Image 38 - MAF Form View: Pop-up Message
11. A pop-up message saying “Thank you. Your
Enrollment application has been successfully
submitted. Your App ID is XXX. You can check
the update status in Workbench” will show
up.
12. Click the CONTINUE TO WORKBENCH button

to move forward.

Thank you. Your enrollment application has been successfully submitted.
Your App 1D is JFU40QO670BY55MT and MAF Form ID is JFU4OXIWDZDUKZV4.
You can check the updated status in Workbench.

CONTINUE TO WORKBENCH

Image 39 - Post Enrollment Forms: Application Submission

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018)
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13. A new card will appear on the Workbench
with the applicant’s information and the
date and time you have created the
Enrollement Application. Also, it includes the

ENROLLMENTHUB

APPOINTMENTS €D

Create an Enrollment MAPD: Part 11

Workbench Q | Support

ENROLLMENT APPLICATION:

Application ID, signature date, status, and

YFilter  Sortby | Newtooldenrollment

[ start application

expiration date.

laura gomez
9 san diego, FL 33033
E= 100200300A

SOAID:
Create date: 04/10/2018
Submit date: 04/10/2018

Humana Gold Plus HMO H1036-237-002-002-002-002-002 (MAPD)
APP ID: JFU40QOE7OBY55MT

CopyY

14. If you receive the following pop-up titled
“Compliance warning”, this indicates that you
may no longer be compliant to sell this plan
in this location. You will be allowed to
continue, however this may affect your
compensation. You can contact Humana if
you have any questions.

1. Click the CONTINUE button to move
forward the enrollment process.

2. Click the CANCEL button if you do not
wish to continue with the enrollment
process.

®

NOTE: The Compliance Warning pop-up
message may appear after you click the
Enroll Now button, in case you want to
sell a plan you are not licensed to.

Image 40 - Post Enrollment Form: Appointment Card

Compliance warning

Warning: ur records show that agent may not be compliant to

sell this plon and this could offect compensation if the egent

chooses to continue

| CANCEL ”CONYINUE |

Image 41 - Enroliment Application View: Compliance Warning

MarketPOINT Retail Sales Learning and Development
Humana MarketPOINT Internal Use Only - For Training purposes ONLY (Not CMS Approved)
Confidential and Proprietary to Humana Inc. (01/2018)

Humana
TRN-REF-927ak / 07.14.19
PAGE 15 OF 16





I'l'll E—ﬁi)ﬁM ENT Create an Enrollment MAPD: Part 11

e How to start using Enrollment HUB: What do you e Create an Enrollment: PDP (New Member)
need? e Create an Enrollment: Chronic Disease (New

e Enrollment HUB Quick Start Member)

e How to Login and Logout e How to Manage an Enrollment

e Understanding the Main Menu e |dentifying Messages in the Application

e Use the Off-line Mode e Identifying the No Sales Reasons

e Workbench: Searching, Filtering and Sorting Cards e Add an OSB (Existing Member)

e Create a Scope of Appointment (SOA) e What You Cannot Forget When Using the

e How to Manage a SOA Enrollment HUB

e Create an Enrollment: MAPD (New Member) €<
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PURPOSE: Get started with the Medicare Digital Guidebook tool.

SCOPE:  All Humana Agents

Access the Digital Marketing
Materials tool from the Humana
Vantage Agent Portal (log in with
your agent credentials at
Humana.com).

Click the Digital Marketing
Materials link on the Quote &
Enroll card.

i Quote & Enroll * @
Medicare

= Enter Fastapp

o Enter Enroliment Hub

= Download Enroliment Hub

= Digital Marketing Materials

= MAPA Downloads

o Application Status

= Scope of Appointment_ga

> Upload Paper Applications e
Individual Customer Mumber Grid

Blank Verification of Chronic
Condition (VCC) Form

Instructions on filling out a Blank

VCC Form
When you access the tool, your
agent information will be prefilled \
Profile | Sign out

for you based on your Humana
profile (name, phone number,
certifications, and email address).

By clicking the Profile button you
can verify your information and
upload a photo of yourself.

L

K

Dashboard

Page | 1of 6
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Digital Marketing Materials Job Aid

From the Profile page, upload a
photo by clicking the Browse
button next to the Upload Agent
Photo field. Once you’ve located
and selected the appropriate
profile photo, click the Save
Changes button to return back to
the Dashboard.

If you need to update any of the
additional fields, send an email to
AgentSupport@Humana.com.

Agent First Name: (DISPLAY ONLY)

(T )

Agent Last Name: (DISPLAY ONLY)

T

Agent Certificates: (DISPLAY ONLY)

)

Agent States: (DISPLAY ONLY)

]

Agent email:*

(— ]

Agent phone:*

(— )

Agent hours of operation:*

(— ]

Upload Agent Photo

Browse...

To update additional fields, please email Agen!

e

i’;pon@ humana.com for support

From the Dashboard, click the
Create New Guidebook button to
get started with sending
information to a customer.

Dash boardz

ﬂ Create new guidebook | [FT] Export To Excel | 1] Email Audit Report

Fill in all customer information.

Fields marked with an * are
required.

If a ZIP code is associated with
more than one county, a drop-
down menu will appear for you to
select the appropriate county.

Once all required information has
been filled in, click View Local
Plans.

Return to Dashboard

Create New Guidebook

Customer information

First name:*

Last name:*

‘ Harry

| ‘ Potter

Email address:*

Confirm email address:*

@humana.com

| ‘ ‘@humana.com

Phone Number:

Zip code:*

‘ 78229

View local plans

Page | 2 of 6
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Digital Marketing Materials Job Aid

Choose the plan information you
want to send to the beneficiary.
You may select up to 3 plans.

Click Create Guidebook to
continue.

Choose up to 3
Select Plan Name

Humana Gold Choice PFFS H8145-126
Humana Gold Choice PFFS H8145-084

HumanaChoice PPO H5216-128
HumanaChoice PPO R4182-001

HumanaChoice PPO H5216-043
HumanaChoice PPO R4182-004
HumanaChoice PPO H5216-042
HumanaChoice PPO R4182-003

Humana Gold Plus HMO H0028-030
Humana Basic Rx Plan PDP
Humana Premier Rx Plan PDP

Humana Walmart Value Rx Plan PDP

Create Guidebook

Contract

H8145

HB145

H5216

R4182

H5216

R4182

H5216

R4182

H0028

55884

55884

55884

PBP

126

084

128

001

043

004

042

003

030

Segment # Max Out-Of-Pocket Monthly Premium Copay
000 $6700.00 $69.00 $10.00
000 $6700.00 $134.00 $15.00
000 $5400.00 5000 $10.00
000 $5700.00 $0.00 $15.00
001 $6700.00 $18.00 $5.00
000 $6700.00 $54.00 $25.00
000 $6700.00 $92.00 $15.00
000 $6700.00 $95.00 $15.00
000 $3400.00 $0.00 5000
000 $0.00 $2230 5000
000 $0.00 $58.60 5000
000 $0.00 $13.20 5000

From the View/Send Guidebook
page, you can review the
information that will be sent to
your customer.

The Open Guidebook Link will
take you to a preview of the
page that your customer will
view. The only difference is
that when previewing the
information, you will not see
the Enroll Now button that will
be available to customer.

If you want to edit the
information in the guidebook
before sending it, select the
Edit button.

If everything is ready to send,
click either the Send or Send
(Don’t CC Me) buttons.

Customer information

Harry Potter
78229
kwilson65@humana.com

Products:

+ Humana Gold Plus HMO H0028-030
Contract: H0028
PBP: 030
Segment #: 000

+ HumanaChoice PPO H5216-043
Contract: H5216
PBP: 043
Segment #: 001

* HumanaChoice PPO H5216-128
Contract: H5216
PBP: 128
Segment #: 000

Status:
NOT SENT

Guidebook preview

Humana

mm Send (Don't CC Me)

Agent information
o\
? SMART TEST AGENT

%, 555-555-1235@

B4 agent@humana.com

Open Guidebook Link —
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Digital Marketing Materials Job Aid

Your customer will receive a

personalized email Wlth the Humana Digital Guidebook <humanadigitalguidebook@humana-email2.com>
(Marketing) > Great news! Jane, details pertaining to your personalized Medicare guidebook inside (Important Plan Information)
. . « .
su bjeCt line: (Ma rketmg) Great = PROSPECTIVE MEMBER

@ if there are problems with how this message is displayed, click here to view it in a web browser.

news! NAME, details pertaining
to your personalized Medicare
guidebook inside (Important
Plan Information).”

It's your life. It's your health. And it's time
to take them into your own hands.

Let them know that they may
need to check their spam/junk
folder for the email.

Hi Jane Doe,

I wanted to thank you for taking the time to review some Medicare plans
with me. I know choosing health coverage 1sn't a decision you take
lightly, so I'd like to help make it easier. Click the button below to review
the plans we discussed and, when you're ready, start enrolling.

Yours in health,
AGENT'S NAME

Your name and phone number
will appear in the email that is

sent to your customer.

By clicking the Review Plans The Humana Promise

button, your consumer will be

taken to the guidebook with @ @ @
the plan |nf0rmat|0n you Chose Well-rounded Plans designed to help Benefits beyond
to Send them coverage protect your budget Original Medicare

Upon accessing the guidebook,
the consumer will see the plan Humana é QM@W)
recommendations you have \

sent. Information includes plan

Jane, your needs are unique, so you need a unique set of plan options. Based

prem iu m, copay, m aximum out- on what we discussed, I think these plans may be a good fit for you.
of-pocket costs, drug benefits,
summary of benefits p rovider Humana Enhanced PDP HumanaChoice PPO R0865-001 Humana Gold Plus HMO H5619-
’
ium: 073
d i re Cto ry an d asa I es Monthly premium: $73.00 Monthly premium: $0.00 Monthly premium: $0.00
7
. . Copay 5000 i A Copay $5.00

presentation video. oy r iy core orar ey iy

Max out-of-pocket $0.00 Max out-of-pocket $6700.00 Max out-of-pocket $5400.00

Drug benefits Prescription Drug Drug benefits Erescviption tDrug Drug benefits Prescription Drug
Once yOU r customer haS Coverage included ini‘{j(riue%e no Coverage included

reviewed all materials and you,

as the agent, have completed a s

. Contract: S5884 Contract: ROB6S Contract: H5619

full and compliant sales
Segment #: 000 Seqment #:000 Segment #: 000
presentation, the prospect may
. Drug Guide Summary of Benefits Drug Guide Summary of Benefits
click the Enroll Now button to i i i Do Syt e i B
Provider Directory Plan Rating Document
be i n thei r a I icatio n Sales Presentation (Video) Sgles Presentation (Vide: Sales Presentation (Video)
g pp S —
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Digital Marketing Materials Job Aid

The consumer will be asked to
verify that they are enrolling in

a plan presented by their agent.

Once they select yes to the
verification, they will be able to
complete their online
application.

If the consumer chooses No,
they will receive a pop up to
reach out to you, the agent, for
a sales presentation. The
system will also email you a
notification to reach out to the
consumer to complete a sales
presentation.

Close x

Are you enrolling in the Humana Medicare plan
that was presented by ,a
licensed Humana sales agent?

® Yes O No
e
Close %
Please contact in order to

view a sales presentation prior to enrolling

Once you have created a
guidebook, it will appear on
your Dashboard for tracking
purposes.

Use the drop-down menu for
results per page to change the
number of guidebooks that
appear on the screen.

Use the drop-down menu
under the Actions heading to
add comments or resend a
guidebook.

Use the arrows next to each
column name to select the
order in which results are
displayed.

Dashboard

Created

07/10/2018

07/10/2018

07/10/2018

07/10/2018

Status

07/10/2018
2:22 PM (EST)

VIEWED
071102018
221PM (EST)

0710/2018
2:19 PM (EST)

NOT SENT

Last Name First Name Email Phone Zip

Jjehristian1@hu
mana.com

Humana Jake 556-555-3466 40202

jchristian1@hu
mana.com

Humana Member 555-555-7832 40202

Jjehristian1@hu
mana.com

Humana Prospect 555-555-2345 40202

jchristian1@hu
mana.com

Humana Practice 40202

Results per page | 25

m

Agent

Actions
‘Comments

Select

Select

Select

TN

Select
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Digital Marketing Materials Job Aid

The Dashboard will track

progress in the Status column.

e Notsent: You have created
a guidebook, but not yet
sent it to a consumer.

e Sent: You have created a
guidebook and emailed it to
a consumer.

e Viewed: The consumer has
opened the email that you
sent and clicked the Learn
More button to view the
plan information.

e Enrollment Started: The
consumer has clicked the
Enroll Now button to begin
their application.

Status

07/10/2018
2:22 PM (EST)

VIEWED
07/10/2018
2:21 PM (EST)

07/10/2018
2:19 PM (EST)

NOT SENT

Process Complete.

Page | 6 of 6

For more information go to MarketPoint University and search Digital Marketing Materials
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e howto Use Humana’'s IVR

-.- Scope of Appointment Line
External & Direct Independent Agents

PURPOSE: Give External & Direct Independent Agents everything they need to complete the Pre- and Post-
Appointment requirements for a Scope of Appointment using Humana’s IVR system

PRE-APPOINTMENT STEPS:

e Agent and beneficiary must call the SOA IVR line together

e The IVR will prompt the agent and beneficiary through the call.

o If the agent cannot push buttons during the three way call, check the following settings in the phone:
¢ InCellular, open Enable LTE setting and set it to DATA ONLY
¢ [f the agent is still unable to push buttons, turn Wi-Fi off for duration of call

External & Direct Independent Agents - Scope of Appointment IVR phone number
866-945-4471

Press 1 for English or listen to Spanish instructions.

IR

Enter your 7-digit SAN. Make sure it is correct when read back or you will not be able to access the SOA at a
later date.

N

Select from options to disclose when the appointment is taking place.
Listen to product selections carefully and select the product(s) agreed upon between you and beneficiary.

Agent or the beneficiary must enter their 10-digit phone number. This phone number MUST be the same one
the beneficiary uses when they enroll in the plan.

o v AW

Agent or the beneficiary must enter the last 4 digits of the beneficiary's SSN. This is an important step as it
helps when matching the SOA data to the prospect data and enables Humana to take multiple SOAs from the
same phone number.

Select from options to explain how initial contact with the beneficiary was made.

~N

The beneficiary must confirm the appointment. The beneficiary must state their name, appointment time,
appointment date, and products to be discussed in the appointment.

9 Capture the SOA telephonic signature. In order to make this a valid scope of appointment, the beneficiary
must verbally agree to the meeting to discuss the products they are interested in.

10 Make sure the beneficiary listens to and agrees to the disclaimer.

11 Listen for and write down your 8-digit confirmation number.

‘ This 8-digit confirmation number IS the agent's copy of the Scope of Appointment in regards
to agent retention requirements. Keep this number with the client's information.

*Agent Use Only*
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(i) USER GUIDE

ELECTRONIC SCOPE
OF APPOINTMENT

An Electronic Scope of Appointment (SOA) allows brokers to collect the Centers for Medicaid and Medicare Services (CMS)
required SOA prior to a Medicare product consultation. Brokers have the ability to collect the SOA using a DocuSign form,
which allows the Medicare beneficiary to submit a completed SOA electronically to the broker. The completed SOA can be
downloaded and kept on file according to the CMS SOA requirements.

Using Electronic Scope of Appointment

STEP 1 On the electronic SOA homepage, enter the Medicare STEP 2 Once the SOA is emailed, the Medicare beneficiary will receive an
beneficiary's name and email address, along with the name email from DocuSign with additional instructions.
and email address of the broker requesting the SOA.

PowerForm Signer Information

Fill in the name and email for each sigaing role isied beiow. Signers will receive
an email invitng them 10 Sign this docurment

Please anter your name and email
b bagin this Sapmng procass

opy st s ook code ek th scoess page b conbrue S0

Medicare Beneficiary

Your Name

Please provide information for any othar
signers neaded for this document

Broker

MEDICA.






