2025 Humana Group Medicare
PPO (Preferred Provider Organization)

E n rO l l m e nt FO rm A Medicare Advantage plan

Follow these easy steps to become
a Humana Medicare member

Have your Medicare card ready % Call us with questions
Each individual applying must fill out If you have questions, please call a licensed
a separate form. Humana sales agent at 1-800-824-8242
. (TTY: 711). We’re available Monday - Friday,
/ Sign and date the enrollment form 8 a.m. - 8 p.m. Eastern Time.

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

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

Humana.
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o Asterisks (*) indicate required fields
Add|t| ond l N OteS Answering non-required fields is your
choice. You can’t be denied coverage

if you don’t complete them.

Instructions

- Completely fill the ovals. « If you make a mistake, fix it by crossing

out the box with an X. Put in the correct
letter or number above or below the box
as shown:

 Use black ink only.

* Print only one clear number or capital

block letter in each box.
Correct numbers and letters

=
123SMIXKH

When inputting your Medicare Number on the enrollment form, print it exactly as it is on your Medicare
card. N indicates a number, A indicates an alphabetic character, and E indicates either a number or
alphabetic character. Medicare numbers will not start with a zero or contain the letters B, I, L, O, S or Z.
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Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do

not discriminate on the basis of race, color, national origin, ancestry, ethnicity, sex, sexual
orientation, gender, gender identity, disability, age, marital status, religion, or language in their
programs and activities, including in admission or access to, or treatment or employment in,
their programs and activities.

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

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

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

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

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

EREP (Chinese): AEMAHEMESRATHEERIN - FREFFREEL : 877-320-1235 (BFEHMAR:
711) o HHARFRT : SRERRFRT L 8 BFERRE £ 8 o

GHHLNNXEN 0224
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Multi-Language Insert
Multi-language Interpreter Services

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

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

Chinese Mandarin: TR ERZBNENEIRS, BEEREXTREIAYREIEMLZER, WR
CEELENERS, BEHE 1-877-320-1235 (REEL : 711). ENMNNFPXTEARRREERE,
X2—INR2EIRS,

Chinese Cantonese: ¥ KX FIMERHENREFIEFERRE > SILRFRHEENEZRT - 0
FEERTS > SFE 1-877-320-1235 (RESR : 711)c RAIBPXHASREELTRHER - B
T—REERE-

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

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

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

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

Korean: EAt= 2|2 B = oFE HHof| 2ot E0|| goll E2|0Xt R5 89 MH|AE M35t
UAELICH. SF MH|AE 0|38tH{H T2t 1-877-320-1235 (TTY: 711) HRE Zo[dll FHA|L .
SI=0{E ot= YA ok £ AYLICt. o] MH|A= RR2 2HELICEH.

Form CMS-10802 (Expires 12/31/25) Form Approved OMB# 0938-1421
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Russian: Ecin y Bac BO3HUKHYT BONPOChI OTHOCUTEIbHO CTPAaxoBOro nau
MeANKAaMEHTHOrO MNJiaHa, Bbl MOXETe BOCMNO0/1b30BaTbCA HALLIVIMK 6ecnnaTHbIMU
yCcnyramm nepeBogymkoB. YTo6bl BOCNOb30BaThLCA YC/IyraMm NepeBoymnka,
No3BOHUTe HaM no TenedoHy 1-877-320-1235 (TTY: 711). Bam okaxeT NOMOLLb
COTPYAHWK, KOTOPbLIV FOBOPUT NO-pyccku. JJaHHas ycnyra 6ecnnaTHas.

Ldasy Blos dlial ol pe GlaW dslnall o308l pyall Slans pass L] :Arabic
s elde ud (6388 a0 e Jgand) ) d8g0 gall dygadl das gl douall
lineluas gyl Sasey o asuis p g .1-877-320-1235 (TTY: 711) Lle Ly Lol
e doas 0i0
Hindi: gAR TaReg a7 &aT ehl ATeT & aR & 31Uk fohelt +ft Ue7 & Stame 37 o oy gAR U g
STIT YaTd IueTed €. Toh GHINAT UTW e o folg, a9 g8 1-877-320-1235 (TTY: 711) W
Thi <. i ATh ST fg=al SieTdT & STUch! H&& ohy TdhdT 6. T8 Ydh HU Il &.

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

Portuguese: Dispomos de servicos de interpreta¢do gratuitos para responder

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

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

Este servico é gratuito.

