iCare

INDEPENDENT CARE HEALTH PLAN

Who can use this form?

People with Medicare who want to join a Medicare
Advantage Plan.

To join a plan, you must:
e Be a United States citizen or be lawfully
present in the U.S.
e Live in the plan’s service area

Important: To join a Medicare Advantage Plan,
you must also have both:

e Medicare Part A (Hospital Insurance)

e Medicare Part B (Medical Insurance)

When do | use this form?

You can join a plan:

e Between October 15-December 7 each year (for
coverage starting Januaryl)

e Within 3 months of first getting Medicare

e In certain situations where you’re allowed to
join or switch plans

Visit Medicare.gov to learn more about when you
can sign up for a plan.

What do | need to complete this form?

¢ Your Medicare Number (the number on your
red, white, and blue Medicare card)
e Your permanent address and phone number

Note: You must complete all items in Section 1.
The items in Section 2 are optional — you can’t be
denied coverage because you don’t fill them out.
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Reminders:

e [fyou want to join a plan during fall open
enrollment (October 15—-December 7), the plan
must get your completed form by December 7.

What happens next?

Send your completed and signed form to:
Independent Care Health Plan (iCare)
Attention: Sales and Marketing

1555 North RiverCenter Drive, Suite 206
Milwaukee, Wisconsin 53212

Once they process your request to join, they’ll
contact you.

How do | get help with this form?

Call iCare at 1-800-777-4376.
TTY users can call 7-1-1.

Or call Medicare at 1-800-MEDICARE
(1-800-633-4227). TTY users can call
1-877-486-2048.

En espaiiol: Llame a iCare al 1-800-777-4376
(TTY:711) o a Medicare gratis al 1-800-633-4227
y oprima el 2 para asistencia en espafiol y un
representante estara disponible para asistirle.

Individuals experiencing homelessness

e [fyou 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 checks) may
be considered your permanent residence
address.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB
control number for this information collection is 0938-1378. The time required to complete this information is estimated to average 20 minutes per response, including the time to
review instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy
of the time estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,

Maryland 21244-1850.

IMPORTANT
Do not send this form or any items with your personal information (such as claims, payments, medical records, etc.) to the PRA Reports Clearance Office. Any items we
get that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or forwarded to the

plan. See “What happens next?” on this page to send your completed form to the plan.



Section 1 — All fields on this page are required (unless marked optional)

Select the plan you want to join:

iCare Medicare Plan (HMO D-SNP) iCare Family Care Partnership (HMO D-SNP)
FIRST name: LAST name: Middle Initial:
Birth date: MM/DD/YYYY) Sex: Phone number:
( / ‘ ) Male = Female | ( )

Permanent Residence street address (Don’t enter a PO Box):

City: County: State: ZIP Code:

Mailing address, if different from your permanent address (PO Box allowed):
Street address: City: State: ZIP Code:

Your Medicare information:

Medicare Number: - _

Answer these important questions:

Will you have other prescription drug coverage (like VA, TRICARE) in addition to iCare? Yes = No
Name of other coverage: Member number for this coverage: Group number for this coverage
Are you enrolled in your State Medicaid program? Yes No

If yes, please provide your Medicaid ID number:

IMPORTANT: Read and sign below:

e I must keep both Hospital (Part A) and Medical (Part B) to stay enrolled in iCare.

¢ By joining this Medicare Advantage, I acknowledge that iCare 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). Your
response to this form is voluntary. However, failure to respond may affect enrollment in the plan.

e [ understand that I can be enrolled in only one MA plan at a time — and that enrollment in this plan will
automatically end my enrollment in another MA plan (exceptions apply for MA PFFS, MA MSA plans).

e [ understand that when my iCare coverage begins, [ must get all of my medical and prescription drug
benefits from iCare. Benefits and services provided by iCare and contained in my iCare “Evidence of
Coverage” document (also known as a member contract or subscriber agreement) will be covered. Neither
Medicare nor iCare will pay for benefits or services that are not covered.

e 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.

¢ [understand that my signature (or the signature of the person legally authorized to act on my behalf) on this
application means that I have read and understand the contents of this application. If signed by an authorized
representative (as described above), this signature certifies that:

1) This person is authorized under State law to complete this enrollment, and
2) Documentation of this authority is available upon request by Medicare.

Signature: Today’s date:

If you’re the authorized representative, sign above and fill out these fields:

Name: Address:

Phone number: Relationship to enrollee:




Section 2 — All fields on this page are optional

Answering these questions is your choice. You can’t be denied coverage because you don’t fill them out.

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.

Do you require plan information in another language other than English?

Yes No Ifyes, please tell us what language you require:

Select one if you want us to send you information in an accessible format.
Braille Large print Audio CD

Please contact iCare at 1-800-777-4376 if you need information in an accessible format other than what’s
listed above. Customer Service is available 24 hours a day, 7 days a week. Our office hours are Monday
through Friday, 8:30 a.m. to 5:00 p.m. TTY users can call 7-1-1.

Do you work? Yes  No Does your spouse work? Yes  No

List your Primary Care Physician (PCP), clinic, or health center:

Email address:

Office Use Only

Name of staff member/agent/broker (if assisted in enrollment):

Plan ID#: Effective date of coverage:
ICEP/IEP: AEP:
SEP (type): Not eligible:

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 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 (MARXx)”, System No. 09-70-0588. Your response to this form is voluntary. However, failure to
respond may affect enrollment in the plan.