STEP 3 The Medicare beneficiary will need to select Resume Signing and ~ STEP 4 Once the Medicare beneficiary accesses the SOA, they should
enter the verification code to gain access to the SOA document. select Yes to the Medicare products they'll be discussing with
their broker and initial next to their selection(s).

MEDICA.

STEP 5 Once the Medicare beneficiary has completed the SOA, they can ~ STEP 6 When the Medicare beneficiary completes the SOA, the broker
download or print a copy of the SOA and will also receive a copy will receive an email confirmation to access the SOA and
via email. complete the document by filling in their information and

required signature.

STEP 7 Once the review and completion of the SOA is finalized, the broker o
will receive an email with the final SOA to download and store. e ——

MEDICA.

Have a question?

Contact Graber & Associates at 1-800-669-3959 or visit our agent portal at graberassoc.com

MEDICA.

© 2020 Medica. Medica' is a registered service mark of Medica Health Plans. “Medica” refers to the family of health services
companies that includes Medica Health Plans, Medica Community Health Plan, Medica Insurance Company, Medica Self-Insured,
MMSI, Inc. d/b/a Medica Health Plan Solutions, Medica Health Management, LLC and the Medica Foundation.

For agent use only. Not intended for consumer use.
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B BROKER TIPS
MEDICA

PERSONALIZED URL

GETTING A PERSONALIZED URL

Medica offers personalized URLs (PURLS) to help brokers facilitate Medicare enrollments. Follow the
steps below to get started.

STEP 1 Contact Graber & Associates to obtain a PURL by calling 1-800-669-3959 or emailing kgraber@graberassoc.com

STEP 2 Send PURL to client.
Note: Collect Scope of Appointment (SOA) and have a consultation with the prospect prior to sending out the PURL.

STEP 3 Client completes the online enrollment, signs it, and submits it to Medica.
Note: The PURL automatically contains the Broker’s name and ID to ensure they are listed as the agent of record.

As part of the consultation with your client, ensure they understand how to complete the enrollment upon receipt of the
PURL. We recommend you familiarize yourself with the screens your client will need to navigate to complete enrollment.

MEDICA.

W E'V E To enroll, click below. Or click
Compare Plans to see your options.

GOT YOU EnRoLL Now

COVERED.

Medicare plans that fit you

Compare Plans For 2020

We have the options and information you need to make the right choice for you.

— —

- .-

———
to explore your options

and choose a plan.

Y0088 _54589_C

Last Updated: October 2019

STEP &4

Check client’s enrollment status:

-Log into Broker Portal > Medicare Enrollment Receipts to verify enrollment was
received at Medica

-Review Broker Client View in 7-10 days to ensure the client was enrolled

MEDICA.






Have a question?

Contact Graber & Associates for any Medica related questions at 1-800-669-3959 or visit our website at
graberassoc.com

MEDICA.

© 2020 Medica. Medica' is a registered service mark of Medica Health Plans. “Medica” refers to the family of health services
companies that includes Medica Health Plans, Medica Community Health Plan, Medica Insurance Company, Medica Self-Insured,
MMSI, Inc. d/b/a Medica Health Plan Solutions, Medica Health Management, LLC and the Medica Foundation.

For agent use only. Not intended for consumer use.
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Med Supp e-App

Quick Start Guide —
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Med Supp e-App...to be sure






&% QUICK START GUIDE

With Mutual of Omaha’s Medicare Supplement Electronic Application

(Med Supp e-App) you may complete and submit business online.

Designed specifically for our Med supp producers, * Saves Time

this e-App has everything you need and want to e Eliminates Guesswork

complete and submit applications for quick issue. * Easy for You and Applicants

Saves you time and ensures accuracy. Whether * Reduces Frustration of Outdated Forms
you write hundreds of applications a year or are ® Quick Issue ¢ Paid Faster

an occasional Med supp writer, you’ll like this * Simple to Keep Track of Apps in Progress
process. Chances are you won’t go back to paper. * Reduces Paper App Supply

@ c-App Features

When you begin using the Med Supp e-App, you’ll discover all of its features
and benefits. Here are a few of the highlights in the meantime:

e Underwriting rules are automatically applied

¢ FDA database prescription drugs and dosages are listed if needed

e Visual cues indicate your progress, missing information and clarifications

¢ One signature covers all forms

® Answers to simple questions reveal only the additional questions your
client needs

® Each client’s signature options appear (electronic or voice)

¢ Real-time rate quotes and data updates

¢ A Dashboard shows all your applications in progress

. @::L"JE:' For sensitive information





@ Who Can Use It

You complete the e-App with applicants in person or on the
phone. It’s not approved for applicants to complete themselves.

Who

Producer e Licensed and appointed

What’s Required

Internet connection, email account and
registered on Sales Professional Access
(See Get Started on back cover)

Applicant e You complete the e-App
for anyone with an Internet connection;
an email address is preferred, but not
required*

¢ Bank account information and Social
Security number for signing*

e Prescription drug information, if policy
is underwritten

® Medicare card, if available

* See What Ifs on back cover

@ \Where It’s Located

Sales Professional Access, mutualofomaha.com/broker, in two places:

—

T —

—— s
——

* Welcome page, Electronic Applications

* Sales & Marketing tab, Electronic Applications page






How It Works

The general flow of the Med Supp e-App process is:

B D800 800508

You sign onto Sales Professional Access
and open the Med Supp e-App.

Applicant has Internet browser and
email account open (preferred, see
What Ifs on back cover).

You arrive at your Dashboard, click
“Initial Documents” to email required
docs to the applicant.

You click “Start a New Quote or
Application” to generate a premium
quote.

You ask applicant the questions,
add information, click to retrieve
plans/quotes, select a plan.

You click “Apply Now” to begin
the application.

You ask the questions and complete
fields.

When all checkmark circles are green,
you click “Continue to Review” and go
over all the information entered with
the applicant; revise as needed. It’s
your last step before signature.

You select “Submit” to send an email
to the applicant with signature options,
required documents and authorization
code for signature. You see a Web page
with the same signature information.

If the applicant doesn’t use email, see
What Ifs on back cover.

Applicant reviews documents and
selects the preferred signature option
(see Signature Options section).

You receive an email that the applicant
signed and submitted the application
to Mutual of Omaha; the application
with a pending policy number shows
up on your Dashboard. You also get an
email when the applicant receives a
premium change and when he/she
declines to sign the application.

Once the file is received, it appears on
your health case monitoring report.

Payment Options

First payment e Visa, MasterCard, automatic bank
withdrawal or check when printing for and submitting
with wet signature

Renewal payment ¢ Automatic bank withdrawal
or check





Slgn ature Options ‘ The following criteria determine how the applicant may sign the e-App:

Signature Method Available on These And When the Initial
Types of Business Payment Is

Electronic

Applicant: Underwritten Automatic bank withdrawal

* Has Internet access (email address Guarantee issue Visa, MasterCard (not in NY)*

not required; see What Ifs)

e Must review initial documents
before signing

e Enters credit card information

Open enrollment

Voice**

Applicant must review application and Underwritten Automatic bank withdrawal
initial documents before calling the
voice signature phone number.

Guarantee issue

Open enrollment

Wet

Producer mails or delivers the application Underwritten Automatic bank withdrawal
and documents to the applicant to sign
and submit. Primarily used when there
is a power of attorney or the applicant Open enrollment
is not the bank-account holder or perfers

to wet sign. Always an option but not

preferred; will delay issue. See What Ifs

on back cover.

Guarantee issue Check

* Applicants using credit cards must provide their statement billing address so the payment is processed.
See Resources, signature process on back cover.

** Voice signature is not available to those who want to enter bank account information themselves; they must
use electronic signature.





Dash board H |gh “ghts | You may sort the information by column heads or search a

name, date, etc. The Dashboard indicates application status:

Quoted Completed through quote only; can open it later to 30 days
finish with the applicant.

App Started Partially completed the application; saved it to resume 30 days
with applicant later. Great if you’re interrupted and
cannot complete the app after starting it.

Pending Signature Completed application and sent to applicant for signature. = 30 days
Monitor so you can follow up with the applicant to finish
the signature process.

Printed for Signature When the applicant is not the bank-account holder or 45 days
prefers to wet sign. You sent everything to the applicant to
wet sign. See What Ifs.

Submitted e-Signature =~ Applicant electronically signed and submitted the 90 days
application. A pending policy number was assigned and
shows on Dashboard.

Submitted Voice Applicant voice signed the app. A pending policy number | 90 days
Signature was assigned and shows on Dashboard.

Submitted Wet Applicant wet signed the application and you’ve mailed 90 days
Signature or faxed it to Mutual of Omaha. Use the dialog box to

change the status.

“MedSupp CFeApp” appears in the Entry System column when an applicant begins a Med Supp Consumer Online
Application. See the Consumer Online Application Marketing Resource Guide on Sales Professional Access.

Blurruan of Onaams @ Do B0 ETEEE

Biedamn Suppoment o Apacalion

Dashboard






e-App Functions

Navigation

* Green/white checkmark: Page is complete and in
good order

* Yellow exclamation mark: Page is missing
information. Go to the page and read the directions
or look for the yellow-highlighted area

¢ Blue Dot: the page you’re on

* Tab through the answer fields

° Tap “y” key foryes and “n” for no

* In dropdown boxes (state, drugs, etc.), type the first
few letters of what you want to get close

e Use the left navigation to jump to any page. For
example, you can work on the Producer page while
the applicant gathers prescription drug information.
Or, you can add notes to the underwriter when
discussing drug use.

Of course, it’s best to complete the pages in order
so that the underwriting rules can be applied and
you see only what you need to complete.

Buttons

* Previous/Next: Moves you backward or forward
one page at a time; does not save answers to the
database, but retains them while you’re in the e-App

* Continue to Review: When all check mark circles
are green, takes you to the Review page to go over the
information with the applicant and revise anything.

* Save: Retains answers in the database

* Close: Saves answers to the database, saves record
to the Dashboard and takes you to the Dashboard

e Edit Quote: Takes you back to the quote page
e Attach Eligibility Documents: Before signature, you

attach the required proof of eligibility for guarantee-

issue coverage

e Initial Documents: Enables you to email the required
documents to the applicant

* Submit: Sends an email to the applicant containing
the authorization code, signature options and
required documents

MuTuaL af OMaHA @

Medicare Supplement e-Application

Application Form

Save Clame

Edit Guote

rrnlen

re infarmation

L Proviaus or Exsling

£ Appkcam Info

& fhedicn

& Houmat
Cwnrm

& Healh

1 Proc

L T

Duasinons

Sava  Closs

ittach Eligibility Documants | Initlal Documanis

Medicare Information

Apolcan o T to arewer Socal Security gue
Socinl Security N .
Plaanas rafarance your Madicara Card Lo complat
Modicara Claim Mumber
"Moccars Part & Efectva Date
Dsrz2nmz '"'
*IF yeod Are nol covaded under hedicans
"Moccars Part B Efecive Dalo
052212012 =
S)F i @fd Nk covered Wnder Medicars Pat B

"Ara you Bpplying curing &n Cpen Ennodiment panod 7

== Fefar o the Open Enrolmeant worksheet o pal

Yag: o

*A you soplying during & Guaranieed |ssue perod?

w— Rabar o the Guansnlbid s workahedl b b

Mo

SO ok vl E5 Ml

Mo

"D B pchicare Parl B B las] e
Ho 3

Previous  Naxl

Edit Quote  Abtach Eligibiiy Docin





Messages

Information Mark Button
Provides help, clarification, details

s Note Pad
Gives you general and state specific rules
Speech Bubble
You’re required to tell the applicant something

o Red X Stop Sign
Tells you why the application cannot be
submitted
Warning Sign
Tells you what the problem is

What Ifs

These are the most common situations. For additional
help, see Resources below.

1. Applicant doesn’t have Internet access.
You may complete the e-App with him or herin a
location with Internet access using a laptop or pc.
Print the forms and give them to the applicant.
Or, applicants can see their initial documents on
medsuppdocs.com, and sign the application on
signyourmedsuppapp.com.

2. Applicant doesn’t have an email account, but does
have Internet access.
You send applicants to see their initial documents
on medsuppdocs.com. To sign the application, send
applicants to signyourmedsuppapp.com. They
enter the authorization number you provide and
their date of birth in this format: MM/DD/YYYY.

3. Applicant doesn’t want to give the Social Security
Number to you.
Applicant may provide it at e- or voice signature.

4. Applicant doesn’t want to give bank information
to you.

He/she may provide at e-signature.

5. Applicant wants to wet sign, is not the
bank-account holder, or you’re speaking to a
power of attorney.

Click Print for Signature on the Continue to Review
page. Then, on your Thank You screen, print the
documents and send them to the applicant or the
power of attorney.

Get Started

Register for Sales Professional Access

You must be registered for our producer website,
Sales Professional Access.

Go to mutualofomaha.com/broker. Click Sign Up
and follow the instructions to create your account.
You need your seven-digit Mutual of Omaha
production number to register.

Have a Valid Email Address on File with Us

To add or update your email address, log in to

Sales Professional Access, click Update my profile on
the Welcome page.

Play in the Sandbox e-App

Once you’re online, go to the Sales & Marketing tab
and select Electronic Applications. Cleck the Sandbox
button so you can become familiar with it before using
the actual e-App with applicants. Play with the rate
quoter, application and signature options.

Keep in mind:
e Use fictitious names

e Enteryour email address as the applicant’s to see
communications

¢ Sandbox Dashboard entries don’t transfer to the
Med Supp e-App Dashboard

Use the Med Supp e-App

Ready? To write business, select the Med Supp e-App
on the Welcome page or Sales & Marketing Electronic
Applications page.

Resources

Your first stop is this page on Sales Professional
Access (mutualofomaha.com/broker) — Sales &
Marketing tab — Electronic Applications page —
Resources. That’s where you’ll find the comprehensive
Training Manual for details.

If you don’t find what you want there, call Graber &
Associates at (605) 331 - 2100.
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PDP Electronic Enrollment Form

Contents
Intended Use

Getting Started

Start Consultation
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*Agent Use Only*

Intended Use

If you are working with a customer over the phone, you can send them the quote and the customer can
complete the application on their own (still attributable to you if completed through the link). Please
refer to Profile section (page 4) for the steps to go through when sending the access code to the
customer.

Getting Started

The electronic enrollment form can be found on Sales Professional Access (SPA). Follow the below path
to get to the e-App:

Sales Professional Access = Sales Tools = Electronic Application = Prescription Drug Plans e-
Application

Click on Start or Continue e-App to open the electronic enrollment form.

Prodocts  Sales & Marketing  Repots  Triming & Compionce O &

Electronic Applications

Medicare Supplement e-Application

\ Prescription Drug Plans e-Application

If you are Ready to Sell you be logged into the site.

*Agent Use Only*





*Agent Use Only*

Welcome, brokertest brokertest . My Account | Sign Out

€ MutualofOmaha Rx

DASHBOARD
REPORTS TASKS
COMPLETED ENROLLMENTS: 0 OPEN TASKs: 0 PROFILES STARTED: 4
Select A Date
From 10/1/2018 1 To 9/23/2019 ] m

No Result For for this Date Range

RESOURCES ADMINISTRATION

Formulary Drug Finder. Pharmacy Agent Account Management
Finder Enrollment Status and Opportunities

Consumer PlanCompare Site

Privacy Policy  Terms of Use

Mutual of Omaha Rx (PDP) is a prescription drug plan with a Medicare contract. Enrollment in the Mutual of Omaha Rx plan depends on contract senewal.

© 2019 Connecture, Inc. All rights reserved. &N pouere d by
Last Updated: 09/20/2019 09:02 AM & CONNECTURE

If you are not Ready to Sell, you will see the below screen. You will not be able to proceed, because
there will not be a Username nor Password available to you.

€0 Mutualofomaha Rx

SIGN IN WITH YOUR MUTUAL OF OMAHA RX
ACCOUNT
Usemame:

Password
Forgot Password

LOGIN

WELCOME TO MUTUAL OF OMAHA RX MEDICARE
SHOPPING & ENROLLMENT TOOLS

+ MORE SALES

Present pian options to clients and help generate sales
« TRACK LEADS

Capture leads and track their status through enroliment
+ SIMPLIFIED ADMINISTRATION

Manage all your applications through one portal

Start Consultation
Click on Start Consultation tab.

