KelseyCare

Advantage

«****

Who can use this form?
People with Medicare who want to join a
Medicare Advantage Plan.

To join a plan, you must:

* 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:

® Medicare Part A (Hospital Insurance)
® Medicare Part B (Medical Insurance)

When do | use this form?
You can join a plan:

® Between October 15-December 7 each year
(for coverage starting January 1)

e Within 3 months of first getting Medicare

® 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)
¢ 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.

Reminders:

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

* Your plan will send you a bill for the plan’s
premium. You can choose to sign up to have
your premium payments deducted from your
bank account or your monthly Social Security
(or Railroad Retirement Board) benefit.

Individuals experiencing
homelessness

e |f 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 checks) may be
considered your permanent residence address.

What happens next?

Send your completed and signed form to:
KelseyCare Advantage

P.O. Box 841569

Pearland, Texas 77584-9832

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

How do I get help with this form?
Call KelseyCare Advantage at 1-866-535-8343,
TTY users can call 711.

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

En espaiiol: Llame a KelseyCare Advantage

al 1-866-535-8343 o a Medicare gratis al
1-800-633-4227 y oprima el 2 para asistencia

en espanol y un representante estara disponible
para asistirle.

KelseyCare Advantage is offered by KS Plan
Administrators, LLC, a Medicare Advantage
HMO and POS plan with a Medicare contract.
Enrollment in KelseyCare Advantage depends on
contract renewal.

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.

OMB No. 0938-1378 Expires: 12/31/2026



KelseyCare

Advantage

Trx ok

Section 1 - All fields on this page are required (unless marked optional). Select the plan you want to join:

Plans covering Medical + Prescription Drugs

Signature (HMO Plan) $0/month Part D
Deductible is $0 for drugs on tiers 3, 4, and 5*

Auvailable in the following counties ONLY

Brazoria, Fort Bend, Harris, Montgomery, Galveston
(excluding Galveston Island)

Freedom (HMO-POS Plan) $0/month, Part D
Deductible is $200 for drugs on tiers 3, 4, and 5*

Plans covering Medical Only

Core (HMO Plan) $0/month

Brazoria, Fort Bend, Harris, Montgomery, Galveston
(excluding Galveston Island), Austin, Grimes,
San Jacinto, Waller, Chambers, Liberty, Walker, Wharton

Available in the following counties ONLY

Brazoria, Fort Bend, Harris, Montgomery, Galveston
(excluding Galveston Island), Austin, Grimes,
San Jacinto, Waller, Chambers, Liberty, Walker, Wharton

*Deductible does not apply to drugs on tiers 1, 2, 6 and insulin.

FIRST Name: LAST Name:

[Optional: Middle Initial]

Sex:
OMale OFemale

Birth Date: (MM/DD/YYYY)
( / / )

Phone Number:

( )

Permanent Residence Street Address (Don't enter a PO Box): (Note: for individuals experiencing
homelessness, a PO Box may be considered your permanent residence address):

Please take out your red, white and blue Medicare card
to complete this section.

e Fill out this information as it appears on your
Medicare card.

-OR-

Attach a copy of your Medicare card or your letter from
Social Security or the Railroad Retirement Board.

OYes ONo

City: [Optional: County] State: ZIP Code:
Mailing Address, if different from your permanent address (PO Box allowed):
Street Address: City: State: ZIP Code:

Your Medicare Information

Will you have other prescription drug coverage (like VA, TRICARE) in addition to KelseyCare Advantage?

Answer these important questions:

Name (as it appears on your Medicare card):

Medicare Number:

Is Entitled to:
HOSPITAL (Part A)

MEDICAL (Part B)
You must have Medicare Part A and Part B to join a
Medicare Advantage plan.

Effective Date:

Name of other coverage:

Member number for this coverage:

Group number for this coverage:

HO0332_APPV1E2026_C



IMPORTANT: Read and sign below:

* | must keep both Hospital (Part A) and Medical (Part B) to stay in KelseyCare Advantage.

* By joining this Medicare Advantage Plan, | acknowledge that KelseyCare Advantage 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 this plan.

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

e By providing my telephone number and/or email address to KelseyCare Advantage, | agree to receive
automated calls, prerecorded messages, e-mails, and/or voice/text messages related to my application or
account from KelseyCare Advantage and its affiliates. | understand that message and data rates may apply.
Terms and privacy information are available at www.kelseycareadvantage.com. If you would like to opt-out,
contact Member Services at 866-535-8343 and ask to be added to our do not call list. TTY users can call 711.

* 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 legally authorized to act on my behalf) on this
application means that | 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:

For individuals helping enrollee with completing this form only:

Complete this section if you're an individual (i.e. agents, brokers, SHIP counselors, family members or other third
parties) helping an enrollee fill out this form. Note: Agents/Brokers, completion of this entire box is required.

