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KEEP A COPY OF THIS FORM FOR YOUR RECORDS.

Medicare OneCare Connect Cal MediConnect (Medicaid)

Plan Application Form

To join a Medicare-Medicaid Plan, you must have Medicare Part A (Hospital Insurance), Medicare Part B
(Medical Insurance), and Medi-Cal.

Choose a health plan:

[ ] OneCare Connect

Your Information:

Name: (first, middle, last)

Date of birth:

(__/__1____)
MMDDYYYY

Sex: [_]Female [_]Male

Phone number:

Second phone number:

Email address:

Home address:

City:

State:

ZIP code:

County (optional):

Mailing address (if different from home address):

City:

State:

ZIP code:

County (optional):

Emergency contact name:

Emergency contact phone number:

H8016_19MMO009_M Approved 09/24/18

WHITE-Processing Individual

YELLOW-OneCare Connect Representative PINK-Enrolling Individual




Please check one of the boxes below if you would prefer that we send you information in a language
other than English or in an accessible format:

Spanish Vietnamese Farsi Korean
Chinese Arabic braille, audio tape or large print

Please contact OneCare Connect at 1-855-705-8823 if you need information in an accessible format or
language other than what is listed above Our office hours are Monday through Friday from 8:00 a.m. to
5:00 p.m. TDD/TTY users should call 1-800-735-2929.

Tell us where you usually get health services:

Name of your primary care provider, clinic or health center: Phone:

Tell us about your Medicare and Medi-Cal coverage:

Fill in your Medicare and Medi-Cal information below. You can find this information on your red, white
and blue Medicare card, or a letter from Social Security or the Railroad Retirement Board. Also, please
write your Medi-Cal ID number as it appears on the front of your card.

STATE OF CALIFORNIA
BENEFITS IDENTIFICATION CARD

-/(- MEDICARE HEALTH INSURANCE

ID_No. 01234567A95052
JOHN'Q RECIPIENT
M 05 20 1991 Issue Date 05 24 16

Name/Nombre

JOHN L SMITH

Medicare Number/Numero/de Medicare

1EG4-TE5-MK72

Entitled to/Con derecho a Coverage starts/Cobertura empieza

HOSPITAL (PARTA) 03-01-2016
MEDICAL (PARTB)  03-01-2016

S S il A et o DT
Name (as it appears on your Medicare card): Name (as it appears on your Medicaid card):
Medicare Number: Medicaid number:
Is Entitled to: Effective Date:

Hospital (Part A):

Medical (Part B):

You must have Medicare Part A and Part B to
joinan MMP plan.




Other personal information:

Do you have end-stage renal disease (ESRD)? [ ]Yes [ ]INo
If “yes” and you’ve had a successful kidney transplant and/or no longer need
regular dialysis, please attach a note from your doctor.

Do you live in a long-term care facility? []Yes 1 No
If “yes,” fill in the information below:

Name of the facility: Phone:

Do you work? Are you married? Does your spouse work?
[ ] Yes [ ] No [ ] Yes [ ] No [ ] Yes [ ] No

Information about your health & prescription drug coverage:

Some people have other health insurance or drug coverage through private insurance, TRICARE, employers,
unions, Veterans Affairs, or the State Pharmaceutical Assistance Programs (SPAPS).

Do you have other health coverage? If “yes,” fill in the information below
[ ] Yes [ ] No
Name of your plan (and employer, if applicable): Group number:
ID number:
Name of your plan (and employer, if applicable): Group number:
ID number:
Name of your plan (and employer, if applicable): Group number:
ID number:
Name of your plan (and employer, if applicable): Group number:
ID number:
Name of your plan (and employer, if applicable): Group number:
ID number:

If you have health coverage from an employer or union right now, you (or your dependents) could lose that
coverage when you join OneCare Connect. Your employer or union can give you more information about
your coverage. If you have questions, talk with the person in your office who takes care of benefits.
Please read and sign below.

