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C and O Employees’ Hospital Association
Medicare Supplement & Part D Enrollment Form

To Enroll in the C and O Employees’ Hospital Association (COEHA), Please Provide the Following
Information:

PLEASE TYPE OR PRINT. Please check the plan in which you want to enroll:
___Plan Seven which includes hospital, medical and Part D prescription drug coverage. $320.00 per month

___Plan Ten which is hospital and medical coverage only. $220.00 per month

LAST name: FIRST name: Middle Initial:
Birth Date: Sex: Social Security Number | Home Phone Number:
Y A M or F (circle) ( )
MM/DD/YYYY)

Permanent Residence Street Address (P.O. Box is not allowed):

City: | State: | ZIP Code:

Mailing Address (only if different from your Permanent Residence Address);
Street Address: City: State: ZIP Code:

Emergency contact person:

Phone Number: ( )} Relationship to You:

LEmail Address;




EALTH INSURANCE

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

You must have both Medicare Part A and Part B to join Name:

our Supplemental Medicare plan, Medicare Claim Number Sex
isEntitled To ~ Effective Date
HOSPITAL (Part A)
MEDICAL (Part B)

Date you wish your Medicare Supplemental coverage to begin: / /

Marital Status: Married Single Divorced Widowed

Name of the railroad (or other company) from which you retired if other than CSX

If you are the spouse or family member of a COEHA member, please give member’s name and
Social Security Number: : -

COEHA MEDICARE HEALTH CARE PREPAYMENT PLAN (HCPP):

As a member of our Medicare Supplemental Plan, you are automatically enrolled in the COEHA Medicare Health
Care Prepayment Plan. As an HCPP, we are contracted with the federal government as an HCPP Carrier for the
HCPP Medicare members and will process the Medicare Part B claims from COEHA network participating
physicians. COEHA shall pay medically necessary Medicare Part B (medical) HCPP Health Care services in one
combined payment to include primary and secondary payment. We will be paid a fee from the federal government
for processing your physician’s claims for Medicare benefits.

Advantages for you:

¢ Handling of your Part B Medicare services will be expedited since claims will be filed and processed at one
location: COEHA

¢ You will never receive a bill from your physician for covered Medicare services
* You will never have to file a physician’s claim with COEHA
* You will never have to call or write Medicare in regard to your physician’s services

Advantages for your COEHA network physician:

COEHA physicians will receive their monies much faster

COEHA physicians will only have to file one claim to one location: COEHA

COEHA physicians never have to send you a bill - they reduce their costs

COEHA physicians will never have to call Medicare regarding your benefits — they reduce their costs




ADVANCE DIRECTIVE INFORMATION:

This will acknowledge that I received from COEHA, at the time of entollment, information conicerning an advance
directive. This information explains my right to make decisions concerning my medical care, including the right to
accept or refuse medical or surgical treatment and the right to formulate, at my option, an advance directive
concerning my care. I further understand that a form of advance directive is available to me from COEHA upon
request if I do not have one.

Paying Your Plan Premium

You can pay your plan premium by mail each month, quarterly, semi-annualy or annually. Your
monthly premium can also be deducted thru “Electronic Funds Transfer (EFT)”. This deduction is made
on the 5" of each month or first business day thereafter.

If you owe any Late Enrollment Penalty, this penalty will need to be mailed to us separately from your
plan premium. This Penalty is billed twice annually, or we can bill you monthly at your request.

If you are assessed a Part D-Income Related Monthly Adjustment Amount, you will be nofified by the Social
Security Administration. You will be responsible for paying this extra amount in addition to your plan premium,
You will either have the amount withheld from your Social Security or Railroad Retirement Board benefit check
or be billed directly by Medicare. Do NOT pay the Part D-IRMAA extra amount to the C and O Employees’
Hospital Association.

People with limited incomes may qualify for extra help to pay for their prescription drug costs. If you qualify,
Medicate could pay for 75% or more of your drug costs including monthly prescription drug premiums, annual
deductibles, and co-insurance. Additionally, those who qualify won’t have a coverage gap or a Late Enrollment
Penalty. Many people are cligible for these savings and don’t even know it. For more information about this extra
help, contact your local Social Security office, or call Social Security at 1-800-772-1213. TTY users should call
1-800-325-0778. You can also apply for extra help online at www.socialsecurity.gov/prescriptionhelp.

If you qualify for extra help with your Medicare prescription drug coverage (;osts, Medicare will pay part of your
plan premium. Effective January 1, 2018, we have contracted with Navitus MedicareRx to administer your Medicare
Part > Prescription Drug Plan. Since this is an enhanced Part D Plan, you will be responsible for a portion of your
prescription drug plan premium,

If you don’t select a payment option, you will receive a bill each month.
Please select a premium payment option: (check only one)

A, I have enclosed the first dues payment and wish to pay monthly, quarterly, semi-annually or annually.
Payment is due on the 5™ of the month, If payment has not been received by the 14™ of the month, T will receive a
bill.