— There are multiple tabs that appear on the Start Consultation page. The tabs walk you through the
collection of information regarding a potential enrollee. Gathering data in this section allows you to get
a prescription drug plan estimate for the enrollee.
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VIEW DASHBOARD SEARCH PROFILES ( START CONSULTATION )  START NEW ENROLLMENT SEND QUICK QUOTE

PROFILE

Profile

Fill in the required fields for the enrollee. Required fields are noted by the *. Email is not required, but
is highly recommend.

VIEW DASHBOARD SEARCH PROFILES S5TART CONSULTATION START NEW ENROLLMENT SEND QUICK QUOTE

PROFILE

Calculator E Add MotesTask to an active profile

CREATE A NEW PROFILE

* Denotes a required field.

Beneficiary Information

* First Name
* Last Name
* Date of Birth
Required Format: mm/iddiyyyy

* ZIP code

Phone

Email Address
Address (Line 1)
Address {Line 2}

City

State Flease select a state -

Is the sales contact different from the beneficiary? O yes @ No

SEND ACCESS TO CONSUMER SITE

< PREVIOUS CONTINUE =

After completing the profile tab, you may click Send Access to Consumer Site.

PLEASE NOTE: The enrollee must have filled out a Scope of Appointment form before you can
send the link to the Consumer site.

Upon clicking the Send Access to Consumer Site, you will receive this box to enter the email address of
the enrollee.

4
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Send Access to Consumer Site

Email Address |

SEND ACCESS CODE ZKjYJEmj

This Authorization Code will be sent to the beneficiary under
separate email.

The enrollee will receive two emails. The first one contains an authorization code. The second allows
the enrollee to access the site.

For security purposes, once the Get Started button is selected, the authorization code must be entered
to proceed. If a customer completes the enrollment process via this method, you will be listed as
Agent of Record on this enrollment.

€ MutualofOmaha Rx € Mutualofomaha Rx

- L Y
Dear Jane Hello Jane,

. . - Medicare can be confusing and stressful, but I'm here to help. I will find plans that cover
To keep your information secure, please use the authorization code below when you are

X ) i . your prescriptions and doctors so you have the right coverage while still being an affordable
ready to view the information I previously sent you.

plan for you. You may not know what to expect when it comes to Medicare, but I'm here to

; 5 gy help show you the way and answer your questions. Let's get started and contact me if you
Here is your authorization code:

gRyhcX7E

would like to meet.

Get started
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PDP Electronic Scope of Appointment Form

Contents
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Getting Started

The electronic Scope of Appointment can be found on Sales Professional Access (SPA). Follow the

below path to get to the e-App:

Sales Professional Access = Sales Tools = Electronic Application = Prescription Drug Plans e-

Application

Click on Start or Continue e-App to access the Scope of Appointment

@ ) Murua Omana

Electronic Applications

Submitting applications electronically is so quick and easy you may never go back to paper.

e-8pps

Medicare Supplement e-Application

\ Prescription Drug Plans e-Application

If you are Ready to Sell you can be logged into the site.

Welcome, brokertest brokertest My Account | Sign Qut

€ MutualofOmaha Rx

DASHBOARD

REPORTS TASKS
COMPLETED ENROLLMENTS: 0 OPEN TASKs: 0 PROFILES STARTED: 4

Select A Date

From 10/1/2018 ] To 9/23/2019 m m

No Result For for this Date Range

RESOURCES ADMINISTRATION

Eormulary Drug Finder. Pharmacy Agent Account Management

Finder Enroliment Status and Qpportunities
Consumer PlanCompare Site

Privacy Policy  Terms of Use

Mutual of Omaha Rx (PDP) is 2 prescription drug plan with a Medicare contract. Enrollment in the Mutual of Omaha Rx plan depends on contract renewal.

Y rousreany

® 2019 Connecture, Inc. All rights reserved.
@® CONNECTURE

Last Updated: 09/20/2019 09:02 AM
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If you are not Ready to Sell, you will see the below screen. You will not be able to proceed,
because there will not be a Username nor Password available to you.

€O MutualofOmaha Rx

SIGN IN WITH YOUR MUTUAL OF OMAHA RX
ACCOUNT

Usemame

Password

WELCOME TO MUTUAL OF OMAHA RX MEDICARE
SHOPPING & ENROLLMENT TOOLS

+MORE SALES

Present pian options to clients and help generate sales
« TRACK LEADS

Caplure leads and track their status through enroliment
+ SIMPLIFIED ADMINISTRATION

Manage all your applications through one portal

Start Consultation
Click on Start Consultation tab.

There are multiple tabs that appear on the Start Consultation page. The tabs walk you through the

collection of information regarding a potential enrollee. Gathering data in this section allows you to get
a prescription drug plan estimate for the enrollee.

VIEW DASHBOARD

SEARCH PROFILES ( START CONSULTATION )  START NEW ENROLLMENT

SEND QUICK QUOTE

PROFILE
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Profile
Fill in the required fields for the enrollee. Required fields are noted by the *. Email is also required for
using this method of capturing a Scope of Appointment.

WIEW DA SHBOARD SEARCH PROFILES START CONSULTATION START NEW ENROLLMENT SEND QUICK QUOTE

PROFILE

Calculator E Add MotesMask to an active profile

CREATE A NEW PROFILE
* Denotes a required fizld.
Eeneficiary Information

* First Name
* Last Mame
* Date of Birth
Required Format:mm/ddiyyyy

* ZIP code

Phone
Email Address
Address (Line 1)

Address (Line 2)

City
State |Please select a state T
Is the sales contact different from the beneficiary? O ves @ No

SEND ACCESS TO CONSUMER SITE

After completing the profile tab, you may click Continue.

PLEASE NOTE: The enrollee must have filled out a Scope of Appointment form before you can
send the link to the Consumer site.

*Agent Use Only*
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Scope of Appointment (SOA)

If sending the SOA via email, a profile must be completed. If the enrollee does not have an email
address, select Print to print a copy of the Scope of Appointment form. This form can be uploaded
later in the Enrollment process.

Electronic SOA:

If you entered an email when creating the profile, it will display in the email address box. Confirm
the email address is correct, then select Email SOA. The email field will be cleared and under the
Email SOA button this verbiage will appear “Your SOA has been sent successfully.”

508

Cakulaio E Al NOlESTESK 10 an Scive profile a

SCOPE OF APPOINTMENT

A Soope of Appoavimenl is reguined for o Faca fotace sales apponiments Wa recommend emal a1 the simplest madhod Afer vou compiede e sales apponbmant wou il b abls bo retum 1o
i creen and Complete and sutaml the S0A,

Sigreed 504 There are no signed S0As Tor Bhis beneficiany prodile
UPLOAD FILES
Upload competed Soope of Appointment forms. Chci the: file name below 10 view SoCuments
Upoad Date File Hamw
Uplaaded SOMs Therd &é nd uploaded SOAS Tor Bl benehiciany profle

Impaortant

Wou MUt CIeate A MOk of uSe an exsling profile of a Deneficiany
before sending an S08

® DiEnalies roaquined fekds

* Email AQONESS  CARSH MOoyeTi@mutuaiofiomaha com

Email S0A
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If you choose email, the enrollee will receive this email. The enrollee can select the link and complete
the below online Scope of Appointment form and submit the documentation to you.

€D MutualofOmaha Rx

Dear Jane,

I am looking forward to meeting with you...

Please fill out the Scope of Appointment online form. Be sure to select the Medicare health

plan options that you are interested in discussing during our visit.

It is important that you complete the form prior to our visit since it is required by the Center
for Medicare and Medicaid Services.

Complete "Scope of Appointment' form

Feel free to contact me if you have any questions. I'd be glad to help in any way I can.

*Agent Use Only*
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& MutualofOmaha Rx
]

Scope of Sales Appointment Confirmation Form

The Centers for Medicare and Madicaid Services requires agents to document the scope of 3 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

Figlds marked with 2n asterisk (%) sr2 required.

Flease check one or ALL the product|s) below that you want the agent to discuss. *
[ Stand-alens Medicars Prescription Orug Plans (Fart D)

[ Medicare Advantage Plans (Part C) and Cost Plans

[ Medicare Supplement {Madigag) Products

O Ancillary Products

Vigw complete Medicare product descriptions.

Beneficiary or Authorized Representative Information

By signing this form, you agree to a meeting with a sales agent to discuss the types of praducts you initialed above. Plzase note, the person
whao will discuss the products is either employed or contracted by 3 Medicare plan. They dg pot wark directly for the Federal government. This individual
may also be paid based on your enrcliment in 2 plan.

Signing this form does NOT obligate you to nroll in a plan, affect your current enrollment, or enroll you in 3 Medicare plan.
Beneficiary’s First Name *

Beneficiary’s Last Mams *

Addrass (Line 1)

Address (Line 2}

City
state
Zip Code

Phone Nurnber

Are you the authorized representative acting on behalf of the bensficiany?

OYes OMo

By cheeking this box, | have read and understand the eontents of the Scope of Appointment form, and that | confirm that the infermation | have

provided is accurate. If submitted by an swthorized individual (as described above), this submission canifies that 1) this persen is authorized under Stste
lzwr to complete the Scope of Appaintment form, and 2) documentation of this authority is available upen request by Medicare.

You will receive an email indicating the SOA has been submitted. Once the SOA has been submitted the
meeting can occur. You will need to complete the SOA by clicking Awaiting to be submitted link.

PROFILE SOA HEALTH SUBSIDY DRUGS PHARMACY COMPARE PLANS

Calculator E Add Notes/Task to an active profile

SCOPE OF APPOINTMENT

A Scope of Appointment is required for all face fo face sales appointments. We recommend email as the simplest method. After you complete the sales appeintment, you will be able to returr to

this screen and complete and submit the SOA.

Date Created Date Submitted Plan Type Confirmation Number

10/05/2018 Stand alone Medicare Prescription Drug Plans Part D NFUMKCYQZUSZISTUVPXTVW | Awaiting to be submitted
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*Agent Use Only*

After clicking the Awaiting to be submitted link, you will be prompted to complete the following form:

€ MutualofOmaha Rx

Scope of Sales Appointment Form (To Be Completed by Agent)

Scope of Appointment form needs to be completed and submitted for all scheduled appointments {even for no-shows, cancelled appointments, or those
that do not result in a sale).

Agent First Name *

Agent Last Mame *

Agent Phone

PFlzase enter your 10 digit phone number with no hyphen or spaces (e.g., 2125551213).
Initizl Method of Contact *

If the SOA form was sipned by the beneficiary st time of appointment, provide explanation why S04 was not documented prior to the mesting.

Plan(s) repressnted during this meeting: *
Date Appointment Completed *

=

By checking this boee. | confirm the information represented here is true and accurste. | suthorize my signaturs on the Scope of Appointment form
using this information.

clear

SCOPE OF APPOINTMENT

A Scope of Appointment is required for all face to face sales appointments. We recommend email as the simplest method. After you complete the sales appointment, you will be able to return to
this screen and complete and submit the SOA.

Date Created Date Submitted Plan Type Confirmation Number Status
10/05/2018 10/05/2018 Stand alone Medicare Prescription Drug Plans Part D 1P18HS0E2G Submitted

Once the status shows submitted, click Continue at the bottom of the screen.

*Agent Use Only*
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Online Quoting Tool Instructional Guide
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Online Quoting Tool Instructional Guide

1) Log into Sales Professional Access

2) Hover over “Products” and under Medicare Solutions, select Sales tools

Muruine Omana

Sales PF'O?FGSSIIO Nna I A Products Sales & Marketing Reports Training & Compliance Search O\

Life Medicare Solutions Long-Term Care Critical Illness

Indexed UL Medicare Supplement Product Details Product Details

Current Assumption UL Prescription Drug Plans Underwriting Underwriting

Guaranteed UL Medicare Advantage Sales Tools Sales Tools

Term Life Sales Tools Partnership Program

Whole Life Annuities

Accidental Death Dental Disability Bonus Flexible

Underwriting Product Details Priority Income Protection Deferred Income Protector

Sales Tools Sales Tools Disability Income Choice Portfolio Income Access
Underwriting Income Annuity with Premium Return
Sales Tools Ultra-Income

Ultra-Premier
Ultra-Secure Plus

Sales Tools

1 Agent Use Only
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3) Scroll down to the “Quotes” section, select “Online Quote”

Quotes

Medicare Supplement

Get rates on the go wherever you are...whenever you need them. You'll find rates for Medicare Supplement, in

addition to other products. It’s fast and easy.

Download the Mobile App Get a Quote Online
Use it on the go on your smartphone or tablet Work online from your desktop
» Compatible with Android (4.0 and higher) and i0S (6.0 computer

and higher) platforms

+

Download later from the Apple Store or Google Play, search "Quotes
for Sales Professionals”

2 Agent Use Only





4) Select Medicare Supplement

Sta rt a Q u Ote Customize List

Children's Whole Life

Critical Advantage

Guaranteed ADvantage
Guaranteed Universal Life Express
Indexed Universal Life Express
Individual Dental *

Living Promise

Long Term Care *

Medicare Supplement * «
Priority Income Protection

Term Life Answers

Term Life Express

3 Agent Use Only





5) Fill in applicable information and select calculate
Medicare Supplement
Location & Type

Quote Type

Zip Code One Quote

A A

Personal Information

Current Age
x -

Gender
(65-99)
Were you eligible for Medicare Part A prior to 1/1/20207
No

A

Clear

All fields are required

Agent Use Only
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Selecting the Correct Method from
m the Enrollment Menu

Electronic SOA . .
Send your client a paperless SOA The Enrollment menu contains several links to

different methods of enrolling your client in a

Electronic Application ) )
0 SilverScript plan.

Send your client a paperless application

Email Enroliment

@ Click Electronic Application to send a link to a
new or edited paperless application along with
plan materials to your client by email. Your client
will only have to view the application and type

Send your client a link to =elf-enrall

Enroliment e

Enter a paper application into the portal

Temporary Member ID Card

a signature.
m @ Click Email Enrollment to email your clients links
to SilverScript.com where they can self-enroll.
Electronic SOA Your clients will have to fill out the application.

Send your client a paperless 30A

B @ Click Enroliment to enter an Enrollment that was
Electronic Application

Send your client a paperless application either written on a paper application when you
_ met with your client, or to enter an application

Email Enroliment . . . . o

Send your client a link to self-enroll dlreCﬂy |nt0 the portal Wh'le the Cl|ent IS IN yOUI’

Enrollment e Oﬁlce'

Enter a paper application into the portal or access the Call Center script

e If you're working in a call center with the capability
to record every enrollment call in its entirety, your
Enrollment menu will include this extra language.

Temporary Member ID Card

Scrlpt SilverScript Agent Portal User Guide to Enrollments | October 2018 —Contents 10
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Electronic Application

€@ \When you select Electronic Application
from the Enrollment menu, the first screen
you'll see is this note about when to use

A IMPORTANT INFORMATION ABOUT THE ELECTRONIC APPLICATION

Electronic Application th iS methOd .
ik e o el an o oo o page, ko Eviment Gy P s Think of the eApplication as the virtual
'ars;if\aeﬁ(z;umc Application will include PDF copies of the Plan Guide and other materials with the eq u |Va|ent Of a face to face meetl ng . The
To continue, and send your client an application fo review and sign, click the button below. eAp pl ICatI O n p roceSS p rOVI d eS yo u r CI i e nt
Click here to CONTINUE to the electronic application process Q With P D F Ve rS i 0 n S Of th e S am e d OC u m e ntS

you would provide on paper if meeting
face-to-face, such as the Plan Guide, the
Star Rating Sheet, the Statement of
Benefits, the New Member Reference

Guide and the Mail Service Pharmacy

Note: If you've already met with your client and have a signed paper order form.
application, do not use the eApplication.

The eApplication eliminates the paper, is
faster than paper, and provides you with a
digitally signed PDF file copy for your own
client files.

@ 7 you want to go ahead and start the
eApplication process, click the red button
at the bottom of the window.

