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2026 CarePartners of Connecticut
Individual Enroliment Request Form

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.

+ Livein 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)

+  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:

+ If 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.

What happens next?
Send your completed and signed form to:

CarePartners of Connecticut
P.O. Box 483
Canton, MA 02021-9936

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

How do | get help with this form?

Call CarePartners of Connecticut at
1-844-399-7483 (TTY: 711).

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

En espafiol: Llame a CarePartners of Connecticut
al 1-844-399-7483 (TTY: 711) o a Medicare gratis
al 1-800-633-4227 y oprima el 8 para asistencia en
espafiol y un representante estara disponible para
asistirle.

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 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.
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Section 1 All fields in this section are required (unless marked optional)

Middle initial:

First name: (optional)

Last name:

Sex:

OM

Title: (optional)
O Mr. O Mrs. O Ms.

Primary phone number:

Birth date: (mm/dd/yyyy)

OF

Alternate phone number: (optional)

We suggest providing
your mobile number

|:| This is a mobile number (optional)

Email address: (optional)

|:| This is a mobile number (optional)

and email address so
that we can provide
the most timely
information and
updates.

Permanent residence street address: (P.O. Box not allowed unless you do not have a permanent residence)

City: State: Zip code:
Mailing address, if different from your permanent address: (P.O. Box allowed)
City: State: Zip code:

Emergency contact: (optional)

Phone number: (optional)

Relationship to you: (optional)

Select a primary care provider (PCP)

A PCP is a doctor, nurse practitioner, clinical nurse specialist,
or physician assistant who provides, coordinates, and helps
you access a range of health care services.

First name of your PCP: Last name of your PCP:

PCP address and/or medical group:

Your PCP's NPl number*: Are you a current patient?

OYes O No
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HELPFUL INFORMATION

For HMO Plans: Please choose a CarePartners
of Connecticut HMO-contracted PCP and
enter your PCP's information in the fields to
the left. If you don't list a PCP here, we will
automatically assign one to you. You can
change your PCP at any time after you enroll.

For PPO Plans: Choosing a CarePartners of
Connecticut PPO-contracted PCP is strongly
recommended, but not required. Enter your
PCP's information in the fields to the left.

These questions are optional.

*To find a PCP in your area or to find your
PCP’s NPl number, use the search tool at
carepartnersct.com/search-doctors.

Please continue >



SELECT THE PLAN YOU WANT TO JOIN

The chart below shows available plans for our service area and standard monthly plan premiums (in bold).
Please note: CarePartners of Connecticut plans are NOT available in Fairfield County.

Requested effective date:

Hartford, Litchfield, Middlesex, New Haven, (mm/dd/yyyy; must be in the future)

New London, Tolland, and Windham Counties | Plan Premium

(O CareAdvantage Preferred (HMO) (H5273) $0/month

(O CarePartners Access (PPO) (H0342) $0/month

YOUR MEDICARE INFORMATION

Please take out your red, white, Name: (as it appears on your Medicare card; optional)
and blue Medicare card to
complete this section.

« Fill out this information as Medicare number:
it appears on your Medicare
card.
» Orattach a copy of your Is entitled to: Effective date: (optional; mm/dd/yyyy)
Medicare card or your letter
from Social Security or the HOSPITAL (Part A)

Railroad Retirement Board.

MEDICAL (Part B)

ANSWER THESE IMPORTANT QUESTIONS

O Yes 1. Will you have other prescription drug coverage (like VA, TRICARE) in addition to CarePartners of Connecticut?
O No If yes, please list your other coverage and your member and group numbers for this coverage.

Name of other coverage:

Member number for this coverage: Group number for this coverage:

O Yes 2.OPTIONAL: Are you a resident in a long-term care facility, such as a nursing home?

O No If yes, please provide the following information and see question 5 on the following page.
Name of institution: Phone number:
Street address: City: State: Zip code:
(O Yes 3.OPTIONAL: Are you enrolled in your State Medicaid Medicaid number:

O No program? If yes, please provide your Medicaid number.

Y0151_2026_2A_C OMB No. 0938-1378 Expires: 12/31/2026 Please continue > 3



PLEASE SELECT ELIGIBILITY FOR ENROLLMENT PERIOD

Typically, you may enroll in a Medicare Advantage plan only during the Annual Enrollment 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 (check all that apply). 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 O d O

]

1. Annual Enrollment Period (AEP). Your plan effective date will be January 1.

2. | am new to Medicare.

