2023
Enrollment Form

Follow these easy steps to become
a Humana Medicare member

Have your Medicare card ready

Each individual applying must fill out
a separate form.

/ Sign and date the enrollment form

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

= Submit your enrollment form

You may fax the Member Services
pages of this enrollment form to:
1-877-889-9936. Or mail this
enrollment form to:

Humana Medicare Enrollment
P.O. Box 14309

Lexington, KY

40512-4309

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

Optional Supplemental Benefits

Offered to Medicare Beneficiaries enrolled in or
enrolling in a Humana Medicare Advantage plan
that offers Optional Supplemental Benefits.

Call us with questions

If you have questions, please call a licensed
Humana sales agent at 1-800-833-2367
(TTY: 711). We're available seven days a week,
8a.m.-8p.m.

However, please note that our automated
phone system may answer your call on
holidays and during weekends April 1 -
September 30. Please leave your name and
telephone number, and we’ll call you back by
the end of the next business day.

Instructions
« Completely fill the ovals.
* Use black ink only.

* Print only one clear number or capital
block letter in each box.

« 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:

Correct numbers and letters

-
123SMIXKH

Humana.
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Asterisks (*) indicate required fields

M Answering non-required fields is your

Addltlo N Ol N Otes choice. You can’t be denied coverage
if you don’t complete them.

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,SorZ
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Important

At Humana, it is important you are treated fairly.

Humana Inc. and its subsidiaries do not discriminate or exclude people because of their race,
color, national origin, age, disability, sex, sexual orientation, gender, gender identity, ancestry,
ethnicity, marital status, religion, or language. Discrimination is against the law. Humana and
its subsidiaries comply with applicable federal civil rights laws. If you believe that you have
been discriminated against by Humana or its subsidiaries, there are ways to get help.

* You may file a complaint, also known as a grievance:
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618
If you need help filing a grievance, call 1-877-320-1235 or if you use a TTY, call 711.

+ You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through their Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 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
https://www.hhs.gov/ocr/office/file/index.html.

* California residents: You may also call the California Department of Insurance toll-free
hotline number: 1-800-927-HELP (4357), to file a grievance.

Auxiliary aids and services, free of charge, are available to you.
1-877-320-1235 (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.

GHHLNNXEN 0522
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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: FE TR E R EEIERS, BEEREXTREINAYREHEMEER, WR
BEZIENFRS, ERE 1-877-320-1235 (TTY: 711) HIWPXITEARBREEDE, X2
—INR RS,

Chinese Cantonese: EH KPR R ENRRAIEFTEREB > BUIULHFIRERENEEZRTE -
NFEENEMRTS > SAE 1-877-320-1235 (TTY: 711) - HFIBAXHWAERERBTIRHEEN - BER
—IRRERT

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: Ching téi cé dich vu thong dich mién phi dé tra 15i cac cau hoi vé
chuong surc khée va chuong trinh thu6c men. Néu qui vi can thdng 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 EH = oFE Hof| 2o E0f| goll E2|0Xt R5 8% MH|AE M35t
UAELICH. G MH[AE 0|8382{H T2t 1-877-320-1235 (TTY: 711) HR 2 228 FHUAL .
=0 E ot= HEAE mot E AYLICt. o] MH|A= RR2 2HELCEH.
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Russian: Ecin y Bac BO3HUKHYT BOMPOChI OTHOCUTE/IbHO CTPAXOBOro UV
MeAVKaMEHTHOrO M1aHa, Bbl MOXeTe BOCMO/1b30BaTbCA HaLMMK B6ecrniaTHbIMN
ycnyramu nepeBoAunKoB. YTobbl BOCNONb30BaTbCA YC/yraMuy rnepeBoAunKa,
NO3BOHUTE HaM Mo TenepoHy 1-877-320-1235 (TTY: 711). Bam okaxeT NomoLLb
COTPYAHVIK, KOTOPbIA rOBOPUT NO-pyccku. [laHHas yciyra becnnatHas.

dowally Blay dlil é‘ oo Dl dolall gy0all e yzall Slaas pass L] :Arabic
Ld J‘.o.s)” S \_LJ.LC— u.u.‘.‘ ‘6-)99 =>4 LfLﬁ:- Jga_xU L_u.] 4.39.\)” Jg» 9|
0i0 .elineluay duy2ll Gasty b yosuis a gl .1-877-320-1235 (TTY: 711) Lle
A xn doas
Hindi: 89R W@y a1 &a1 &l TSiT & aR H 317ach fohd! +ft U & Sare & o g gAR urd g
ST YaTy IueTed 8. Toh ST UTed e o forg, a9 8/ 1-877-320-1235 (TTY: 711) W

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.