- 1 ©
Sllverscrlpt SilverScript Agent Portal User Guide to Enroliments | October 2018 —Contents 17
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Ready to Sell | Welcome, Demo Agent (Marketing Agent ) | Help | LogOut

Last Successful Login - 10/12/2018 10:23 am

Plan Year: | 2019

Electronic Application - 2

SilverScript

Tools v Resources™ lwantto..wv

eApplication History

Silver Mail v Enroliment v Reports v

Electronic Application

All fields are required, unless marked as optional

Section 1: Tell us about the applicant

Election Period

Order
Supplies

Drug
Prices

Pharmacy
Locator

You'll notice that the eApplication is very
similar to our standard online data entry
screens that you may have used to submit
enrollments through the agent portal.

O Annual
S @ From October 15 through December 7 each
year, the Annual enrollment button will be

Section 2: To Enroll in SilverScript Insurance Company Prescription Drug Plan

Desired Plan

QO silverScript Choice
Q silverscript Plus
O SilverScript Allure

Effective Date of Enroliment

01/01/2019 ® 9

Application Received Date

Section 3: Beneficiary Information

v e

MI (optional)

Title (optional)

Last Name

Suffix (optional)

Medicare Number

Medicare Part A (Hospital) Effective date that appears on
your Medicare Card (optional)

Medicare Part B (Medical) Effective date that appears on
your Medicare Card (optional)

Date of Birth (mm/ddlyyyy) Gender

Om

Format as MM/DDIYYYY OrF

Phone Number (numbers only) (optional) Cell Phone Number (numbers only) (optional)

Email Address

Script

SilverScript Agent Portal User Guide to Enrollments | October 2018

active. If you're enrolling your client outside
of the AEP, that button will not be displayed.

If you select an Initial or Special enroliment
period, you'll be required to enter the reason
code. You'll see what the codes look like on
the next page.

Certain dates within the form will be pre-filled
for you where appropriate. For example, if
you select Annual as the enrollment Period,
you’ll see the Effective Date of Enroliment
field automatically fill in with January 1.

Next you'll add information about your client.
Remember, you'll need to fill out all the
fields, unless they are marked “optional.”

Contents 18






Would you like to receive paperless Explanation of Benefit (EOB) statements?

We'll send you a menthly email alert to view your statement. You can print it anly if you need to - keep the clutter
down and your information secure

O Yes, | want to receive my EOB statements electronically

O No, | want to receive my EOB statements in the mail

Email Address (optional)

The Explanation of Benefits (EOB) is a record of your prescription claims that have been processed for the month
The EOB statement shows each prescription’s cost, the amount your plan has paid toward its cost, and the
amount for which you're responsible. You can change your preference on caremark com at any time

If you choose to receive paperless Explanation of Benefit statements, you will need to create an account on
Caremark.com. In addition to viewing your EOB statements online, Caremark.com will give you the ability to track
your prescription costs and order mail service prescriptions

Permanent Address/Long Term Care Address

Line 1 Line 2 (optional)

City State n Zip
-- Choose One — v

Long-Term Care Facility Name (if applicable) Long-Term Care Facility Phone

Mailing Address
D Mailing Address is the same as Permanent Address

Line 1 Line 2 {(optional)

City State Zip

- Choose One - v

Section 4: Paying Your Plan Premium o

You can pay your monthly plan premium (including any late enrollment penalty you may owe) by automatic
deduction from your monthly Social Security or Railroad Retirement Board benefit check, automatic bank draft
withdrawal, credit card, or by mail

Please select a premium payment option. (If you don't select an option, you will receive a monthly bill )

Reminder, if you have secondary coverage that pays for part of your premiums (for example: from your employer
or an SPAP) then you must choose monthly bills that you can pay by mail in order for the secondary coverage to
be applied correctly

O Automatic Deduction from Social Security benefit check

O Automatic Deduction from Railroad Retirement Board benefit check e

O Automatic Bank Draft Withdrawal from Checking or Savings Account
O Monthly payments by check

Scrlpt SilverScript Agent Portal User Guide to Enrollments | October 2018
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Electronic Application - 3

It's important to remember that you
can only submit an enroliment
application for a client who lives in
a state where you hold a license.
So, when you click on the State
field, you’ll only see the states
where you're licensed.

® As you move down the enroliment
form, you’ll enter the plan payment
information that you will have
already discussed with your client.

© When you click a button to select
your client’s preferred payment
method, additional information will
appear on-screen that’'s important
for you and your client to know.
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Note, the option to pay using a Credit Card can be started after your enrollment in the plan. You can call us toll
free once your enroliment in the plan is active, at: 1-866-824-4055, 24 hours a day, 7 days a week TTY users call
rall

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If you qualify,
Medicare could pay for 75% or more of your drug costs including monthly prescription drug premiums, annual
deductibles and co-insurance. Additionally, those wha qualify won't have a coverage gap or a late enrollment
penalty.

Many people are eligible for these savings and don’t even know it. For more information about this Extra Help,
contact your local Social Security office, or call Social Security at 1-800-772-1213. TTY users should call
1-800-325-0778. You can also apply for Exira Help online at www, ial: ity escriptionhelp. If you
qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will pay all or part of your
plan premium. If Medicare pays only a portion of this premium, we will bill you for the amount that Medicare does
not cover.

If you are assessed a Part D-Income Related Monthly Adjustment Amount, 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 or Railroad Retirement Board benefit check or be
billed directly by Medicare. Do NOT pay the Part D-IRIMAA extra amount to SilverScript Insurance Company.

Section 5: Please Read and Answer These Important Questions

Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal employee
health benefits coverage, VA benefits, or State Pharmaceutical Assistance Programs.

Will you have other prescription drug coverage in addition to SilversScript Insurance Company Prescription Drug Plan?
O Yes

O

Applicant prefers to receive written communications in:

o English

O Spanish

If you need information in an alternate language or accessible farmat, such as Braille, audio tape or large print,

please contact SilverScript Insurance Company at 1-855-771-9286, 24 hours a day, 7 days a week (TTY users
call 711).

Section 6: Please Read This Important Information e

Please read:

If you are a member of a Medicare Advantage Plan (such as an HMO or PPO), you may already have
prescription drug coverage from your Medicare Advantage Plan that will meet your needs. By joining SilverScript
Insurance Company, your membership in your Medicare Advantage Plan may end. This will affect both your
doctor and hospital coverage as well as your prescription drug coverage. Read the information that your Medicare
Advantage Plan sends you and if you have questions, contact your Medicare Advantage Plan

If you currently have health coverage from an employer or union, joining SilverScript Insurance Company
could affect your employer or union health benefits. You could lose your employer or union health coverage if
you join SilverScript Insurance Company. Read the communications your employer or union sends yeu. If you
have questions, visit their website, or contact the office listed in their communications. If there isn't information on
whom to contact, your benefits administrator or the office that answers questions about your coverage can help

Notes (max 300 characters) (optional)

Sll‘nlerst;rllptO SilverScript Agent Portal User Guide to Enrollments | October 2018
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Electronic Application - 4

You'll also need to know if your
client has other prescription drug
coverage and if she prefers written
communications in English or
Spanish.

Section 6 contains important
information for your client, who can
read this online when she’s
reviewing the application.

If you'd like to include notes with
the application, enter them in this
box.

Contents 20
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Plan Year:| 2019 ~/ Ready to Sell | Welcome, Demo Agent (Marketing Agent

Electronic Application -5

SilverScript ’ i
ilverScrip You’re almost done with the

eApplication. Check at the top of
Section 7: Send the enrollment application to your client o SeCtlon 7 to be Sure the name Of
Selected Plan: SilverScript Choice o the plan that’s ShOWing iS the

Please review the following information, and click the button at the bottom of the page to send the enrollment

plan your client selected.

Terms of Enrollment

Silver Mail v Enrollment~+  Reports v Tools v Resources v | wantto ... v

All fields are required, unless marked as optional.

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

SilverScript PDP is a Medicare drug plan and has a contract with the Federal government. | understand that this
prescription drug coverage is in addition to my coverage under Medicare; therefore, | will need to keep my
Medicare Part A or Part B coverage. It is my responsibility to inform SilverScript of any prescription drug coverage
that | have or may get in the future_ | can only be in one Medicare Prescription Drug Plan at a time — if | am
currently in a Medicare Prescription Drug Plan, my enrollment in SilverScript will end that enroliment. Enrollment in
this plan is generally for the entire year. Once | enroll, | may leave this plan or make changes if an enrollment
period is available, generally during the Annual Enrollment Period (October 15 — December 7), unless | qualify for
certain special circumstances.

SilverScript serves a specific service area. If | move out of the area that SilverScript serves, | need to notify the
plan so | can disenroll and find a new plan in my new area. | understand that | must use network pharmacies,
except in an emergency when | cannot reasonably use SilverScript network pharmacies. Once | am a member of
SilverScript, | have the right to appeal plan decisions about payment or services if | disagree. | will read the
Evidence of Coverage document from SilverScript when | get it to know which rules | must follow to get coverage.

| understand that if | leave this plan and don't have or get other Medicare prescription drug coverage or creditable
prescription drug coverage {as good as Medicare's), | may have to pay a late enrollment penalty in addition to my
premium for Medicare prescription drug coverage in the future.

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

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

Release of Information

By joining this Medicare Prescription Drug Plan, | acknowledge that SilverScript PDP will release my information
to Medicare and other plans as is necessary for treatment, payment and health care operations. | also
acknowledge that SilverScript will release my information, including my prescription drug event data, to Medicare,
who may release it for research and other purposes which follow all applicable federal statutes and regulations
The information on this enrollment form is correct to the best of my knowledge. | understand that if | intentionally
provide false information on this form, | will be disenrolled from the plan
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| understand that my signature (or the signature of the person authorized to act on my behalf under state
law where | live) on this application means that | have read and understand the contents of this
application.

If signed by an authorized individual (as described above), this signature certifies that:
1) This person is authorized under state law to complete this enrcliment and

2) Decumentation of this authority is available upon reE est by Medicare.

Beneficiary's Signature Beneficiary's Date

Format as MM/DD/YYYY

Does the Applicant have a legal guardian that is authorized to speak on his/her behalf?{(Note: The Authorized
Representative is NOT the Insurance Agent it is a person who has the power of attorney for the Applicant.)

No

Yes
Agent Information 0
Agent Name Agent Signature
Demo Agent Demo Agent

SCOPE OF APPOINTMENT (You must check one).
@ | completed a Scope of Appointment and | will submit it separately.

O A Scope of Appointment was NOT completed because | did not have an individual or one-on-one marketing
appointment (whether in person, telephonically or otherwise) with the applicant.

Please provide the email address of the prospective beneficiary

This email address was provided to me by the prospect and was not rented, purchased or obtained through any
type of directory. | have spoken with the prospect, explained the SilverScript Prescription Drug Plans and the
prospect has requested a SilverScript Electronic Enrollment Application.

I agree e

Email

Scrlpt SilverScript Agent Portal User Guide to Enrollments | October 2018

*

Electronic Application - 6

This is the last page you need to fill out
before the Agent Portal sends the
application to your client.

Fields that are grey, like these for
Beneficiary’s Signature and Date, cannot
be filled out by you — only your client.

Q When you type your name in this field, you
are electronically signing the application.
You can be confident about placing your
signature in advance, because your client
cannot change any of the information you
enter as the agent. It will remain exactly as
you signed it, until and unless you adjust it
yourself.

9 This is where you’ll enter the email
address of your client.

9 You have to click the box to agree that you
received the email address directly from
your client. Once you check the box to
agree, you'll see another button appear to
send the email.
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Plan Year: | 2019 v Ready to Sell | Welcome, Demo Agent (Marketing Agent El eCt r O n i C A p p | i C ati O n - 7
SilverScript

@ At this point, your work is almost done.

Silver Mail v Enroliment v Reports v Tools v Resources v lwantto ... v You’” See this aCknowledgement that the
Electronic Application (@) (2] application was saved and that an email
The application was successfully saved and the Electronic Enroliment Application has been sent to the beneficiary WaS Sent by Silverscript tO your Client It’S

at this email address:

important that you tell your client that she
only has 14 days to review and act on this
application or it will expire.

Plan Year: | 2019 v/ Ready to Sell | Welcome, Demo Agent (Marketing Agent ) | Help | Log Out
Last Successful Login - 10/12/2013 10:23 am

SilverScript m@ Click the link for eApplication history in
Silver Mail v Enrollment v Reports ~ Tools v Resources v Iwantto... v the top-rlght Corner Of the page to go to

eApplication History the history page.

Search for an eApplication

Beneficiary Name Beneficiary Email

QOnce you've submitted an eApplication,
e you'll see it listed in this table. If your
b client has signed and submitted the
eApplication, you can download a PDF
ocopy. Just click Download for the
eApplication you want to see.

= Correction: The beneficiary has reviewed the form, but edits are needed
« signed: The beneficiary has approved and signed the form
+ Rejected: The beneficiary has rejected the enroliment application

=N RN © 'f you have a lot of eApplications, you can
Y 9 use these fields to search for a specific

Beneficiary Name = Beneficiary Email = Agent Id = Date Created = Plan Year = Confirmation Number = Download = * 0 n e
10/16/2018 4:28:23 PM |2019 $81810 Download
10/16/2018 4:13:46 PM |2018 $81810 Download
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Thu 7/19/2018 5:16 PM o
information@silverscript.com

Here is the SilverScript (PDP) Enrollment Kit Your Agent Requested on Your Behalf

To
0 This message was sent with High importance.

Message /2018 Plan Decision Guide.pdf (870 KB) F112018-StarRatings.pdf (16 KB} 112018 Summary of Benefits.pdf (2 ME}

SilverScript’

Dear

Thank yvou for your interest in SilverScript Medicare Part D prescription drug plans. This email is sent on behalf of vour agent.

To complete the enrollment into t ilverScript plan that you have chosen, please review and digitally sign your SilverScript
application by clicking HERE .

In addition to the above link to digitally complete your application, this email includes:

s SilverScrnpt Plan Decision Guide
e SilverScript Medicare Star Ratmgs
s SilverScript Summary of Benefits

When vou enroll in a SilverScript plan, you'll discover why over 6.1 million! people rely on SilverScript for their Medicare Part D
prescription drug coverage. Whether you take few or many prescription medications, SilverScript can be your prescription for peace of
mind with:

« Two PDP plans to meet your needs and vour budget?

+ Affordable coverage — new lower monthly premiums®

«  $0 annual deductible on all drug tiers*

+ Low co-pays

« A convenient nationwide network of over 67,000 pharmacies. Save up to 30% by choosing to fill prescriptions at a Preferred
Network Pharmacy®

We're also pleased to share that SilverScrpt is a Medicare Part D plan with a 4-Star rating out of five (5) stars in 2018 from the
Centers for Medicare and Medicaid (CMS). The annual Medicare Star Ratings reflect plans’ quality and performance.

We look forward to the opportunity to provide your prescription drug coverage. If you have any questions, please contact your agent
at or
Thank vou, again, for your interest in SilverScrpt.

Sincerely,
SilverScript

Sll‘nlerst;rllptO SilverScript Agent Portal User Guide to Enrollments | October 2018 —Contents 24

Electronic Application:
Beneficiary View, Email 1

When you send an Electronic Application
to your client, the first item she’ll see is an
email from SilverScript, sent on your
behalf. There are several important items
in the email that you’ll want to mention to
your client to make the process fast and
easy.

The email will come from
information@silverscript.com, not from
you. However, it will contain your name,
email address, and phone number. It's
important that your client knows what to
look for.

Q There are several important attachments,
all of which are mentioned in the email.

This is where your client will click to go
directly to a secure page on the
SilverScript Agent Portal to review and
sign the enrollment application you
completed online. Tell your client to click
the word “HERE.”
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Please verify your details

Hi Please enter the date below to verify your identity so you can view and sign your application

Note: Three incorrect attempts will lock your application, and you will need to follow up with your agent.