B. I do hereby authorize The C and O Employees Hospital Association to have my dues premium withdrawn
from my checking account. My current rate is §___. I understand that this premium may increase, and I may cancel
at any time. I understand this premium will be deducted on the fifth of each month. Enclosed is a voided blank check
from my checking account,

Account holder name: Account Type: Checking Savings

Bank routing number: Bank account number




Please Answer the following Questions:

1. Are you or your spouse currently employed? Yes No
Do you have health coverage through you or your spouse’s current or former employer? Yes No

If yes, please provide the following information:
Employer Name:; Employer Address:
Policy Holder Name: Policy Number

2. Some individuals may have other supplemental and/or drug coverage, including other private insurance,
TRICARE, Federal employee health benefits coverage, VA benefits, or State pharmaceutical assistance
programs.

Do you currently have prescription drug coverage? Yes No
If yes, please answer the following questions: Is your current prescription drug plan a Medicare Part D Plan?
Yes No

If yes, please list your other coverage and your identification (ID) number(s) for this coverage;
Name of other coverage: 1D # for this coverage: Group # for this coverage:

Phone Number ( )

If your current prescription drug plan is not a Medicare Part D Plan, does it cover as much as a Medicare Part D
Plan? Do you have a letter stating your coverage is creditable? Yes No

Please provide us with a copy of the letter.

Will you have other Medicare supplemental coverage in addition to COEHA? _ Yes  No

3. Are you a resident in a long-term care facility, such as a nursing home? Yes No
If yes, please provide the following information:

Name of Institution:

Address of Instifution (number and street): _
Phone Number ( ) Date of Admission:

4. Do you receive Medicaid benefits? Yes No

This section is optional

Select one if you want us to send you information in an accessible format.
Braille Large print Audio CD Another Language (Spanish)

Please contact the C and O Employees Hospital Association at 1-800-679-9135 or (540) 862-5728 if you need
information in an accessible format other than what's listed above. Our office hours are Monday through Thursday
8:30-5:00 and Friday 8:30- 4:00. TTY users can call 711.




Please Read This Important Information

If you currently have health coverage from an employer or union, joining COEHA could affect your employer
or union health benefits. You could lose your employer or union health coverage if you join COEHA. Read the
communications your employer or union sends you. If you have questions, visit their website, or contact the office
listed in their communications. If there isn’t information on whom to contact, your benefits administrator or the office
that answers questions about your coverage can help,

Please read and sign below:
By completing this enrollment application, I agree to the following:
COEHA is a Medicare health plan and has a contract with the federal government. I understand that I will
need to keep my Medicare Part A and Part B coverage. 1t is my responsibility to inform COEHA of any
medical or prescription drug coverage that I have or may get in the future. You can only be in one Medicare
prescription drug plan at a time if you selected pharmacy benefit coverage — if I am currently in another
health plan with prescription drug coverage, my enrollment in COEHA will end that enroliment.

Enroliment in this plan is generally for the entire year. Once I enroll, I may leave this plan or make changes
generally during the Annual Enrollment Period (October 15 — December 7), unless I qualify for certain special
circumstances. I know I may disenroll from this plan by sending a written request to COEHA or by cailing 1-
800-679-9135.

I understand that I must use Navitus MedicareRx for pharmacy drug coverage (if applicable) and use their
network pharmacies except in an emergency when I cannot reasonably use their network pharmacies. Once I
am a member of COEHA, T have the right to appeal plan decisions about payment or services if [ disagree, 1
will read the Evidence of Coverage document from Navitus MedicareRx when I get it to know which rules, 1
must follow to get coverage.

I understand that if X leave this plan and don’t have or get other Medicare prescription drug coverage or
ereditable prescription drug coverage (as good as Medicare’s), I may have to pay a Late Enrollment Penalty
in addition to my premium for Medicare preseription drug coverage in the future.

Counseling services may be available in my state to provide advice concerning Medicare supplemenf
insurance or other Medicare Advantage or Prescription Drug Plan options, medical assistance through the
state Medicaid program, and the Medicare Savings Program.

Release of Information:

By joining this Medicare Supplemental and prescription drug plan, I acknowledge that COEHA will release
my information to Medicare and other plans as is necessary for treatment, payment and health care
operations. I also acknowledge that Navitus MedicareRx will release my information, including my
prescription drug event date, to Medicare, who may release it for research and other purposes which follow
all applicable Federal statutes and regulations. 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.