When you sign this form, it means that you understand:

e OneCare Connect has a contract with the federal government and with the State of California.



The health services you get with your new plan may be different than the services you had before.

| must keep Medicare Parts A-and B, and Medi-Cal.

| can be in only one Medicare plan at a time.

By joining OneCare Connect, I’'ll end my enrollment in another Medicare health or prescription drug plan.

I must tell Medicare and Medi-Cal about any prescription drug coverage that | have or may get in the future.
If I move, | need to tell OneCare Connect.

As a member of OneCare Connect, | have the right to appeal if I don’t agree OneCare Connect’s decisions
about payment or services.

I understand that the OneCare Connect’s Member Handbook (Evidence of Coverage) includes the rules I
must follow.

OneCare Connect doesn’t usually cover people while they’re out of the country, but there may be some
limited coverage near the U.S. border.

On the date OneCare Connect coverage begins, | must get my health care from OneCare Connect providers,
except for emergency or urgently needed care, out-of-area dialysis or if I get OneCare Connect or California
approval to see other providers in some circumstances.

OneCare Connect will cover my health care with OneCare Connect doctors and other providers as outlined
in the Member Handbook (Evidence of Coverage) to see what services are covered.

If I need to see a provider or other provider who isn’t in OneCare Connect, I may need prior authorization or
I may have to pay out-of-pocket for the services | get.

| understand that if a sales agent, broker, or other individual employed by or contracted with OneCare
Connect is helping me, OneCare Connect may pay that person when they enroll me.

By joining OneCare Connect, | know that OneCare Connect may share my information with Medicare and
Medi-Cal and other plans as necessary for treatment, payment, and health care operations.

I understand that prescription drugs are covered, but not always the same ones I’m already taking. I
understand that I’ll have access to my current drugs for at least 30 days, until I can switch to a different
drug, and that 1’1l have access to my current providers for a period up to 12 months for Medicare services
and a period of up to 12 months for Medi-Cal services once | join OneCare Connect. | further understand
that OneCare Connect has providers and pharmacies | must use to get health care services, except for non-
routine, emergency situations.

I know that OneCare Connect may share my information including my prescription drug coverage with
Medicare and Medi-Cal. They may release it for research and other purposes, as allowed by federal statutes
and regulations.

The information on this form is correct to the best of my knowledge. | understand that if I intentionally
provide false information on this form, I’ll be disenrolled from OneCare Connect.

My signature (or my authorized representative’s signature) on this form means that I’ve read and understood
this form. If an authorized representative signs, the person’s signature means that he or she is authorized
under State law to complete this enrollment, and documentation of this authority is available upon request
from Medicare and/or Medi-cal.

Your signature: Date:




Information about your authorized representative, if applicable:
If you’re the authorized representative, you must provide the following information, sign, and date below:

Name (please print):

Signature:

Date:

Address:

Phone number:

Relationship to person with
Medicare and Medicaid:

For more information, visit www.caloptima.org. If you have questions, call OneCare Connect at
1-855-705-8823, 24 hours a day, 7 days a week. TTY users should call 1-800-735-2929. This call is free.
You can get this information for free in other languages and formats, like large print, braille, and audio.

Office Use Only

Name of staff member
(if assisted enrollment)

Plan ID#: Effective date of coverage:
SEPs:

[]ICEP/IEP [ JOEP [ ]AEP [ ]SEP(type) [ ] Not Eligible
CMS approved (MM/DD/YY): Preferred language:

Health network:

PCP name:

OneCare Connect Cal MediConnect Plan (Medicare-Medicaid Plan) is a health plan that contracts with both
Medicare and Medi-Cal to provide benefits of both programs to enrollees. OneCare Connect complies with
applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability or sex. The benefit information is a brief summary, not a complete description of benefits.
Limitations, co-pays, and restrictions may apply. For more information, call OneCare Connect Customer
Service or read the OneCare Connect Member Handbook. Benefits and/or co-payments may change on January
1 of each year. For more information, visit www.caloptima.org/onecareconnect. If you have questions, call
OneCare Connect toll-free at 1-855-705-8823, 24 hours a day, 7 days a week. TDD/TTY users can call toll-free
at 1-800-735-2929.