Portugues: Dispomos de servicos de interpretagao 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 sevis ki gratis.

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

Japanese: 3 OBRERFRREERUAETSSVICETZICEMICSERTIOHIC. EROBER
H—EXBHBDEITIIVET, BRECHMICHRDICIF. 1-877-320-1235 (TTY: 711) ICHEFEL
TV AARBZHFIABNZEVCLET, ChIFEHOY—-EXTY,
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APPLICANT MEDICARE NUMBER*

Asterisks (*) indicate required fields
AGENT NUMBER (SAN)

2023 Humana Medicare Optional Supplemental Benefits Enrollment Form
OPTIONAL SUPPLEMENTAL BENEFIT (proposed)
START DATE*
- 01 -20 23

Are you currently enrolled in any OSB plans?* Yes No

If yes, do you wish to continue your enrollment in those current plans if they are available

for your service area? Any OSBs you currently have will be terminated if you answer Yes No
“No” or if you do not answer this question. Please review the OSB options below to verify

that yours are still offered and available. Not all OSB offerings are available in all areas. Please review

your Summary of Benefits to see which Optional Supplemental Benefits are available for your plan.

OPTIONAL SUPPLEMENTAL BENEFIT (OSB) YOU ARE ENROLLING IN:*

MyOption™ Platinum Dental MyOption™ Enhanced Dental MyOption™ DEN204
MyOption™ Dental - High MyOption™ Enhanced Dental Plus MyOption™ DEN205
MyOption™ Total Dental MyOption™ Fitness MyOption™ DEN206
MyOption™ Total Dental Plus MyOption™ Plus MyOption™ DEN207
MyOption™ Dental Enriched MyOption™ Vision MyOption™ DEN432

MyOption™ DEN478

Enrollees must continue to pay the Medicare Part B premium and the Humana plan premium plus the OSB premium.

CURRENT HUMANA MEDICARE ADVANTAGE Enrollment in a Medicare Advantage plan is

CONTRACT* PBP* SEGMENT required for Enrollment in a Humana Optional
0 0 Supplemental Benefit
HUMANA MEDICARE ADVANTAGE PLAN EFFECTIVE DATE: MEMBER ID NUMBER*
- - H
LAST NAME* FIRST NAME* MI
DATE OF BIRTH* SEX*
- - M F

RESIDENTIAL ADDRESS* P.O. Box not allowed.

APT or STE
CITY* ST* Z1P*
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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APPLICANT MEDICARE NUMBER*

Asterisks (*) indicate required fields

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.

If you are currently enrolled or are enrolling in a Humana Medicare Advantage plan, the premium payment
option you previously selected will be used to pay your monthly OSB plan premium. If you would like to
change your current payment method, please call the Customer Service telephone number on the back of
your Humana ID card.

You can visit Humana.com/pay to make your monthly premium payments online. If you have selected Coupon
book as your payment option, you can pay as far in advance as you like. You can also log in to your secure
MyHumana account (click Register if you haven’t signed up yet) or download the MyHumana mobile app to take
advantage of other premium-related services.
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http://humana.com/pay

APPLICANT MEDICARE NUMBER*
Asterisks (*) indicate required fields - a

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

( ) -

AGENT USE ONLY
WRITING AGENT NAME*
AGENT NUMBER (SAN)* DATE*
- -2
AFFINITY PARTNER  LOCATION CAMPAIGN
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Humana MyOption™ Optional Supplemental Benefits (OSB) are only available to members of certain
Humana Medicare Advantage (MA) plans. Members of Humana plans that offer OSBs may enroll in
OSBs throughout the year. Benefits may change on January 1 each year.

Humana.
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