Medicare Number

Last Name

Date of Birth :

Format as MM/DDYYYY

Verify

Note:

It's important to remember that the information your client enters
in the three fields must match what you entered. If you entered
your client’s name incorrectly, she could enter her name
correctly, but it would not be a match with your entry, which was
incorrect.

eApp Beneficiary View:
Verifying Identity

When your client clicks the link in
her email, she’ll be taken to this
page on the SilverScript Agent
Portal.

For security, before reviewing the
application you filled out, she has to
verify her identity on this page.

These three fields must be an exact
match with what you entered when
filling out the application.

@ Medicare Number, either MBI or

HICN.

If your client cannot verify her identity, you'll receive an email from 0 Last name

SilverScript so that you may contact her to resolve the issue.

@ Date of Birth in the format requested

in the caption.
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Section 5: Please Read and Answer These Important Questions

Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benefits coverage, VA benefits, or State pharmaceutical assistance programs

Do you have other prescription drug coverage in addition to SilverScript Prescription Drug Plan?
Yes o
No

Applicant prefers to receive written communications in:

English
Spanish

If you need information in an alternate format, such as Braille, audio tape or large print, please contact
SilverScript Insurance Company at 1-866-552-6106, 24 hours a day, 7 days a week. (TTY users call
1-866-552-6288)

Section 6: Please Read This Important Information

Please read:

If you are a member of a Medicare Advantage Plan (like an HMO or PPQ), you may already have
prescription drug coverage from your Medicare Advantage Plan that will meet your needs. By joining
SilverScript Insurance Company, your membership in your Medicare Advantage Plan may end. This will
affect both your doctor and hospital coverage, as well as your prescription drug coverage Read the
information that your Medicare Advantage Plan sends you and if you have questions, contact your Medicare
Advantage Plan.

If you currently have health coverage from an employer or union, joining SilverScript Insurance
Company could affect your employer or union health benefits. You could lose your employer or union
health coverage if you join SilverScript Insurance Company. Read the communications your employer or
union sends you. If you have questions, visit their Web site, or contact the office listed in their
communications. If there isn’t information on whom fo contact, your bensefits administrator, or the office that
answers guestions about your coverage can help.

Notes (max 300 characters) (optional)

Everything looks good, continue Something is wrong. Please inform my agent that a correction is needed.

I've changed my mind. Reject and cancel this application process.

SilverScript
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eApp Beneficiary View:
Application Sections 1-6

After your client verifies her identity, she’s
presented with the application form that you
previously completed. The first page contains
sections 1-6.

oAII of the information you entered on behalf of
your client is greyed out, or inactive, and cannot
be changed by your client.

After reviewing the form, your client will be
looking at the three buttons at the bottom of the
page. The text on the buttons describe the next
steps your client can take.

eThere are no errors in the form, and your client
can move to the second and final page of the
application.

eThere’s an error, and your client needs you to
make a correction. When the button is clicked a
dialog box appears in which she can tell you
what’s wrong with the application.

Your client has changed her mind and does not
want to enroll in SilverScript at this time.
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eApp Beneficiary View:
Application Section 7, Terms

| understand that my signature (or the signature of the person authorized to act on my behalf under
state law where | live) on this application means that | have read and understand the contents of this

application.
If signed by an authorized individual (as described above), this signature certifies that:
1) This person is authorized under state law to complete this enroliment and

2) Documentation of this authority is available upon request by Medicare.

Beneficiary's Signature o Date

07/19/2018

Format as MM/DDYYYY

Does the Applicant have a legal guardian that is authorized to speak on his/her behalf?(Note: The Authorized
Representative is NOT the Insurance Agent it is a person who has the power of attorney for the Applicant.)

O No
O Yes 9
Agent Information

Agent Name Agent Signature

SCOPE OF APPOINTMENT (You must check one).
| completed a Scope of Appointment and | will submit it separately.

A Scope of Appointment was NOT completed because | did not have an individual or one-on-one
marketing appointment (whether in person, telephonically or otherwise) with the applicant.

Please provide the email address of the prospective beneficiary

Email

and Signature

If your client clicks “Everything looks good,
continue” on the previous screen, Section 7
includes the terms of the enrollment and an
attestation.

This page is the only page where your client
can input information in just two places:

o Your client will click this box and type her first

and last names.

0 Your client will check one of these buttons to

indicate if a legal guardian is representing the
beneficiary. If the “Yes” box is checked, your
client (or her rep) must fill in the fields that will
appear for the authorized rep.

eAgent Name, Agent Signature, and your client’s

emall address wil aready be flled out by you
Submit my application Go Back I've changed my mind. Reject and cancel this application process.

SilverScript
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e Your client clicks this button to submit the

application directly to SilverScript, and then
sees this confirmation.

(¥) Thank you!

Your information has been submitted.
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Thu 7/19/2018 5:24 FM

eApp Beneficiary View:
Email 2

O After submitting her application, your

information@silverscript.com
News You Need Regarding Your SilverScript (PDP) Enrollment
To Cohen, Peter

0Th\5 message was sent with High importance.

Message  'TA12018 Summary of Benefits.pdf (2 MB)

| Mailservice Pharmacy Order Form.pdf (593 KE)
X 2018NewMemberReferenceGuide.pdf (507 KE)

SilverScript’

Dear

Thank you for enrolling with SilverScript for your Medicare Part D prescription drug coverage. Your enrollment application has been
completed and is now being processed by the Centers for Medicare & Medicaid Services (CMS).

Upon acknowledgement and confirmation of your enrollment, you will receive several mailings, including:

¢ Online Enrollment Verification (OEV) letter verifying your intent to enroll in a SilverScript Medicare Part D prescription drug
plan
¢ Acknowledgement letter for the receipt for your completed enrollment application
« Confirmation letter that Medicare has approved your enrollment in SilverScript. along with vour SilverScript insurance card
s SilverScript New Member Welcome Kit to help vou get the most of vour coverage from the first day-
o New Member Reference Guide
o Evidence of Coverage (EOC) booklet
o Abridged Formulary highlighting SilverScript’s list of covered drugs and updates of any recent changes
o Pharmacy Directory with pharmacies in your location

Attached to this email are the Summary of Benefits, and a form to sign up for CVS Caremark Mail Service Pharmacy™! — a convenient
service that saves you time and money when you opt to receive vour maintenance medication as a 90-day supply delivered directly to
vou. There 1s no cost for standard mail delivery, ether.

Also attached is the New Member Reference Guide (PDF) to answer any immediate questions you might have, including managing
your prescriptions online, easy options for making your premium payment, and receiving vour Explanation of Benefits (EOB) online.

If you have any questions regarding your SilverScrpt application, please contact your agent, . at
Apgain, thank vou for vour enrollment and confidence in SilverScript. We look forward to providing your prescription drug coverage
and helping you stay on vour path to better health.

Sincerely,
SilverScript

If you did not subnut an online enrollment for SilverScnpt and believe this e-mail was sent m error, please forward this email to
ApgentSupport@CVSCaremark.com. Please be sure to include a statement that you did not submit an online enrollment for
SilverScript. We will ensure that you do not recerve further emails about our plans unless you request to do so in the future.

SilverScript
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client will receive a second email
including three more attachments of
plan documents.

This email informs your client that her
application is being reviewed and
processed by Medicare and sets
expectations for what comes next.

This email also includes your name
and email address.

You'll receive a confirmation email
from SilverScript as you would for any
type of enrollment.

You may now track the status of the
application by selecting My Clients
from the Reports menu.
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Selecting the Correct Method from
m the Enrollment Menu

Electronic SOA . .
Send your client a paperless SOA The Enrollment menu contains several links to

different methods of enrolling your client in a

Electronic Application ) )
0 SilverScript plan.

Send your client a paperless application

Email Enroliment

@ Click Electronic Application to send a link to a
new or edited paperless application along with
plan materials to your client by email. Your client
will only have to view the application and type

Send your client a link to =elf-enrall

Enroliment e

Enter a paper application into the portal

Temporary Member ID Card

a signature.
m @ Click Email Enrollment to email your clients links
to SilverScript.com where they can self-enroll.
Electronic SOA Your clients will have to fill out the application.

Send your client a paperless 30A

B @ Click Enroliment to enter an Enrollment that was
Electronic Application

Send your client a paperless application either written on a paper application when you
_ met with your client, or to enter an application

Email Enroliment . . . . o

Send your client a link to self-enroll dlreCﬂy |nt0 the portal Wh'le the Cl|ent IS IN yOUI’

Enrollment e Oﬁlce'

Enter a paper application into the portal or access the Call Center script

e If you're working in a call center with the capability
to record every enrollment call in its entirety, your
Enrollment menu will include this extra language.

Temporary Member ID Card

Scrlpt SilverScript Agent Portal User Guide to Enrollments | October 2018 —Contents 10






Electronic SOA o

Electronic Application
Send your client a paperless application

Email Enroliment
Send your client a link to self-enroll

Enroliment
Enter a paper application into the portal or access the Call Center script

Temporary Member ID Card

All fields are required, unless marked as optional. 9

To be completed by Agent
Agent Name Agent Phone

Demo Agent 480-314-8074

Agent Address
9501 E Shea Blvd, Scotisdale, AZ, 85260
Beneficiary Name Beneficiary Phone
Beneficiary Address
Initial Method of Contact (Indicate here if beneficiary was a walk-in.)

Agent Signature

Plan(s) the agent represented during this meeting

Plans

Script

*Agent Use Only*

Electronic Scope of
Appointment

SilverScript offers an Electronic Scope of
Appointment (eSOA) form available for agents
to use. It's fast, convenient, and doesn't
restrict its use to only SilverScript (as long as
other plans will accept an SOA with another
company ID on it). Click Electronic SOA in
the Enrollment menu to start. 0

As the agent, you will receive the completed
SOA in moments after the client completes
their portion. The eSOA does not
automatically link to any enrollment, therefore
it will need to be submitted when the client
completes an application, either with the
paper application or sent by itself in the case
of iPad and Electronic Applications.

First, you scroll down to complete the sections
that are not grayed out. Your client will receive
the SOA and check the type of products she
wants to discuss with you, and she will fill in
her name. If she’s the representative for the
person enrolling, she will complete that
section as well.

Contents






Date of Appointment

Instructions for agents

If you are doing a sales presentation to a beneficiary, you MUST have a documented scope of what you will be
discussing with the beneficiary prior to the appointment. A beneficiary cannot agree to the scope over the phone
and sign the documentation later. Documentation must be in writing in the form of a signed document by the
beneficiary. You must send this documentation with the enroliment form to SilverScript® Insurance Company.

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

If the form was signed by the beneficiary at time of appointment, provide explanation why SOA was not documented
prior o meeting

Why SOA was not documented prior to meeting

SilverScript is a Prescription Drug Plan with a Medicare contract offered by SilverScript Insurance Company.
Enroliment in SilverScript depends on contract renewal

Please provide the email address of the prospective beneficiary.

SOA History @

Search for a Scope of Appointment

Beneficiary Name Beneficiary Email

Status

Status Definitions

+ Signed: SOA Form is signed by beneficiary and sent back to agent
+ Expired: SOA link expired after two weeks

+ Viewed: SOA form was viewed by the beneficiary but not signed

« In Progress: SOA link sent to beneficiary

Script
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MY Sending the eSOA

If you are on the phone with your client, you can
send the eSOA and it should show in their inbox
within a minute of when you send your email.

The email is from information@silverscript.com,
with the subject, “Here is the Scope of
Appointment for your signature.” Note: It might
land in their spam filter or junk email so the client
may need to take appropriate actions in order to
view the email.

Make sure you enter your client's email address
correctly.

You can click the SOA history button to view the
status of all the eSOAs you’ve sent. You can
filter the results by using the search fields.

Please note that if your client doesn’t respond to
the eSOA email, the link will expire after 14
days.
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Receiving the eSOA

Dear Test Test, , . i .
Thank yvou for the opportunity to provide you with information, cost estimates, enrollment o Here S the emall your C“ent receives for the
assistance and customer service for Medicare health plans in your area. electronic SOA A” She haS to do |S CI|Ck and
Please click on the link below to be taken to a secure website where you can review, complete, She’” gO to the eSOA Online.

and electronically sign a Scope of Appointment form required by Medicare before we can
discuss your Medicare health plan options.

CLICK HERE for Scope of Appointment 0 9 Your name and email address are included in
If you have any questions, please do not hesitate to contact me. thlS emall SO your C“ent can trust |t came from
Sincerely, yOU

Demo Agent

Licensed Insurance Agent

480-555-1212

9 9 Once your client is reviewing the eSOA form
online, all she has to do is check one or more
boxes, just like with the paper SOA form.

—— . ——
9501 E Shea Blvd, Scottsdale, AZ, 85260

You are receiving this email because you requested to receive an esignature-enabled Scope of
Appointment form by email that Medicare requires insurance agents to obtain before discussing

Medicare health plans with consumers. If you do not wa be contacted again via email,
please send an email to wi e subject line: Do Mot Email Me
Again.

2019
Scope of Sales Appointment Confirmation Form

This form is required pricr to a one-on-one marketing appointment 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 place a check mark in the box next to the type of product(s) you want the
agent to discuss. (See helpful descriptions on the next page.)

[ ] Stand-alone Medicare Prescription Drug Plans (Part D)

[ ] Medicare Advantage Plans (Part C) and Cost Plans
Medicare Health Maintenance Organization (HMO), Medicare Preferred Provider Organization
(PPQ) Plan, Medicare Private Fee-For-Service (PFFS) Plan, Medicare Special Needs Plan (SNP),
Medicare Medical Savings Account (MSA) Plan, or Medicare Cost Plan

[ ] Other Health-Related Plans
Dental/Vision/Hearing Products, Supplemental Health Products, Medicare Supplement
(Medigap) Products
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Walk-Through Guide

DocuSign Paperless Enroliment

Table of Contents

. DocuSign Paperless
Topic . Walk-Through Page Number
Enroliment Link

Powerform Signer Page N/A 2

CCP Application (without CSNP)

*Thisincludes detailedsteps necessary for ALL Click Here 3
applications
CSNP Application Click Here 14
PDP Application Click Here 15
PFFS Application Click Here 16

N\ WellCare

Beyond Healthcare. A Better You.



https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=72214321-f9ba-4134-b7cf-a34957e5ac8c&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2

https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=bb36957f-48cf-44ac-b427-6f784406c5cd&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2

https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=9493f06e-aaa3-47db-a2bf-3ad41d243d4c&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2

https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=092dec9d-d037-4476-bf25-6c855fe18bb7&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2



Walk-Through Guide

Powerform Signer Page

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

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

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

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

wellcare-ipc.destinationrx.com/

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

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

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

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

PowerForm Signer Information

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

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

Your Mame: =

| Test Agent |

Your Email: *
| testagent@wellcare com |

Please provide information for any other signers needed for this

document.

Beneficiary

| Test Beneficiany |

Email:

| TestBeneficiany&gmail com |

— > s

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

auto populated with the current date.

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

N\ WellCare

Beyond Healthcare. A Better You.




https://wellcare-ipc.destinationrx.com/PlanCompare/2020/consumer/type3/Compare/Home

https://wellcare-ipc.destinationrx.com/PlanCompare/2020/consumer/type3/Compare/Home

https://wellcare-ipc.destinationrx.com/PlanCompare/2020/consumer/type3/Compare/Home

https://wellcare-ipc.destinationrx.com/PlanCompare/2020/consumer/type3/Compare/Home
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CCP Application

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

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

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

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

Use the Finish Leter op
sigring this document at & leter

GOTIT

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

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

START

=3 2020

WellCare/‘Ohana/WellCare TexanPlus

Medicare Advantage Plans
Individual Enrollment Form

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

Enter email address m FINISH LATER

QaQLs e

OTHER ACTIONS +

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

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

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

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

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

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

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

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

NN\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

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

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

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

Ut o ()
Scope of Verification : | ]

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

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

MDDYYYY

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

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

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

Enrollment Receipt and New Member Checklist

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

The name of my new plan s, welTCare Essential HMO

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

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

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

Circle the correct answer:

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

My monthly premium will be SI%I.

Checklist

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

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

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

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

©0 6 Coversge G a5 the “donut hole”

71

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

e —————
SRS —— .'.