I understand that my signature (or the signature of the person authorized to act on my behalf under State law
where I live) on this application means that I have read and understand the contents of this application. If
signed by an authorized individual (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 are the anthorized representative, you must sign above and provide the following information:
Name: Address: Phone No. Relationship

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: Relationship to enrollee:
Signature: .
National Producer Number (Agents/Brokers only):

All organizations that provide Medicare Managed Care Plans, and Health Care Prepayment Plans, like COEHA,
must obey federal laws against discrimination, including Title VI of the Civil Rights Act of 1964, the
Rehabilitation Act of 1973, the Age Discrimination Act of 1975, the Americans with Disabilities Act, all other
laws that apply to organizations that receive federal funding, and any other laws and rules that apply for any
other reason.

Discrimination is against the law. COEHA complies with applicable Federal civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability or sex. COEHA does not exclude people
or treat them differently because of race, color, national origin, age, disability or sex.

COEHA:
* Provides auxiliary 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, and other
formats)

¢ 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 Ms. Michelle Hoke, the Civil Rights Coordinator.

If you believe that COEHA has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with:

Michelte Hoke

C and O Employees’ Hospital Association

427 E. Ridgeway Street

Clifton Forge, Virginia 24422-1326

(800) 679-9135 (toll free), TTY/TDD users call 711 for all states
(540) 862-3552 (fax)

michellehoke(@cocha.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, Ms. Michelle
Hoke, Civil Rights Coordinator, is available to help you.

You can contact CMS directly if your grievance is not resolved by the Plan or if you believe that your grievance
was not resolved correctly. You can file a grievance with CMS by doing one of the following;

= W

Calling 1-844-ALT-FORM (1-844-258-3676). TTY users should call 1-844-716-3676;
Sending a fax to 1-844-530-3676;

Sending an email to AltFormatRequest@ems.hhs.gov ; or

Sending a letter to: Centers for Medicare & Medicaid Services Offices of Hearings and Inquiries 7500
Security Boulevard, Room S1-13-25 Baltimore, MD 21244-1850 Attn: CMS Customer Accessibility
Resource Staff,

CMS expects individuals to file the complaint within 180 calendar days of the alleged discrimination. You can
also file a civil rights complaint with the U.S. Department of Health and Human Setvices, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at

hitps://ocrportal.ihs. 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, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hitp://www.hhs.gov/ocr/office/file/index.him]. The complaints must be filed
within 180 days of the date of the alleged discrimination.




Yirginia Top 15 Languages:

Spanish ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia lingiiistica. Llame al 1-800-679-9135.

Korean . S0 E AISotAlE 82, 210 XNE HHIAZE 222 0|251A &
UsLICH 1-800-679-9135 HO 2 H36) T AIL.

Vietnamese | CHU Y: Néu ban n6i Tiéng Viét, ¢6 cac dich vy hd trg ngdn ngit mién phi danh cho
ban. Goi sb 1-800-679-9135,

Chinese AR ORI X TGRS E R SRR - S5 1-800-
679-9135.

Arabic {JU:\ duadl | laally el DY T A gl Bae Liaall ilaas B ERTE K P L K RPN

1-800-679-9135

Tagalog PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-800-679-9135.

Persian By ) gm0 et S o KIR a4 KD 1An g

(Farsi) L2l e pal 8 Lad 51 _131-800-679-9135

. A5 il

Ambharic TNFOR: 07159%F Kk ROICT haPy PRCTI0 WCS SCEATT MR ALIHPF FHIBTPA:
of TLh A 70 2Lt 1-800-679-9135,

Urdu ode Cika Ciladd (S 20 (S ) S gion g syt al &1 o el

1-800-679-9135 L2 S JIS - (s ilaad

French ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont
proposés gratuitement. Appelez le 1-800-679-9135.

Russtan BHUMAHUWE: Ecimu BbI roBOpHTE Ha PyCCKOM S3BIKE, TO BAM JIOCTYHHbI
OecnarHble YCIyTH 1iepesosa. 3ponute 1-800-679-9135,

Hindi o1 < Yie 3T fedh ST & o AU 17q Hudl B 19T GoIaal STt Suas 5
1-800-679-9135 TR Pid Hs |

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Thnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 1-800-679-9135.

Bengali | %) s I SNATN 32T, U IFUHS AN, O (N IAE O
SRSl AR BNTFH WG| (FN FEA 5-1-800-679-9135

Kru Dé de nia ke dyédé gbo: O jii ké  [Basdd-widi-po-ny] jit ni, nii, 2 wudu ka ko dd

(Bassa) po-pod béin m gbo kpda, D4 1-800-679-9135.

Ibo Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na call 1-800-679-9135,

Yoruba AKITYESL Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. E pe ero
ibanisoro yi 1-800-679-9135.