3.1am enrolled in a Medicare Advantage plan and want to make a change during the Medicare Advantage
Open Enrollment Period (MA OEP) from January 1 through March 31.

4. | recently moved outside of the service area for my current

plan or | recently moved and have new options available to me.

5.1am moving into, live in, or recently moved out of a long-term
care facility (for example, a nursing home or long-term care
facility). If you currently reside in a long-term care facility,
please answer question 2 on the previous page.

6.1 am leaving employer or union coverage.

7. | recently had a change in my Medicaid (newly got Medicaid,

had a change in level of Medicaid assistance, or lost Medicaid).

8. | 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).

9. | recently returned to the United States after living
permanently outside of the U.S.

10. | recently obtained lawful presence in the United States.

11. | recently was released from incarceration.
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| moved on: (mm/dd/yyyy)

I moved on: (mm/dd/yyyy)

| will leave this coverage on: (mm/dd/yyyy)

I had this change on: (mm/dd/yyyy)

I had this change on: (mm/dd/yyyy)

| returned to the U.S. on: (mm/dd/yyyy)

| got this status on: (mm/dd/yyyy)

| was released on: (mm/dd/yyyy)

Please continue > 4



O O

[l

12. | recently left a PACE program. | left this program on: (mm/dd/yyyy)

13. | recently involuntarily lost my creditable prescription drug | lost my drug coverage on: (mm/dd/yyyy)
coverage (coverage as good as Medicare’s).

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

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

16 | was enrolled in a plan by Medicare (or my state) and | wantto My enrollment in that plan started on:

choose a different plan. (mm/dd/yyyy)
17.1 was enrolled in a Special Needs Plan (SNP) but | have lost the | was disenrolled from this SNP on:
special needs qualification required to be in that plan. (mm/dd/yyyy)

18. | was affected by a weather-related emergency or major disaster as declared by the Federal Emergency
Management Agency (FEMA). One of the other statements here applied to me, but | was unable to make
my enrollment because of the natural disaster.

19. 1 am currently enrolled in Medicare Part A and am enrolling in Medicare Part B effective date:
Medicare Part B (or recently enrolled in Medicare Part B with (mm/dd/yyyy)
an effective date in the past).

Other reason: (please describe Special Election Period)

If none of these statements apply to you or you're not sure, please contact CarePartners of Connecticut at
1-844-399-7483 (TTY: 711) to see if you are eligible to enroll. We are open 8 a.m.-8 p.m., 7 days a week
(Mon.-Fri. from Apr. 1-Sept. 30).
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Im pO rtant Readandsignbelow:

+ | must keep both Hospital (Part A) and Medical (Part B) to stay in CarePartners of Connecticut.

+ By joining this Medicare Advantage Plan, | acknowledge that CarePartners of Connecticut 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.

+ lunderstand that | can be enrolled in only one MA or Part D plan at a time—and that enrollment in this plan will
automatically end my enrollment in another MA or Part D plan (exceptions apply for MA PFFS, MA MSA plans).

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

+ Dental benefits for members of CarePartners of Connecticut CareAdvantage Preferred (HMO) plan are
administered by Dominion Dental Services, Inc. For questions regarding your benefits or provider network,
please contact Member Services.

+ 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.

+ lunderstand 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: (mm/dd/yyyy)

If you're the authorized representative, sign above and fill out these fields.

Full name:

Street address:

City: State: Zip code:

Phone number: Relationship to Enrollee:
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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.

Preferred written language: Preferred spoken language:

Select one if you want us to send you information in an accessible format:
[ ]Braille [ ]Largeprint [ ]AudioCD [ ] DataCD

Please contact CarePartners of Connecticut at 1-844-399-7483 (TTY: 711) if you need information in an accessible

format or language other than what is listed above. Our office hours are 8 a.m.-8 p.m., 7 days a week (Mon.-Fri.
from Apr. 1-Sept. 30).

PAYING YOUR PLAN PREMIUM

You can pay your monthly plan premium (including any late enrollment penalty* that you currently have or may
owe) by mail or Electronic Funds Transfer (EFT) 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 CarePartners of Connecticut the Part D-IRMAA.

If you don't select a payment option, you will get a bill each month.