Name (This should not be the enrollee’s name):

Relationship to enrollee:

Signature: Date:
Agent/Broker National Producer Number (NPN) ID:

Plan ID #: Proposed Effective Date of Coverage:

Select the appropriate election period. (for SEP, write in the desired SEP, e.g., SEPR for 5-Star)

ICEP/IEP: AEP: SEP (type): MA OEP: Not Eligible:

Form continued on next page



Section 2 - All fields in this section are optional

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

Select one if you want us to send you information in a language other than English.
OSpanish

Select one if you want us to send you information in an accessible format.

OBraille OLarge Print OAudio CD [OData CD

Please contact KelseyCare Advantage at 713-442-CARE (2273) if you need information in an accessible format or
language other than what is listed above. Our office hours are 8 a.m. to 8 p.m., 7 days a week. TTY users can call 711.

Do you work? OYes ONo Does your spouse work? OYes CONo

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

If you are switching from another plan, what is the name of the plan or Medicare plan you are switching from?

| want to get the following materials via email.

Yes, | would like to receive many of my plan documents delivered electronically. We will send you an
email when new communications (ie.; Quarterly Newsletters, Annual Notice of Change) are available online.
You can access these communications through any device such as a computer, tablet or mobile phone.

Email Address:

Paying your plan premiums:

You can pay your monthly plan premium (including any late enrollment penalties that you currently have or
may owe) by mail, Electronic Funds Transfer (EFT), credit card each month. You can also choose to pay your
premium by having it automatically taken out of your Social Security or Railroad Retirement Board (RRB)
benefit each month.

If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you must pay
this extra amount in addition to your plan premium. DON'T pay KelseyCare Advantage the Part D-IRMAA.

Please select a premium payment option:

Get a bill

Electronic funds transfer (EFT) from your bank account each month. Please enclose a VOIDED check
or provide the following:

Account Name: Account Type: O Checking OSavings

Bank routing number: Bank account number:

Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)
benefit check.

I get monthly benefits from: [OSocial Security CIRRB

(The Social Security/RRB deduction may take two or more months to begin after Social Security or RRB approves the deduction.

In most cases, if Social Security or RRB accepts your request for automatic deduction, the first deduction from your Social Security
or RRB benefit check will include all premiums due from your enrollment effective date up to the point withholding begins. If Social
Security or RRB does not approve your request for automatic deduction, we will send you a paper bill for your monthly premiums.)

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



Attestation of Eligibility for an Enrollment Period

Typically, you may enroll in a Medicare Advantage plan only during the annual enroliment period
from October 15 through 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 check the box if the statement applies to you. By checking
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.

O | am new to Medicare.

O I am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage
Open Enrollment Period (MA OEP).

O | recently moved outside of the service area for my current plan or | recently moved and have new options
available to me. | moved on (insert date)

O | recently was released from incarceration. | was released on (insert date)

O | recently returned to the United States after living permanently outside of the U.S. | returned to the U.S.
on (insert date)

O | recently obtained lawful presence status in the United States. | got this status on (insert date)

O | recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid assistance,
or lost Medicaid) on (insert date)

O | recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly got
Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date)

O | have Medicare and get full Medicaid benefits. | want to join or switch to a plan that coordinates coverage
between my Medicare and Medicaid managed care plans (called an integrated Dual Eligible Special Needs
Plan (D-SNP)).

O | am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a nursing home or
long term care facility). | moved/will move into/out of the facility on (insert date)

O | recently left a PACE program on (insert date)

O I recently involuntarily lost my creditable prescription drug coverage (coverage as good as Medicare's).
| lost my drug coverage on (insert date)

O | am leaving employer or union coverage on (insert date)

O I'm in a qualified State Pharmaceutical Assistance Program, or I'm losing help from a State Pharmaceutical
Assistance Program.

O My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

O | was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My enrollment
in that plan started on (insert date)

O | was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification required to be
in that plan. | was disenrolled from the SNP on (insert date)

O | was affected by an emergency or major disaster (as declared by the Federal Emergency Management
Agency (FEMA) or by a Federal, state or local government entity. One of the other statements here applied
to me, but | was unable to make my enrollment request because of the disaster.

O I signed up for Part A (Hospital Insurance) or Part B (Medical Insurance) during a Special Enrollment Period

| qualified for because of an exceptional circumstance. | want to join a Medicare Advantage Plan (with or
without drug coverage).

O I signed up for Part A (Hospital Insurance) or Part B (Medical Insurance) during a Special Enrollment Period
| qualified for because of an exceptional circumstance. | want to join a Medicare drug plan (Part D).

If none of these statements applies to you or you're not sure, please contact KelseyCare Advantage at
713-442-CARE (2273) or toll free at 1-866-535-8343 (TTY users can call 711) to see if you are eligible to enroll.
We are open 8 a.m. to 8 p.m., 7 days a week.



Notice of Availability of Language Assistance Services

ATTENTION: If you speak English, free language assistance services and free communications in
other formats, such as large print, are available to you. Call 1-866-535-8343. (TTY: 711).