Notice Informing Individuals About Nondiscrimination and Accessibility Requirements: Discrimination is
Against the Law

Independent Care Health Plan complies with applicable federal civil rights laws and does not discriminate, exclude or
treat people differently because of their race, color, national origin, age, disability, sex, sexual orientation, gender,
gender identity, ancestry, ethnicity, marital status, religion or language.

Independent Care Health Plan:
e Provides free aids and services to people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters

o Written information in other formats (large print, audio, accessible electronic formats, other formats)
e Provides free language services to people whose primary language is not English, such as:

o Qualified interpreters

o Information written in other languages

If you need these services, contact Customer Service at 1-800-777-4376 (TTY: 1-800-947-3529), 24 hours a day,
7 days a week (Office hours: Monday — Friday, 8:30 a.m. — 5:00 p.m.).

If you believe you have been discriminated against by Independent Care Health Plan, you may file a complaint, also
known as a grievance, in person or by mail, fax, or email. If you need help filing a grievance, the Grievance and
Appeal Coordinator is available to help you.

e (Grievance and Appeal Coordinator
1555 North RiverCenter Drive, Suite 206,
Milwaukee, Wisconsin 53212
1-800-777- 4376 x1076 (TTY: 1-800-947-3529)
Fax: 414-918-7589
advocate@icarehealthplan.org.

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

Last update: 07/20/2022



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
1-800-777-4376. Someone who speaks English/Language 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 1-800-777-4376. Alguien que hable espafiol le podra ayudar. Este es un servicio gratuito.

Hmong: Peb muaj kev pab txhais lus dawb los teb cov lus nug uas koj muaj txog peb txoj kev
npaj khomob lossis tshuaj. Yog xav tau ib tug neeg txhais lus, hu rau peb ntawm 1-800-777-
4376. Ib tug neeg uas hais lus Askiv / thiab lwm yam lus tuaj yeem pab koj. Qhov no yog ib gho
kev pab dawb.

Chinese Mandarin: HATEE 00 2Rl 55, BSUNEREZ R T REHE G W ORI T BE 7)., ARG T EE L i 1R R
%, VBEH 1-800-777-4376., FAIRYHSCLME AR RURERS S, e Tk,

Chinese Cantonese: &% HAMV R FRESEY (R @ nT 6B/ A REN, 2t FMEe th oo By feE ks, MMz,
a3 1-800-777-4376, Fuflifb Sciy N BB A SV E L), 1S & TR IR,

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 1-800-777-4376. 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 1-800-777-4376. Un interlocuteur parlant Francais
pourra vous aider. Ce service est gratuit.

Vietnamese: Ching tdi cé dich vu thong dich mién phi dé tra I6i cdc ciu hdi vé chuang sirc khoée va
chugng trinh thuéc men. Néu qui vi can thong dich vién xin goi 1-800-777-4376 sé& c6 nhan vién noi
ti€éng Viét giup dad qui vi. Bay la dich vu mién phi.

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits-
und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-777-4376. Man wird Ihnen dort
auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: 94 95 B3 v oFF B #sk Ao &3 =g -
E9 AU AE o] 85H A A3} 1-800-777-4376 07 F ol FAAL. oS = Iyt B} =8
APUth o] Au| A= FRE2 98 YT

Russian: Ecin y Bac BO3HMKHYT BOMPOCbl OTHOCUTE/IbHO CTPaxoBOro Uan MeaMKaMeHTHOro nsaHa, Bbl
MOXEeTe BOCMO0/Ib30BaTbCs HawWmMMM becnaaTHbIMU yCyraMm nepeBoayvmkoB. YTobbl BOCMO/Ib30BaTbCS
ycnyramu nepeBoaunka, Nno3BoHUTe HaM no TenedoHy 1-800-777-4376. BaM OKaxeT NOMOLLUb
COTPYAHWK, KOTOPbIN rOBOPUT NO-pyccku. [laHHaga ycnyra 6ecnnatHas.

Arabic: G clle Gal (55 an Jie Glo Jsanll Ll 450Y) Joan 5l danally (sl Al (g1 e sl dalaal) (g 5dl) aa i) ciladd ans L
dpall SGoaty b (et o 8 4376-777-800-1 1 W JuaiV) dlas dead oda cliac by,

Hindi: TAR WA 91 Gal 1 Ao & aR T 3o forddt Hf Uy & SaTd ¢ & e gHR o1 o g TaTd Suasy
g.wguﬁm¥%mﬁ$ﬁﬂ;wsﬁ1-800-777-43760?Lr?H B, s Afad off e~ SIear § SHTIH! Hag HR qobd
.8 T gUd 4d1 6.




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 1-800-777-4376. Un
nostro incaricato che parla Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portugués: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer questdo que
tenha acerca do nosso plano de salde ou de medicacdo. Para obter um intérprete, contacte-nos
através do numero 1-800-777-4376. Ird encontrar alguém que fale o idioma Portugués para o ajudar.
Este servico é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta genyen konsenan plan
medikal oswa dwog nou an. Pou jwenn yon entepreét, jis rele nou nan 1-800-777-4376. Yon moun ki
pale Kreyol kapab ede w. Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzyskaniu
odpowiedzi na temat planu zdrowotnego lub dawkowania lekéw. Aby skorzystaé z pomocy ttumacza
znajacego jezyk polski, nalezy zadzwoni¢ pod numer 1-800-777-4376. Ta ustuga jest bezptatna.

Japanese: it D HE fEHEARER & KA AL TTHET T S I2BIT A DHRICBEZ T A2 2, MR OlARY — & A
HNET IS WET, MARZ @I A 51213, 1-800-777-4376 IS B 728 v, HAGEZET A & 230k 72
LEY, ShEor—ezxci,
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