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

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

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

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

d initiels for ell purposes when | for

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

DRAW YOUR sIGNAﬂ Clear

m* il b the ele

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

ADOPT AND SIGN CANCEL

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

Q@ a & § e

LWL iy BRI AR U Ly S L

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

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

e WellCare 2019

ot E )

[FRISTNR e~

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

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

Save a Copy of Your Document

¥

L1

Your document has been signed

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

DOWRNLOAD PRINT CLOSE

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

N WellCare

Beyond Healthcare. A Better You.

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

REVIEW DOCUMENTS

Enroll with WellCare
agentservices@mhplan.com

Test Member,

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

Thank You, Enroll with WellCare

Powered byDocuSign

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

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

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

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

Comprehensive Health Management, Inc

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

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

Access Code

VALIDATE 1 NEVER RECEIVED AM ACCESS CODE
Lwc2020 |

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

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

Please Review & Act on These Documents W WellCare

Beycnd Healthcare & Better You

Enroll with WellCare
Comprehensive Health Management, Inc Fasrec by DocuSign

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

use elactronic racords and signafures.

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

GOTIT

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

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

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

Sign
\ 4

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

Q@ Q& 8 0

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

paid based on my enrollment in WellCare/‘Ohana/WellCare TexanPlus. Release of Information: By joining this Medicare health plan,
| acknowledge that WellCare/‘Ohana/WellCare TexanPlus will release my information to Medicare, other plans and providers as is
necessary for treatment, payment and health care operations. | also acknowledge that WellCare/ Ohana/WellCare TexanPlus will
release my information (including my prescription drug event data) to Medicare, who may release it for research and other purposes
which follow all applicable federal statutes and regulations. The information on this enrollment form is correct to the best of my

knowledge. | that if | provide false on this form, | will be disenrolled from the plan. | understand
that my sngnalure or the sgnature of the person authorized to act on my behalf under the laws of the state where | ive) on this
applicatio R and understand the contents of this application. If signed by an authorized individual (as described
above), th.oiequl ign Here t:1) this person is authorized under state law to complete this enroliment and 2) documentation of
this authar ‘: rlable upon request from Medicare.
SIGN Signature: Today's Date:
‘ MMDODYVYVYY
Attestation of Eligibility for an Enrollment Period

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

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

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

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

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

CCP Application (Continued)

Adopt Your Initials

Confirm your name, initials, and signature.
* Required

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

Change Style

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

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

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

Done! Select Finish to send the completed document.

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

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

this auth »h le upon request from Medicare

MMDDYJYYY

@0 overage “donut hole”

7

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

oWelCae 209

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

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

PP H T TT]
P?W’lellll\HIIHIJIIIIHIHII

Agent Signat

Member Signature: ==

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

@ a & 8§ 06

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

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

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

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

paid based on my enrollment in WellCare/Ohana/WellCare TexanPlus. Release of Information: By joining this Medicare heallh plan,
lacknowledge that WellCare/*Ohana/WellCare TexanPlus will release my informaticn to Medicare, other plans and providers as is
necessary for treatment, payment and health care operations. | also acknowledge that WellCare/ Ohana/WellCare TexanPlus will
release my information (including my prescription drug event data) to Medicare, who may release it for research and ather purposes
which follow all applicable federal statutes and regulations. The information on this enrollment form is correct to the best of my
knowledge. | understand that if | intentionally provide false information on this form, | will be disenrolled from the plan. | understand
that my signature (or the signature of the person authorized to act on my behalf under the laws of the state where | \ive% on this
agghcalion ‘means that | have read and understand the contents of this application. If signed by an authorized individual (as described
above), this signature certifies that: 1) this person is authorized under state law to complete this enrollment and 2) documentation of

this aumT#Wiﬁwﬁlable upon request from Medicare.
Signature:|_Tes fumber Today's Date

MMDDYYYY
Attestation of Eligibility for an Enrollment Period

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

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

Save a Copy of Your Document

W

L

Your document has been signed

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

DOWNLOAD PRINT CLOSE

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

N WellCare

Beyand Healthcare. A Better You

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

Enroll with WellCare
agentservices@mhplan.com

Test Agent,

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

Thank You, Enroll with WellCare

Fowered byDocuSign

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

Please review the documents below. OTHER ACTIONS ~

2020

WellCare/‘Ohana/WellCare TexanPlus

Medicare Advantage Plans
Individual Enrollment Form

How to Enroll with Our Plans

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

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

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

0[] other

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

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

@WellCare 2019 PAGE 6 OF 7 NAOWCMAPP36286E_0000

2020 GCP Enroliment Application pdf 8of9

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

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

SIGN Licensed Date

‘ MMDDY YYY

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

1] ]other

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

e FFF T T
YOO070_WCM_35614E_FINALOI_C CMS Approved 07092019

©WellCare 2019 PAGE 6 OF7 NAOWCMAPP36286E_0000

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

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

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

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

MMDDYYYY

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

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

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

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

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

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

Save a Copy of Your Document

W

Ll

Your document has been signed

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

DOWNLOAD PRINT CLOSE

N\ WellCare
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Walk-Through Guide

CCP Application (Continued)

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

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

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

N WellCare

Beyond Healthcare. A Better You

Your document has been completed

VIEW COMPLETED DOCUMENTS

Enroll with WellCare
agentsenvices@mhplan.com

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

Fowered byDocuSign

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

N\ WellCare
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Walk-Through Guide

C-SNP CCP Application

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

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

m FINISH LATER OTHER ACTIONS v

Qa ks e ]

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

Pre-enrollment Qualification Assessment Tool

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

Enrollee Information

stnome [BenelastName | | w EI

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

e

Chronic Heart Failure/Cardiovascular Disorder/Diabetes

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

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

nexT

Last name: EeneLastName ] ""'[El

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

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

thone numbe [0000098 595

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

ing my medical history for the chronic
tion disclosed as a

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

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

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

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

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

Provider address | Pravider addrecs |

Please enter the access code to view the document

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

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

Access Coc

[wezo ] VALIDATE | NEVER RECEIVED AN ACCESS CODE

of

N\ WellCare
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Walk-Through Guide

PDP Application

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

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

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

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

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

| I — ) S——

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

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

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

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

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

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

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

PFFS Application

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

2020 WellCare PFFS Individual Enrollment Form

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

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

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

Email Address (Optional): | |

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

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

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

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

- o rosmsoe| | [ [ [ [ ]|

MMDDY Y Y Y

Please enter the access code to view the document

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

ot
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Walk-Through Guide

DocuSign Paperless Enrollment

Scope of Appointment (SOA)

Begin by clicking on the WellCare SOA DocuSign link. [f
you already have a paper SOA or completed the SOA via
the AVL line you can skip this section and go straight to
the CCP or PDP DocusSign link.

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

SOA DocusSign Link:

https://na3.docusign.net/Member/

PowerFormSigning.aspx?PowerFormld=360009ab-d22a-
4b9a-bb94-7fdf2627c7d6&env=na3-eul&acct=0a9bbdb0-

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

Enter your name and email address and the beneficiary’s
name and email address. Double check that information
you entered is correct. Next, click begin signing.

PowerForm Signer Information

Fill in the name and email for each signing role listed below.
Signers will recsive &n email inviting them to sign this document.

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

WellCare Agent

Your Name: *

| Test Agent |

Your Email: *

| Testagent@teat com |

Please provids information for any other signers nesded for this
document.

Beneficiary

MName:

| Test Beneficiary |

Email:

| Testbensficiany@test.com |

> ez

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

Please Review & Act on These Documents

Enroll with WellCare
Comprehensive Health Management, Inc

FINISH LATER OTHER ACTIONS ~

N\ WellCare

Beyond Healthcare. A Better You.



https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=360009ab-d22a-4b9a-bb94-7fdf2627c7d6&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2

https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=360009ab-d22a-4b9a-bb94-7fdf2627c7d6&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2

https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=360009ab-d22a-4b9a-bb94-7fdf2627c7d6&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2

https://na3.docusign.net/Member/PowerFormSigning.aspx?PowerFormId=360009ab-d22a-4b9a-bb94-7fdf2627c7d6&env=na3-eu1&acct=0a9bbdb0-fd9f-42b3-acef-82ce707860db&v=2



Walk-Through Guide

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 pri-
or to sending to the beneficiary. Grey boxes are optional.

Please review the documents below.

ICHEC R AN - JNO

DocuSign Envelope ID: SBADBFDC-SA5F-42AE-AFSA-6F 1C3E4FEBC2
START

= )

NWellCare Nweiicare TexanPlus OhanA

Beyond Healthcare. A Better You.
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.

.l 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 comer of the screen. If you are unsure of which field to fill in
next simply click the next button on the left side of the screen.

Enter number

aQa a -8 @
AUOVE, Fiease NOLE, LT1e PErsOn WIG Will UiscUss LHe Protucts 1s eILer eMployed of Contrdcled by d Medicare
Advantage plan. They do not work directly for the federal government. This individual may also be paid based
on your enrallment 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: Required - Number
X} Test Agent
Agent Name:____
. Test Agent

Agent Phone:;
Beneficiary Name: Beneficiary Phone:
‘ Beneficiary Address: [ ]

Initial Method of Contact \’ us.u ate here if beneficiary was a walk-in.): | |

Agent’s Signature:;

Plan(s) the Agent Represented Qurine this Meetine: |

[
Date Appointment Completed:l | Appaintment ID:

*Scope of Appointment decumentation 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 HMQ, PPO, PDP, 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 you. Call 1-877- ]14 4ﬂ56g;\‘ ) ATENOﬁN su habla espafiol, tiene a

sdnsenicis gratmtosde asistencia lingdistica. Llame al 1-877-374-4056 (TTY. 7). 3 25+ A SR 44 R - fEET LR ES

Eegi ]t 2T ER LATIATA-ANGA [TTY- 710 PAUMAWA: Kina naocacalits ba ne Tacalno masari bano onmamit no mea corhicun ne tulane ¢ wika
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Walk-Through Guide

Once you have filled
out all of the red boxes,
click the sign
button

Next, you will need to adopta signature. You
can either use a computer generated signa-
ture by selecting “select style” or you can use ADOPTANDSIGN | canceL

your finger or cursor to draw a signature by ‘
selecting “draw”. Once your signature is com- Adopt Your Signature
plete click the “adopt and sign” button.

@ Q&8 0
ADOVE, FIEd5E NOLE, LNE PETSUN WHo Wil QisCUss LNe Products is giLner employed or Contrdl led vy 4 iviedicdre
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:

Agent Name:, Test Agent Agent Phone;
Beneficiary Name:, ame.Test Agent Beneficiary Phone: (9999999999
Beneficiary Address: [123 Test street

Initial Method of Contact (i m‘.«rate here if beneficiary was a walk-in)_Jphone call |

Agent’s Signature: =
Plan(s) the Agent Represent; inp thi ing|WellCare Essential HMO
Date Appeintment Com 04012019 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 appointment, provide explanation why SOA was
not documented prior to meeting:

“Ohana Health Flan, a plan offered by WellCare Health Insurance of Arizona, Inc. WellCare Health Plans, Inc., is an HMO, PPO, PDP, 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 nat discriminate on the basis of race, color. national origin, age, disability, or sex. ATTENTION: If you
speak a language other than English, Iangua,ge assuslancesemces free of charge, are avmlahle to you. Call 1-677-374-4056 (TTY: 711) ATENCION: si habla espaitol, tiene a
sudlspnsmon semcms gmtuuos de asistencia li ) B mBEEA 3z AL R R ES

Adopt Your Signature

Gonfirm your name, initials, and signature.
* Required
Full Name* Initials™

Test Agent A

SELECT STYLE DRAW

PRE! Ghange Style
Docusigned by: C
BDF5CAO71DIAGED. .

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

Gonfirm your name, initials, and signature.
* Required
Full Name* Initials*

Test Agent TA

SELECT STYLE DRAW

DRAW YOUR SIGN Clear

Tk g

By selecting Adopt and Sign, | agres that the signature and initials will be the electronic representation of my signature and initisls for ell purposes when | (or
my agent) use them on documents, including legally binding contracts - just the same &s & pen-and-paper signature or initial.

ADOPT AND SIGN CANCEL

N WellCare
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Walk-Through Guide

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.

Your Relationship to the Beneficiary:

To be Completed bv Aeent:

ngertameSSEAINE  agent phone B999999999
Beneficiary Name: 185 A9€1 Beneficiary Phone (0999999999

Beneficiary Address: [L23 Test Street

Initial Method of Contact (Indicate here if beneficiary was a walk-in.): [phone call [
Agent’s Signature; ot dgad

Plan(s) the Agent Represented Dllnrw ihis Meeting te11Care Essential HMO

Date Appointment Completed: |—|O4012019 Appointment (D

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

Agent: if the form was signed by the iary at time of appoil provide expls ion 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, PDP, PFFS plan with a Medicare contract and
s an approved Part D Sponsor. Qur 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. ATTENTIOM: If you
speak a language other than English. language assistance services, free of charge, are available to you. Call 1-877-374-4056 (TTY: ?II] MENGON u hahla espafiol. uenea
sumsanmnmw(ms gralullnsde asistencia lingistica. Llame al 1-877-374-4056 [TTY: 7). {385+ ] S oot P 565 %

SRS PEBYERFS o S5ECEE 1877304405 (TTY. TI) < PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamu ng mga mbwsyo ng tulong xawm
nang walang bayad. Tumavwag sa 1-877-374-4056 (TTY: 711).

2020 Scope of Appointment Form.peif 202

FINISH

= )

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 MUST download the SOA and save for your records. 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.

DOWNLOAD PRINT CLOSE

N\ WellCare
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Walk-Through Guide

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

Brposnad Healtheane. A Betner You

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

REVIEW DOCUMENT

Enroll with WellCare
agentservices@mhplan.com

Test Member,

Flease DocuSign 2020 Scope of Appointment Form. pdf

Thank You, Enroll with WellCare ‘

Fowered byDacuSign

N\ WellCare

Beyond Healthcare. A Better You.






Walk-Through Guide

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

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

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

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

Comprehensive Health Management, Inc

The sender has requested you enter a secret s 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
wc2020

Once the beneficiary has entered in the access code and clicked “validate” they should be able to access the
application. Explain to the beneficiary that in order to complete the application electronically they will need to
agree to use an electronic signature. They will need to also click continue once they agree to the electronic
signature disclosure.

Please Review & Act on These Documents

W WellCare
Enroll with WellCare
Comprehensive Health Management, Inc

Beyond Healthcure. A Better You.

Fowsrsa oy DocuSign

Please read the Electronic Record and Signature Disclosure.
- . | agres to use electronic records and signatures_

FINISH LATER OTHER ACTIONS ~

lse the Finish Later option to continue

Signing this document at a later time. Learn
more...

GOTIT

N\ WellCare
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Walk-Through Guide

Instruct the beneficiary to initial next to the plan type(s) you will be presenting by clicking the
“initial” button(s).

Please review the documents below.

Qa8 0 [
Please initial below beside the type of product(s) you want the agent to discuss,
START @l Stand-alone Medicare Prescription Drug Plans (Part D)
tmitiol Medicare Prescription Drug Plan (PDP)
L A stand-alone drug plan that adds prescription drug coverage to Criginal Medicare, some Medicare
ot Cost Plans, some Medicare Private Fee-for-Service Plans, and Medicare Medical Savings Account
Plans.

@l Medicare Advantage Plans (Part C) and Cost Plans

Medicare 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.

I~ ki |«

Medicare Private Fee-For-Service (PFFS) Plan
A Medicare Advantage Plan in which you may go to any Medicare-approved doctor, hospital and

ot
i 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)
T 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

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

Adopt Your Initials

GConfirm your name, initials, and signature.
* Requirad
Full Name*™ Initials*

Test Member ™

SELECT STYLE DRAW

pR‘ ‘ GChange Style

DocuSigned by: Ds

Tt Mumbur o

EDB9283C53DT4FS...