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

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

Japanese  SHORERRKREANARTSVICETZCERICHEERTZHIC. EROBRI—ER%Z
CHARLTVEY, BRZCAMICHSICIF 1-877-320-1235 (TTY:711) ICEBFELZ IV, BAXEE
ZEIENZRVLET, ChIZEHOY—EXTY,

Form CMS-10802 (Expires 12/31/25) Form Approved OMB# 0938-1421
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Stamp Date
Asterisks (*) indicate required fields

Humana Group Medicare PPO Enrollment Form

EMPLOYER OR UNION SPONSOR NAME* Please use the Employer/Union name listed with your mailing address on your materials.

ADMIN ORG
Please print this information exactly 5 3 3 4 3 5 0 8 5
as it is on your Medicare card.

PROPOSED EFFECTIVE DATE*
- NN -

_/@ MEDICARE HEALTH INSURANCE

PLAN OPTION*

079 /

FIRST NAME* MI You can find the option number on the front
page of your Summary of Benefits in the
bottom right hand corner.

LAST NAME*

MEDICARE NUMBER*

- - CATEGORY OF APPLICANT*
ISENTITLEDTO ~ EFFECTIVE DATE Medicare Eligible Retiree
. EEE - Medicare Eligible Spouse
HOSPITAL (PART A) Medicare Eligible Dependent
\ MEDICAL (PART B) - 01 - )
DATE OF BIRTH* - - SEX* F M
RESIDENTIAL ADDRESS* P.O. Box not allowed. Experiencing homelessness
APT or STE
cITy ST* ZIP*
COUNTY*

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

APT or STE

CITY ST ZIP
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

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

TELEPHONE TELEPHONE TYPE
( ) - Cellphone Home (landline)

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

EMAIL By providing your email address, you authorize Humana to send you health information to this address.
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

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

Please provide your other prescription drug coverage details here, if applicable.

NAME OF OTHER COVERAGE

ID NUMBER FOR THIS COVERAGE GROUP NUMBER FOR THIS COVERAGE

Once enrolled, will you or your spouse work? Yes No
PRIMARY CARE PHYSICIAN (PCP) PCP ID NUMBER

Are you already a patient of the physician you chose? Yes No

You can obtain the PCP ID number on our website at Finder.Humana.com.

Preferred Written Language (when available)

English Spanish Chinese Korean Other
Preferred Verbal Language

English Spanish Mandarin Cantonese

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

Audio Large print Accessible screen reader PDF

Oral over the phone Braille Data CD

Please call a licensed Humana sales agent at 1-800-824-8242 (TTY: 711) if you need information in another
format or language.

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

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

What's your race? Select all that apply.
American Indian or Alaska Native Asian Indian Black or African American
Chinese Filipino Guamanian or Chamorro
Japanese Korean Native Hawaiian
Other Asian Other Pacific Islander Samoan
Vietnamese White I choose not to answer
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PLEASE READ THIS IMPORTANT INFORMATION

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

The Humana Group Medicare PPO plan is a Medicare Advantage plan that has a contract with the federal
government and I will need to keep my Medicare Parts A and B to stay in the plan. I must continue to pay
my Medicare Part B premium. I can only be in one Medicare Advantage plan at a time and I understand that
my enrollment in this plan will automatically end my enrollment in another Medicare Advantage health plan.
It is my responsibility to inform Humana of any prescription drug coverage that I have or may get in the
future. I understand that if I don’t have Medicare prescription drug coverage, or creditable prescription
drug coverage (as good as Medicare’s), I may have to pay a late enrollment penalty if I enroll in Medicare
prescription drug coverage in the future. I understand that if I leave this Humana plan, I may not be eligible
to return to the group plan or change plans outside of the group’s open enrollment period. I can receive
details of my options by calling my plan administrator or customer service.

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

This Humana plan serves a specific service area. If I move out of the area that this Humana plan serves, I
need to notify Humana as I may have to disenroll and find a new plan in my new area.

I understand that I am enrolling into a Humana Medicare Advantage plan and not a Medicare Supplement,
Medigap, Medicare Select or Medicaid plan.

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

Release of Information:

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

Privacy Act Statement:

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

Individuals experiencing homelessness:

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

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

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

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

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

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

LAST NAME FIRST NAME MI
STREET ADDRESS

CITY ST ZIP

TELEPHONE RELATIONSHIP TO APPLICANT

( ) -

FOR INDIVIDUALS HELPING AN APPLICANT WITH COMPLETING THIS FORM ONLY

Complete this section if you’re an individual (e.g. agents, brokers, SHIP counselors, family members, or other
third parties) helping an applicant fill out this form.

NAME SIGNATURE

RELATIONSHIP TO APPLICANT NATIONAL PRODUCER NUMBER (AGENTS/BROKERS ONLY)

INTERNAL MARKETPOINT AGENTS ONLY
WRITING AGENT NAME*

AGENT NUMBER (SAN)* DATE*

REFERRING AGENT NAME

REFERRING AGENT NUMBER (SAN)

Clear Fields
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Humana.
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