For plans with a $0 premium: If you currently owe a late enrollment penalty*, we need to know how you prefer
to pay it. You can pay by mail or Electronic Funds Transfer (EFT) each month. You can also choose to pay by
having it automatically taken out of your Social Security or Railroad Retirement Board (RRB) benefit each month.
If you do not owe a late enrollment penalty* a payment option is not required.

*For more information on the late enrollment penalty, visit carepartnersct.com/LEP.

Please select a premium payment option:
O Get a bill each month.

O Electronic Funds Transfer (EFT) from your bank account each month.

(If this option is selected, an EFT Authorization Form will be mailed to you. Please continue to pay your monthly
premium until we notify you of your enrollment in the EFT program.)

O Automatic deduction from your monthly Social Security benefit check.

O Automatic deduction from your monthly Railroad Retirement Board (RRB) benefit check.

The Social Security/RRB deduction may take two or more months to begin. There may be a delay in
withholding your premium due to the Social Security Administration's monthly processing schedule, as the start
date of premium withholding cannot be retroactive. If there is a delay, you will be billed directly for the first 1-2
months until your premium is deducted from your Social Security or RRB benefit check. You are responsible for
paying all premiums due until premium withholding begins. If you do not pay your premium for the month(s)
before premium withholding begins, you may be disenrolled from CarePartners of Connecticut. If Social Security

or RRB does not approve your request for automatic deduction, we will send you a paper bill for your monthly
premiums.
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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.

Name: (please print)

Signature:

Relationship to enrollee:

OFFICE/BROKER USE ONLY
Agent NPN: Agency name: FMO name:

Date application received: (mm/dd/yyyy) Effective date of coverage: (mm/dd/yyyy)

Plan ID#:
O cCareAdvantage Preferred H5273-001
O CarePartners Access H0342-001

Enrollment period:
[ ]ICEP/IEP [ ] AEP [] OEP [ ] SEP (type:) [] Not eligible

PRIVACYACTSTATEMENT The CentersforMedicare & Medicaid Services (CMS) collectsinformationfrom Medicare plansto
trackbeneficiaryenrollmentinMedicareAdvantage(MA)orPrescriptionDrugPlans(PDP),improvecare,andforthepayment
of Medicare benefits. Sections 1851and 1860D-1 of the Social Security Actand 42 CFR§§422.50,422.60,423.30and 423.32
authorizethecollectionofthisinformation.CMSmayuse, discloseandexchangeenrollmentdatafromMedicarebeneficiaries
asspecifiedintheSystemofRecordsNotice(SORN)"“MedicareAdvantagePrescriptionDrug(MARXx)", SystemNo.09-70-0588.
Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan.

CarePartners of Connecticut complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex (including pregnancy, sexual orientation, and gender identity).
ATENCION: Si habla espariol, tiene a su disposicién servicios gratuitos de asistencia lingtiistica. Llame al 1-888-341-1507
(HMO)/1-866-632-0060 (PPO) (TTY: 711).
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O (:arel:)artf!:‘]erst Notice of Availability of Language Assistance Services

MEDICARE ADVANTAGE and Auxiliary Aids and Services

English ATTENTION: If you speak another language, free language assistance services are available to you.
Appropriate auxiliary aids and services to provide information in accessible formats are also available free of
charge. Call 1-888-341-1507 (HMOQ)/1-866-632-0060 (PPO) (TTY: 711) or speak to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia
linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacion en formatos accesibles. Llame al 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY:
711) o hable con su proveedor.

Portugués (Portuguese) ATENCAO: Se fala Portugués, estio disponiveis para si servicos gratuitos de assisténcia
linguistica. Estdo também disponiveis gratuitamente ajudas e servicos auxiliares adequados para fornecer
informacgdes em formatos acessiveis. Ligue para 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY -
Dispositivo das telecomunica¢des para surdos: 711) ou fale com o seu prestador.

t132 (Simplified Chinese) 'T= : IR ZG [ ], FAPHFRBANTIRMEE MRS, RINNERBIRMSIHE T
BFIRSS, ULERSKEAIRMES, 2B 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (SIAERIE : 711) =& W
ERRS IR AR,

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd aladispozisyon w gratis pou
lang ou pale a. Ed ak sévis siplemanteé apwopriye pou bay enfobmasyon nan fdma aksesib yo disponib gratis tou.
Rele nan 1-888-341-1507 (HMOQ)/1-866-632-0060 (PPO) (TTY: 711) oswa pale avék founisé w la.