By selecting Adopt and Initial, | agree that the signature and initials will be the electronic representation of my signature and initials for all purposes when | or
my agent} use them on documents, including legally binding contracts - just the same &s a pen-and-paper signature or initial_

ADOPT AND INITIAL CAMCEL

N\ WellCare
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Walk-Through Guide

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 docu-
ment. 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 ~

CRECRRAZE _ MG
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)
L A stand-alone drug plan that adds prescription drug coverage te 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
dicare Health

o (HMO)
™ A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage and
‘ T sometimes covers Part D prescription drug coverage. In most HMOs, you can only get your care from

NEXT

doctors or hospitals in the plan's network (except in emergencies)

Medicare Preferred Provider Organization (PPO) Plan
o 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.

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.

h“'m;",.’_or Authorized Rep ive Sigt and Sigi Date:
%m 4/8/2020
ignature: = Signature Date:

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

Your Relationship to the Beneficiary: l

To be Completed by Agent:
Agent Name: Jest haent Agent Phone: 9999999999
Beneficiary Name. cox_AgenT Beneficiary Phone; 9999999999

Beneficiary Address: 123 Test Street

Initial Method of Contact ilng@e here if beneficiary was a walk-in.). Phone CaTT
Agent’s Signature:, Tud dgad

Plan(s) the Agent Represented DU'IV&(hIS Meeting:
Date Appointment Compleled

weTTCare Essential HMO

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 appoil provide expl ion 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, PDP, PFFS plan with a Medicare contract and
s an approved Part D Sponsor. Our D-SNPs have contracts with State Medicaid programs. Enroliment 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 you. Call 1-877-3714-4056 LIV IH] AllN(ION si haNa espafiol. tiene a
su dxspmmm servcios ratuitas de aistencalnguistica. Lame al1677-314-405 (TTY. 71) R : MREER NOTIEVER ¢ 153

SRR HRES © 3 FCE 1-871-314-40% (TTY: 71) © PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari ka»g gurnml ng mga serhlsyo ng tulong sa wika
nang wiang bayad. Tumawag sa 1-877-374-4056 (TTY: 7).

2020 Scope of Appointment Form.pdf 20f2

FINISH

E )
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Walk-Through Guide

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 Save 2 Copy of Your Document
not see the confirmation message, read the instructions at
the top left of the screen for next steps. Iil

Once they click “finish” they should receive a pop up that
confirms that the document has been signed. At this time you would like a copy for your racords, ssiect Download or
they also have the opportunity to download the SOA. Print and save.

Your document has been signed

DOWNLOAD PRINT CLOSE

After the beneficiary completes their signature, you will receive a final copy to sign. Sign and click “finish.”
You MUST download a copy of this form as above and save to your records.

To be Completed ? AIE
Agent Nan‘le gent Agent Phone: 1234567891
e L LS Beneficiary Phone: 1234567890

Beneficiary Address: 123 petroit Ave

Initial Method of Contact (i -. ite here if beneficiary was a walk-in); phane
SIGN Agent’s Signature:,

Plan(s) the Agent Represented Durlnzghthls Meerlng

Date Appaintment Complered

Appointment 1D:

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 Summary.pdf .
e | 286 KB wr | 271 KB

W WellCare

Barpisniel Haalehears. A BErnsr Tiou

IMPORTANT: The email account that DocuSign
emails are sent from is NOT MANAGED. DO NOT
email this inbox directly. For any issues or ques-

tions concerning DocuSign, please escalate ﬁ
. 1EW COMPLETED D:OCUMENT)
through your leadership.

E nroll with WellCare
agentsenicasf@mhplan.com

Your document has been com

All parties h ave completed Please DocuSign: 2020 Scope of Appointment Fom pdf

Fowered B DocuSign

N\ WellCare

Beyond Healthcare. A Better You.
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How to complete an over 65 enrollment in BlueSource™

Updated: 3/5/20

INTRODUCTION

We've streamlined the enrollment process for you. By saving the information you’ve gathered
during prospecting and quoting, you’ll have minimal fields to fill out when it’s time to enroll. After
benefits decisions are made, enrolling should be fast and easy for everyone.

PURPOSE
By completing the following steps, you will complete an over 65 enrollment in BlueSourceSM,

Contents
CT= ] =30 = 1 ¢ (=T RPN 2
Enrolling EXIStING PrOSPECT ... ccun e e e e e e e e e e e an e e eaneeean 3
Entering ENrollment Data ......coee oo e ea e ean 4
Adding Demographic INformation .........cuuui i e e e e ana s 4
Adding Contact INformation ... 5
Adding Medicare INformation ...........ooi i 6
Adding Benefit Information and Selections .........coo i 7
Adding Past & CUIrent COVEIAZE.....uuuiiiiiiiii i eeeeiie e eeeetie e e e eere e e e e eaae e e s essn e e e sssnneeeeesnnnseeeens 15
Adding Billing INformation ........oiiiiiiii e e r e e e e e e e e e e e e e aa e e eenan 17
Confirmation/AtteStatioNS ......ueieiiii i ———————————— 19
ENrollment SUDMISSION. .. .... e e e e e e e e e r s 20
Agent requesting electronic signature (DOCUSIZN) ....ccuuuiiiiiiiiiiiiieice e 23
Agent uploading paper appPliCation........ccuui i 26
PAGE 1

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and
Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association. #14309 07/18





Wellmark. K51
Getting Started

Open BlueSource and locate ENROLLMENTS.

wetmark £32{J | Blue: e -

1 & PROSPECTS 3 auores

Click Start enroliment.

2 o

Start
enrollment

Select the type of enrollment: Medicare START ENROLLMENT close @
3 supplement. What type of enrollment are you starting?
Select if enrolling a new or existing S
prospect. If you are enrolling a(n): Are you enrolling a new or existing prospect?
4 e Existing prospect or unsure if the o e

prospect exists, click EXISTING. B oo
¢ Non-existing prospect click NEW.
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Enrolling Existing Prospect

If you are enrolling a(n):
o Existing prospect or are unsure if prospect exists, click EXISTING.

CREATE QUOTE

What type of quote are you creating?

Are you quoting a new or existing prospect?

O Existing
@ New

GO0 Cancel

Type prospect name and press Enter key or SEARCH button to initiate search.

START ENROLLMENT CLOSE @

2 Find the prospect you would like to enroll:

Locate your prospect and click SELECT.

Q Black

Name Location

3 Carlisle Black Elma, lowa SELECT

<first> <last> <city>, <state> SELECT

<first> <last> <city>, <state> SELECT

4 Click EDIT to the right of any section, to update information. |
Fields completed as a prospect will already be filled in.
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Entering Enroliment Data
Adding Demographic Information

STEP ACTION

If you are enrolling a non-existing prospect, click NEW.

START ENROLLMENT

What type of enroliment are you starting?

NOTE

Are you enrolling a new or existing prospect?

@ Existing

Q New

G0 Cancel

Begin entering demographic information.

DEMOGRAPHICS

~ DEMOGRAPHIC INFORMATION Edit
© INCOMPLETE

1 First Name * Middle Initial Last Name * Suffix
Matthew L Fehr Select v
Date of Birth * Gender * Tobacco Use * @ SSN* @
06/12/1954 Male v No v 365-65-1234

m fancel

Click SAVE at the end of this section.
2 \Q

NOTE | The section will change to COMPLETE once all data is entered and saved.
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Adding Contact Information

Begin entering contact information.

CONTACT INFORMATION

~ HOME/PHYSICAL ADDRESS Edit
© INCOMPLETE

Address Line 1 * Address Line 2
385 Sunny Blvd

ZIP * City State County

Elma lowa Howard
50312

® Lourdes, 1A (Howard County)
Elma, IA (Howard County)

SAVE Cancel

v MAILING ADDRESS it
© INCOMPLETE

Same as home/physical address

1 Address Line 1 * Address Line 2

385 Sunny Blvd

2P City State County

Elma lowa Howard
50312

®  Lourdes, IA (Howard County)
Elma, 1A {(Howard County)

SAVE Cancel

~ PHONE & EMAIL Edit
© INCOMPLETE

Preferred Phone Number * Secondary Phone Number

(BH#) RE-SHHH (B#8) BRE-SHHH

Email Address

SAVE Cancel

If the mailing address is the same as the home/physical address, click Same as
home/physical address to auto-populate address.

NOTE ~ MAILING ADDRESS

© INCOMPLETE

Same as home/physical address

PAGE 5

Wellmark Blue Cross and Blue Shield of lowa, Wellmark Health Plan of lowa, Inc. and
Wellmark Blue Cross and Blue Shield of South Dakota are independent licensees of the Blue Cross and Blue Shield Association. #14309 07/18





STEP

2

ACTION

Welimark. 151§

Click SAVE at the end of each section.

SAVE m

NOTE

Each finished section will change to COMPLETE once all data is entered and saved.

Adding Medicare Information

STEP

ACTION
Begin entering Medicare information. Use your prospect’s Medicare ID card to verify

the information.

~ MEDICARE INFORMATION
© INCOMPLETE

Hospital (Part A) Medical (Part B)

Medicare Number *
Effective Date * Effective Date *

“ e

Click SAVE at the end of the section.

]

NOTE

The section will change to COMPLETE once all data is entered and saved.
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Addini Benefit Information and Selections

The BENEFITS sections will be locked down until the required information is
NOTE | provided above. The sections cannot be expanded or edited and will appear gray.

Begin entering effective date.

~ EFFECTIVE DATE Edit
1 © INCOMPLETE

Requested Effective Date *

“ e

Click SAVE at the end of the section.

|

A warning message may appear if the requested effective date is:
e Outside of the applicant’s Open Enroliment Period
¢ Qutside the applicant’s Guaranteed Issue Rights Period
NOTE e More than 120 days in the future
e Inthe past

Please correct the error(s) identified and resave.
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STEP ACTION

BlueSource can detect if this individual is already a member using the name, DOB,

NOTE

Benefit
Change for
current
MedSup
member

SSN, Medicare ID and Effective date.

If you are enrolling an existing MedSup member into
new benefits, the following pop-up will appear when
you (or the agent assigned) are already the Agent of
Record (AOR).

Read and review.

Click GO TO MANAGE BUSINESS to complete the
changes.

CLOSE (%)

This member has an active policy.

You can make changes to the policy in the Manage Business area
of BlueSource.

GO TO MANAGE BUSINESS

See step by step resource: How to Support Over 65
Business located in Producer Connection’s
BlueSource Learning Tools Page for additional
support.

If you are enrolling an existing MedSup member into
new benefits, the following pop-up will appear when
you (or the agent assigned) are not the AOR.

Read and review.

Click OK and continue.

This member has an active policy
with another agent.

Submitting a new application for this member will cancel their
current Medicare Supplement policy once the new policy is
effective. This change will update the agent of record on file with
Wellmark.

See step by step resource: How to Complete an Over
65 Enroliment: Benefit Change for non-AOR located
in Producer Connection’s BlueSource Learning Tools
Page for additional support.

NOTE

If you are enrolling an existing IFP GM/GF or FBHP member into new benefits, the following pop-up will appear.

cLOSE ()

This member has an active policy with a
another agent.

If the current policy is a single contract, submitting this
new application will cancel their current health policy and
add the 065 policy.

If the current policy is a family contract, submitting this

Benefit ol their new application will split the current con.tract anq add the
nge will 065 policy after a contract change form is submitted to
Change for Wellmark outside of BlueSource. Be sure to use the most
recent version of form N-5428 (lowa) or form N-3704
current (South Dakota).
IFP GM/GF
or FBHP This change will update the agent of record, only if applicable.
e Ifyou are the current AOR submitting this new MedSup application for an existing client, you will
member remain the AOR for the client.
e Ifyou are not the current AOR submitting this new MedSup application for an existing client, this
change will update the agent of record with Wellmark.
Click OK and continue with the enroliment process.
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ACTION

NOTE

If the applicant is in an Open Enrollment Period, the loss of coverage section will not
be needed.
v LOSS OF COVERAGE

Begin adding loss of coverage information. (If applicable.)

v LOSS OF COVERAGE
O INCOMPLETE

Selbect any situation which applies *

w rid | am lusivg iy coversse
7 o fault o My o,

If selected, the

ﬁclen:el\l';o oy decause | nave cor[espcnding
section will
v open below

with additional
questions

coverage for end stage renal disease

Select any situation which applies
My employer will no long

When was coverage effective? * When will coverage end? *

These guestions will only
appear based on selections
provided above

Click SAVE at the end of the section.

SAVE ‘

NOTE

If the applicant is in an Open Enrollment Period or in a Guaranteed Issue Rights
Period, the Health section will not be needed.
~ HEALTH

OR
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ACTION

Begin adding health information. (If applicable.)

v HEALTH

Wellmark. I .

Click SAVE at the end of the section.
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Review Household Discount information and determine if applicant qualifies. If so,
additional information will be needed. Rates will be adjusted in Benefits Selection
accordingly.

~ HOUSEHOLD DISCOUNT

Applicants qualify for a 105 household discount on Plan G and High Deductible Plan G if they meet the following
criteria:

Currently have a person living at your residence (but no more than 3 persons age 60 or alder), who is:

7 Your legal spouse; or
* Aperson 18 years of age or older with whom you have continuously resided for the last 12 months
Does the applicant qualify for a household discount? *
Yes No
First Name * Last Name * Date of Birth * Relationship *

“ fance

The Household Discount applies to Plan G and High Deductible Plan G.

A person is eligible if they currently have a person living at their residence (but no
more than 3 people age 60 or older) who is:

1. their legal spouse

2. or 18 years or older and has resided with them continuously for the last 12 months.

NOTE

The person living in the residency is NOT required to be a spouse; nor is that
person required to be Medicare-eligible.

The discount will apply for the life of the policy or until the member indicates they
no longer qualify for the discount.

If the applicant must complete health questions and answers “yes” to any of them,
NOTE | they only qualify for Plan A, and will not need to answer Household Discount
questions.

Click SAVE at the end of the section.

8 SAVE
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Health plan cards provide plan details and customized monthly premiums based on
information given above. (Tobacco use, age at enroliment, gender, effective date, etc.)

If any information provided is missing an error message will appear.

N OTE ~ BENEFITS SELECTION

© INCOMPLETE

PLEASE CORRECT THE FOLLOWING ERROR(S):

<error messages go here>

Product cards default to show HEALTH first. Use the toggle to view ancillary
NOTE options. Blue DentalsM will only appear for lowa applicants.

HEALTH | BLUE DENTAL | AVESIS ISION I

Scroll down to view all health products and select a plan.

v BENEFITS SELECTION
0 INC €

COVERAGE AY A GLANCE

MEDICAREBLUE PUAN G 5156 40
[ oros |

MEDICAREBLUE PUAN F 3156 40
o3

MEDICAREBLUE PLAN G 8156 40
HIGH DEDUCTIBLE

MEDICAREBLUE PLANN 315650

MEDICAREBLUE PLAND 5156 40

MEDICAREBLUE PLAN A 5156 40

NOTE Outline of Coverage will open in a new browser tab. Close Outline of Coverage
browser tab or click on BlueSource browser tab to return to BlueSource.
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i

STEP ACTION

10 Toggle to BLUE DENTAL to select dental plan (lowa only).

(IA only) HEALTH | BLUE DENTAL | AVESIS ViSiON

Scroll down_to view all dental products and select an option or opt out by selecting 1 DO
NOT WANT DENTAL COVERAGE. (Existing Blue Dental coverage will be cancelled.)

BLUE DENTAL NETWORK /. MONTHLY
PLAN CARRIER OPTIONS __ PREMIUM Codbo

BLUE  Bwowie $2160  sowmvEmuA WASRRESTORATIE
DENTAL b3 Samary ~
5 BENEFIT YEAR DEDUCTIBLE

S [ENDODONTICS

PREVENTIVE AND DUAGNOSTIC

11 pouliy

(IA only) =

FERIODONTICS

PROSTHOOONTICS

BLUEDENTAL  NETWORK/ MONTHLY
PREMIUM

PLAN CARRIER OPTIONS COST SHARE

BLUE B Qoo $33.50 BENEFIT YEAR MAX MAJOR RESTORATIVE

DENTAL  senstt g

1 BENEFIT YEAR DEDUCTIBLE
s ENDODONTICS
PREVENTIVE AND DUAGNOSTIC
— PERICOONTICS
BASIC RESTORATIVE
S PROSTHOOONTICS

| DO NOT WANT DENTAL COVERAGE

Benefits Summary will open in a new browser tab. Close Benefits Summary browser tab or
NOTE click on BlueSource browser tab to return to BlueSource.