English: ATTENTION: If you speak a language other than English, language assistance services, free of
charge, are available to you. Call 1-855-705-8823 (TTY: 1-800-735-2929).

Spanish: ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linguistica.
Llame al 1-855-705-8823 (TTY: 1-800-735-2929).

Chinese: 17 * AIREHEMAERET S - LA LIREIEGES TR - 5528 1-855-705-8823 (TTY:


http://www.caloptima.org
http://www.caloptima.org/onecareconnect

1-800-735-2929).

Vietnamese: CHU Y: Néu ban néi Tiéng Viét, ¢ cac dich vu hd trg ngdn ngir mién phi danh cho ban. Goi s6
1-855-705-8823 (TTY: 1-800-735-2929).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa
wika nang walang bayad. Tumawag sa 1-855-705-8823 (TTY: 1-800-735-2929).

Korean: =2|: 8t=0{E MEGIAl= 82, 810 A& MEBIASE RE2 0|6t == USLILCH
1-855-705-8823 (TTY: 1-800-735-2929)H 2 2 M atoll =& Al 2.

Armenian: NECUNCARESNRL  Bph ununid kp huybpkl, wuyyw dkq wi]&wp Jupnn b
npuwdwunpyty (kquljut wowlgnipjut sSwowynipniukpn: Quuquhwptp 1-855-705-8823 (TTY
(hknwinhuy) 1-800-735-2929):

Farsi:
8L e pal 8 Lal ) IS &y gemr Al S0l (i€ o0 IR ol gl 4 R) iaa
3,82 s (TTY: 1-800-735-2929) 1-855-705-8823 o jlails

Russian: BHUMAHUE: Eciu Bel TOBOPUTE Ha PYyCCKOM SI3BIKE, TO BaM JOCTYITHBI O€CIIJIATHBIC YCIYTH
nepeBoja. 3Bouute 1-855-705-8823 (teneraiin: 1-800-735-2929).

Japanese: ;¥FEEIE : HAZBFHEINDI5E6. BHOESBEXEZ CHMAWEITF T, 1-855-705-8823
(TTY:1-800-735-2929) F T. HEEEICTIEKCFZ LY,

Arabic:
2 e Jamil el ll 55 52l Bae Losall ladd (e Salail) e (5 a0 Aaly Canas i€ 13 1 sale
(1-800-735-2929: TTY gl Cilbaual Juai¥) Jad/ aaill Cislell) 1-855-705-8823
Punjabi: fimrs fe6: A 3#T Uarsl g I, 3t 97 &g AofesT AT 393 &8 Hes Quseg J|
1-855-705-8823 (TTY: 1-800-735-2929) '3 % &3 |.

Cambodian: [UtHsY: 15ASMEARSUNW MaNiSI 1N SSWwisSmMan IS SSS W
AHTESNUUITEAY 1 §i65) 1-855-705-8823 (TTY: 1-800-735-2929).

Hmong: LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
1-855-705-8823 (TTY: 1-800-735-2929).

Hindi: €T & FTS T T & a7 ATeh (70 {6 H ATHT Hg1dT 9ar0, 394 51 1-855-705-8823 (TTY:
1-800-735-2929) 9T it F<l.

Thai: Fou: dnuyanuneguannsalduimsdamaonitanim 1ds Tns 1-855-705-8823 (TTY: 1-800-735-2929).

Lao: {U0R90: 1999 19DIWI59 990, NIVVINIVFOBCTDOIVWIFI, L0V IO,
ccnDWaLlvUI. Ins 1-855-705-8823 (TTY: 1-800-735-2929).
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