Viét (Vietnamese) LUU Y: Néu ban néi tiéng Viét, ching tdi cung cap mién phi cac dich vu hd trg ngdn ngtt. Cac
ho trg dich vu phu hgp dé cung cdp thong tin theo cac dinh dang dé tiép can cling dugc cung cap mién phi. Vui
long goi theo sé 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (Ngudi khuyét tat: 711) hoac trao déi véi ngudi
cung cap dich vu cla ban.

PYCCKWUI (Russian) BHYMAHWE: Ecnuvi Bbl FOBOPUTE Ha PYCCKMiA, BaM JOCTYMHbI 6ecrnnaTHble yCIyri A3bIKoBO
nopaepXku. CooTBeTCTBYIOLLME BCNIOMOraTesibHble CpeAcTBa 1 YCyru no npefocTasieHnio nHpopmMaummn B
AOCTYNHbIX popMaTax Takke npefocTaBnstoTca 6ecnnatHo. No3BoHUTe No tenedoHy

1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY: 711) nnn obpatmTtech K CBOEMY MOCTABLLNKY YCyT.

Oloasg bxclue Jilwg 38575 LaS .duilaall dgalll 83cluall iloss l) ydgiimd «dnyell dlll Cramis s 13] 145 i )\(Arabic)
of ((HM0)/1-866-632-0060 (PPO) 1-888-341-1507) 711 eyl e Juaril .Glono Lgall Jguogll Sy lipuunins ciloglonll yudgil dmslio
doas)l prdo LIl Caan

Francais (French) ATTENTION: Si vous parlez Francais, des services d'assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires appropriés pour fournir des informations dans des formats
accessibles sont également disponibles gratuitement. Appelez le 1-888-341-1507 (HMO)/1-866-632-0060 (PPO)
(TTY:711) ou parlez a votre fournisseur.

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono
inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire informazioni in formati accessibili.
Chiama I'1-888-341-1507 (HMQ)/1-866-632-0060 (PPO) (tty: 711) o parla con il tuo fornitore.



r=0{ (Korean) 2|: [2t=0{]E MEStA= 3R F= A0 XA MH|AZS 0|85t = UASLICL 0| ItsH HAC=E HES
HZoh= HES Ex 7|7 8 MH|AR BE 2 HSELC 1-888-341-1507 (HMO)/1-866-632-0060 (PPO)(TTY: 7T11)He =

Mot L M| A HMS Ao 22[5tHH A2,

ENAnVLKA (Greek) MPOXZOXH: Edv phdte ENANVLKA, UTIAPYOUV SLABECLEG SWPEAV UTINPETIEG UTIOOTAPLENG OTN
OUYKEKPLUEVN YAWwaooa. AlatiBevtal Swpedv katadAAnAa Bonbrpata kat uttnpeoieg yLa tapoxr mAnpodopLwv o
TipooBaoctpeg popdeg. Kaléote to 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY: 711) ) arteuBuvBeite otov
TIapoxo oag.

POLSKI (Polish) UWAGA: Osoby méwigce po polsku mogg skorzystac z bezptatnej pomocy jezykowe;j.
Dodatkowe pomoce i ustugi zapewniajace informacje w dostepnych formatach sg rowniez dostepne bezptatnie.
Zadzwon pod numer 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY: 711) lub porozmawiaj ze swoim
dostawca.

fgd (Hindi)7 3: afe 3y fEdt aterd 8, af smueh iy fRgfeeh w1 FgrIdT AaTY Suee giell &1 eI URSUl | STHhRI UG i &
felq Sugert Tgrreh dre 3R Jard off fAigfech Iueted €1 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY: 711) W chict
3 AT 3T TSI § &1 H |

SHQIP (Albanian) VINI RE: Nése flisni [shqip], shérbime falas té ndihmés sé gjuhés jané né dispozicion pér ju.
Ndihma té pérshtatshme dhe shérbime shtesé pér té siguruar informacion né formate té pérdorshme jané
gjithashtu né dispozicion falas. Telefononi 1-888-341-1507 (HMO)/1-866-632-0060 (PPO) (TTY: 711) ose
bisedoni me ofruesin tuaj té shérbimit.

Tagalog (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 1-888-341-1507 (HMQ)/1-866-632-0060 (PPO)
(TTY: 711) o makipag-usap sa iyong provider.