Waiting periods may apply for dental benefits, see benefits summary for details.

If member is adding a dental plan, the following section will populate.

DENTAL WAITING PERIOD

Applicant may be eligible to waive or reduce the dental waiting period if they had previous coverage and no more than
63 days between policies. Please provide the following information about their most recent dental policy:

Has the applicant had any active dental coverage in the last 12 months? *
® Yes No

NOTE o |
If yes, additional information will be required.

MName of Insurance Company * Policy ID *

Coverage Start Date * Coverage End Date (if applicable)
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STEP ACTION

Toggle to AVESIS VISION to select a Silver Vision and hearing plan.

12 HEALTH  BAUEDENTAL AVESIS VISION

Scroll down to view all vision products and select an option or opt out by selecting | DO
NOT WANT VISION & HEARING COVERAGE. (Existing Silver Vision & Hearing coverage

will be cancelled.)
S
SILVER $9.78 'DIAGNOSTIC EVE EXAM STANDARD FLASTIC LENSES
VISION & = ! e tim—
HEARING
100 MATERIALS COPAY

CONTACT LERSES.

HEARING TEST

HEARING DEVICE BATTERIES

13

oneLn et COST SHARE
SILVER $15.90 DIAGHOSTIC EYE EXAM
VISION & i
HEARING
130 MATERIALS COPAY

CONTACT LENSES
e HEARING TEST

HEARING DEVICE BATTERIES
FRAMES SR —————

| DQNOT WANT VISION & HEARING COVERAGE
et Sibee Viicr & Hearing coveraga il be canebec

Benefits Summary will open in a new browser tab. Close Benefits Summary browser tab or
NOTE click on BlueSource browser tab to return to BlueSource.

Click SAVE at the end of the section.

14 | [IEE)

NOTE | All sections will change to COMPLETE once all data is entered and saved.
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Adding Past & Current Covera
ACTION

(4

Begin entering Past & Current Coverage. Additional information may be required for
each question answered with a yes.

PPAST & CURRENT COVERAGE

v PAST & CURRENT COVERAGE
© INCOMPLETE

Are you covered for medical assistance through the state Medicaid program?

Note: If you are participating in a “spend-down” program and have not met your “share-of-cost”, please answer “No'
to this question

Yes No

ifyes Will Medicaid pay your premiums for this Medicare Supplement policy? *

Ves No

Do you receive any benefits from Medicaid other than payments toward your
Medicare Part B premium? =

Yes No

Have you had coverage from any Medicare plan other than Original Medicare within the past 63 days
(this include a Medicare Advantage plan, or a Medicare HMO or PPO)? *

Yes No

Fyes Coverage StartDate*  Coverage End Date *

Narme of Insurance Company *

Policy Type *

e W B NP

1 Have you had coverage under any other health insurance within the past 63 days? (This includes, an
employer, union, orindividual plan.) *  (IOWA ONLY)

Yes No

iFyes Name of Insurance Company *

Policy Type *
Employer Name (if applicable)

Coverage Start Date*  Coverage End Date *

Note: If you are stillcovered under the other policy, leave ‘Coverage End Date blank

Have you had coverage under any other health insurance within the past 63 days? (This includes, an
employer, union, or individual plan.) *  (SOUTH DAKOTA ONLY}
Yes No

ifyes Name of Insurance Company *
Policy Type *
Employer Name (if applicable)

Coverage Start Date*  Coverage End Date *

Note: If you are still covered under the other policy, leave ‘Coverage End Date’ blank.

“ caneel

Click SAVE at the end of the section.

2 | (E
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If the information provided in the Past & Current Coverage section indicates the
applicant is replacing existing Medicare supplement or Medicare Advantage
insurance coverage, the Replacement section will appear. Answer the question and

provide additional information if needed.
\,' REPLACEMENT

You indicated that the applicant is replacing existing Medicare Supplement or Medicare Advantage insurance coverage.

Why is the replacement policy being purchased? *

Additional benefits

No change in benefits, but lower premiums

Fewer benefits and lower premiums

My plan has outpatient prescription drug coverage and | am enroiling in Part D
3 Disenrollment from a Medicare Advantage plan

Other

Reason for Disenroliment * If user che

Please specify the reason the replacement policy is If user checks “Other
being purchased *

m —

Click SAVE at the end of the section.
4 | HEN m

Provide information regarding Previous Policies you have sold the applicant in the
last five years, including those no longer in use. If you do NOT have any previous
policies with this applicant, you may leave this section blank.

v PREVIOUS POLICIES

List all health insurance policies you have sold to the applicant in the last five years, including those no longer in
force

5 COMPANY POLICY NUMBER TYPE OF POLICY IN FORCE

ADDROW |

Click SAVE at the end of the section.

6 SAVE m
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Adding Billing Information
STEP ACTION

Begin entering billing address.

BILLING INFORMATION

v BILLING ADDRESS Edit
© INCOMPLETE

Same as mailing address

Payer's Name (if different than policyholder)

Address Line 1 * Address Line 2
ZIP* City State County
Elma lowa Howard

50312

® Lourdes, IA (Howard County)
Elma, IA (Howard County)

Click SAVE at the end of the section.
2 | EN

Begin entering billing information.

v BILLING INFORMATION
© INCOMPLETE

Billing Method * Payment Frequency *

Date of Withdrawl *
Financial Institution
Routing Number *

Account Number *

SAVE Cancel

Account Type *

Bank Account Holder's Name *

Confirm Routing Number *

Confirm Account Number *
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NOTE | If paying from someone else’s account, an EFT form will be needed.

If the routing number and account number you provided and confirmed do not match,
an error message will appear.

+ BILLING INFORMATION

NOTE | ©fom

PLEASE CORRECT THE FOLLOWING ERROR(S):
Routing number does not match.
Account number does not match.

Click SAVE at the end of the section.

4 SAVE m

NOTE | All sections will change to COMPLETE once all data is entered and saved.
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STEP ACTION

Confirmation/Attestations

Fill in the applicant’s information.

~ INDIVIDUAL APPLYING
© INCOMPLETE

Who are you completing this enroliment application for?
Applicant

1 Legal Guardian, on behalf of applicant

Power of Attorney (POAJ, on behalf of applicant

Legal Guardian or Conservator Information OR Power of Attorney (POA) Information
First Name * Middle Initial Last Name *

If needed, click SELECT FILE(S) and upload required documentation.

~ ATTACHMENT UPLOAD
© INCOMPLETE

DOCUMENTS REQUIRED

2 document-name.ext
SELECT FILE(S)

B document-name.ext ®

“ e

NOTE The smart attachment upload feature will only require attachment of the
documentation needed based on responses in the application.

Click SAVE at the end of the section.
3 \

Your submission checklist will be all green once all areas are complete. If it is not,
return to any incomplete sections in order to submit application.

SUBMISSION CHECKLIST
[ semalion

The Sign & Submit button will appear at the bottom of the screen once all
checklist items are complete. Click SIGN & SUBMIT.

SIGN & SUBMIT
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STEP ACTION

Enroliment Submission

If an agency is completing the application on behalf of an agent, the only
submission option available is to upload the application, in its entirety, with
NOTE signatures from both the applicant and agent of record.

Only an agent can send for electronic signature using DocuSign®.

1. Click SELECT FILE.

~ UPLOAD APPLICATION

SEECTALE

Locate and upload the entire application from your computer files. Do not just
upload the signature page. Document will populate in section.

~v UPLOAD APPLICATION
B document-name.ext (O]

To collect an electronic applicant signature instead of uploading a signed paper application, the agent of record must
log into BlueSource and complete this transaction.

2. Once the upload is complete, the submit button will appear at the bottom of

the screen. Click SUBMIT.

3. The following pop-up will appear. Click SUBMIT.

You can view all
transactions submitted

Are you sure?

This transaction will be submitted to Wellmark for processing. tO We”mark Wlthln the
Submission History
R Cancel area of BlueSource.

NOTE: There is no option to save the Upload Application section. If the agency leaves
the enrollment record without clicking submit, the upload will not be saved. The user
would need to re-upload the file and click submit when they return to the record.
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STEP ACTION

If an agent is completing the application, available submission options are to
NOTE send an electronic signature request or to upload the signed paper application,
in its entirety.

Read and review the Agent Signature section and enter your name (the agent
of record) in the Agent Signature field.

~ AGENT SIGNATURE
© INCOMPLETE

By signing or submitting this application or renewal submission package, the producer identified certifies that:
1. Iam alicensed authorized Wellmark agent or agency.

2. | have obtained the enroliment information directly from the individuals named and have their express
permission to submit the information electronically to Wellmark.

3. | am maintaining a retrievable record of this application signed by the consumer and all other records of this
transaction in compliance with applicable law for 11 years. These records will be made available to Wellmark

1 upon request,

4. | have disclosed that | am an authorized representative of Wellmark and that | may receive compensation in the
form of commission for assisting with the sale and enrallment of this insurance policy.

5. | have not signed any forms as the applicant or enrollee.

6. | have disclosed to the applicant or legal guardian or pawer of attorney that supporting documentation may be
required to process this enrollment and that coverage is not effective until Wellmark receives payment of
premium.

Agent Signature * Date
mm/dd/yyyy

m et

Click SAVE at the end of the section.

2 SAVE

Select how you want to sign and submit application.

v APPLICANT SIGNATURE
© INCOMPLETE

3 How do you want to sign and submit application:
Send electronic signature request

Upload signed paper application

How do | verify | have permission to submit an application on my client’s behalf?
Wellmark requires that a copy of the application — signed by the applicant — is
submitted at the end of the enroliment or renewal process. Submissions may be
FAQ through DocuSign or via an uploaded paper copy with the member’s signature. By
sighing the application, in part, the member is agreeing that they authorize the
Wellmark independent agent or agency identified in the application to enter the
information in Wellmark’s online application or enroliment system.
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Wellmark:g

STEP ACTION

NOTE

AGENT SUBMISSION CONSIDERATIONS:

ELECTRONIC SIGNATURE VIA DOCUSIGN®

UPLOAD PAPER APPLICATION

e Client must have an email address
for DocuSign®. If not, here are some
options:

o Request they register for an
email address prior to
meeting.

o Ifthe member does not
want to register for an email
address, you may upload
the signed paper
application, instead.

Tips for using DocuSign® in meetings:

e DocuSign® is a great option for
phone meetings.

o Request your client has a
computer pulled up ahead
of time so you can send
materials while on the
phone, and they can
complete an electronic
signature at the end.

e For onsite meetings, rather than
sending your client home to finish
the e-signature, it may be best to
have a computer or iPad available
for clients to sign into their email
account and complete their
DocuSign® before leaving. Other
options include:

o Have them sign-in on your
own computer.

o Use asmart phone. Note:
the small print may make it
difficult for your client to
review the information.

Agent/agency should have a
scanner that scans a multi-page
document into one file.

o BlueSource does not allow
multiple uploads when
uploading the paper
application. As a result,
scanners that save multi-
page documents into
multiple one-page files
requires merging the files
back into one document
before uploading.

o Smart phone PDF apps
could be a cost-effective
alternative to purchasing an
updated scanner.

If you do not want to scan the
application while your client is in
your office space, feel free to
complete the enroliment after your
client leaves.
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Wellmark.
STEP ACTION

If you plan to request an electronic signature via DocuSign®, provide email
address and click SAVE. (You will be asked to enter the email address twice.)

v APPLICANT SIGNATURE
© INCOMPLETE

How do you want to sign and submit application:
@ Send electronic signature request

Upload signed paper application

Electronic signature request will be sent to:

Name Email Address *

John Doe
johndoe@doemail.com

Once the applicant signs, the application will be automatically sent to Wellmark for processing.

m e

NOTE: Information provided in the Demographic Information (Applicant Name) or Individual
Applying section (Legal Guardian or Power of Attorney name) will auto-populate here.
4A e Editing the name is not available in this section. Please return to the corresponding
section in the application to edit, save and restart the enrollment submission process.
e Provide email address. All DocuSign® correspondence will be sent to the email address
provided in this section and messaging will be directed to this individual.

Agent reque_stmg o Email provided here, if different from the Phone & Email section, will only be used
el_ecmmc for this single DocuSign® and will not be saved for future use.
signature

(DocuSign) Click SAVE.
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Wellmark.
STEP ACTION

Read and review the Consent to Receive Information (link) with your client,
then answer the consent question and click SAVE. The box can remain
unchecked, if the client does not consent.

v CONSENT TO RECEIVE INFORMATION
© INCOMPLETE

Consent to Contact Via Residential Telephone, Cellular Phone, Text, and
Email Messages
My client has read and agrees to Consent to Receive Information

FAQ: What is the Consent to Receive Information feature?

By checking the Consent to Receive Information box, you are indicating that your client
would like to receive information from Wellmark regarding their Wellmark policy and
information about products and services that may be available to them. This
information may be provided via residential telephone, cell phone, text message or
email.

4A Once all fields are complete and the section is saved, the SEND FOR
(DocuSign® | SIGNATURE button will appear at the bottom of the screen. Click SEND FOR
Continued) | SIGNATURE.

SEND FOR SIGNATURE

The following pop-up will appear. Click SEND.

cLosE® Once the applicant signs, this
application will be automatically
submitted to Wellmark for

Are you sure?

processing.
Once the applicant signs, this application will be automatically
submitted to Wellmark for processing. YOU can view a” transactions
submitted to Wellmark within the
Cancel Submission History area of
BlueSource.
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Wellimark. k51§

STEP ACTION

NOTE

The DocuSign® must be signed within 15 days or before the effective date,
whichever comes first.

NOTE

Once the electronic request for signature has been sent, a CANCEL REQUEST
button and the request date will appear at the bottom of the page.

Request for applicant signature sent on mm/dd/yyyy. ‘ CANCEL REQUEST ‘

If CANCEL REQUEST is selected a pop-up will appear to confirm. The
DocuSign will be cancelled and you will have to repeat the Sign and Submit
process.

cLOSE ()

Are you sure?

The ap|
You will nee:

SEND

Depending on how much time has passed since the application information
was provided, sections with time-sensitive fields may no longer be listed as
complete in the Submission Checklist. Return to those sections and provide
updated information.

SUBMISSION CHECKLIST
Demographic Information

Home/Physical Address

Health
Household Discount
Benefits Se
Past & Curr

Coverage

Replacement
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Wellmark.
STEP ACTION

If you plan to upload a signed paper application, click SELECT FILE.

v APPLICANT SIGNATURE
© INCOMPLETE

How do you want to sign and submit application:

Send electronic signature request

® Upload signed paper application

SELECT FILE

Locate and upload the complete Medicare Supplement Application file, in its
entirety, from your computer files. DO NOT just send the signature page.

The document will populate in Applicant Signature section.
v APPLICANT SIGNATURE

How do you want to sign and submit application:
4B Send electronic signature request

@ Upload signed paper application
B document-name.ext ®

Agent uploading
paper application | once the upload is complete, the submit button will appear at the bottom of the

screen. Click SUBMIT.
The following pop-up will appear. Click SUBMIT.

You can view all transactions

Are you sure? submitted to Wellmark within the
This transaction will be submitted SmeiSSion HiStory area Of
BlueSource.

SUBMIT Cancel
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Wellmark.
STEP ACTION

If the submission has missing information, Wellmark will attempt to reach out
to the agent of record twice via email. The submission will be rejected if the

NOTE missing information is not provided within 15 days from the second email. If
the submission is rejected or denied, the agent will need to resubmit a new
application.

Avesis Vision is an independent vision insurance company that does not provide Wellmark Blue Cross and Blue Shield products and services.
Avesis Vision is underwritten by Fidelity Security Life Insurance.

DocuSign® is an independent company that does not provide Wellmark Blue Cross and Blue Shield any products or services. BlueSource®Mis a

service mark of the Blue Cross and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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