Spanish: ATENCION: Si habla espafiol, hay servicios de asistencia de idiomas y comunicaciones en
otros formatos como letra grande, sin cargo, a su disposicion. Llame al 1-866-535-8343. (TTY: 711).

Vietnamese: LUU Y: Néu ban néi tiéng Viét, chlng t6i cung cdp mién phi cac dich vu hé trd ngdn ngit. Cac hd
trg dich vu phu hgp dé cung cap thong tin theo cac dinh dang dé tiép can cling dudc cung cap mién phi. Vui
long goi theo s6 1-866-535-8343 (Ngudi khuyét tat: 711) hodc trao d6i v8i ngudi cung cap dich vu cta ban.

Chinese: VX & : WU [H ), AT A2 ABIRMIIE S hB RS . FATE G2 4E
A B T EAARS, ARSIt E S . FUH 1-866-535-8343 (UANHLTE: 711) B
B PRSP RS .

Korean: T9: [&FT 0|5 AHE-3HA = B¢ F& o] A AU &E o] &84 & dsHH o] &
7153 A o2 ARE AT AP BE VT L A A 82 A FH Y} 1-866-535-8343
(TTY: 71 2. 2 AZFstAY A= A F A o] £t L.
dulia cladd g Baslusa Jilu g 3 oo LaS Auilaal) 4 gall) Bae Luval) ciladd Sl 8 giiud (A jal) 45ll) s i€ 1Y) 4wt s Arabic
dadil) adha ) Gaad gf -aB ) e Jual Ul Lgl) Jgaa gl (S clipnniy e glaal) sl

Clal g i gl Gladd (S a2 e Ol e 55 g s 53 )) QI 81 s Urdu
- S S 8343-535-866-1 -y liied o Sl e 2 By s (e )l 2 g0

Tagalog: PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa
wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format. Tumawag sa 1-866-535-8343 (TTY: 711) o makipag-usap sa
iyong provider.

French: ATTENTION: Si vous parlez francais, des services d’assistance linguistique et des communications
dans d’autres formats, notamment en gros caracteres, sont mis a votre disposition gratuitement. Appelez le
1-866-535-8343. (TTY: 711).

Hindi: €T & ¢ 3T Y S §, oY 3ueh fw fo:gfeh o111 Hgrrem dare
39l BT &1 GoIsT TRl H STAPRT Yl el & AT 3UgFd Tgraeh Arered 3R
Harv o fo¥:eeh 3T §1 1-866-535-8343. (TTY: 711) U @lel Y TT 3HYeT YGIAT & T
H|

Ledi o o8 s il ¢ Ko glacalld 80l il )l 5 (Al S 81 ledd eaiS e Cuma i )l () 42 81 4
Persian s ledi L ol (s yiwd 53 (TTY: 711).1-866-535-8343 2 15 Ll

German: ACHTUNG: Falls Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste und
kostenlose Kommunikation in anderen Formaten, wie zum grof3e Schrift, zur Verfligung. Rufen Sie 1-866-

535-8343. (TTY: 711). H0332 2026LAS C



Gujarati: t2llot UL %1 A xRl Glledcll 81, Al HEA GUML US> Al e M2l AR Bl Wl
gl Hl HEd A alcAASR dAHIRL HIE BUAed B. 1-866-535-8343 UR SIE $3. (TTY: 711).

Russian: BHUMAHWE: Ecan Bbl roBOPUTE Ha PYCCKMIA, BamM AOCTYMNHbI 6ecnaaTHbIe YAy A3bIKOBOWA
noaaep>kn. CooTBETCTBYHOLLME BCMOMOTaTe/IbHble CPeACTBA M YCAYTM N0 NpeAoCcTaBAeHnto MHbopmaumm B
[OCTYMHbIX GOopMmaTax TakKe npeaoctasnaoTca becnnaTHo. Mo3soHUTe no TenedoHy 1-866-535-8343 (TTY: 711)
MM 0bpaTmMTeCch K CBOEMY NMOCTABLUMKY YCAYT.

Japanese: HARZEZEINSGEE . BHOEEBXEY—EREZFRAW:ETET . 77T ILEELN
FATELLIBEIN) B THERFIRETH-ODFE N HHBIZIEPT—EXRLEHTT IR
121+ E T, 1-866-535-8343(TTY: 711) ETHBEELZSLY, F= (X CHHDOFXEFICTHEHRIEELY,

. < o ' & @ o o ' o 1) ' o 1 a & '
Laotian: cQL 9L NINIVCOIWIT) 290, 92 HV3NIVOBTIVWIFICVLLVCIOE LBII. DCOD)QOS) CCIY

o o 4 1 & o~ & 54 & & o o o
muuzmuccuouczemmcwvzsucw8?0)2Jgn?vguccuoms‘)moca‘)cn‘ﬁo. tvmacS 1-866-535-8343 (TTY:
711) § SwHuelBivINIv289UID.

H0332_2026LAS_C





