Today’s Options Enrollment form

Agents selling Today's Options must complete every part of the enrollment form
clearly and to the best of their ability. The sample document below highlights each
area of the enrollment form and instructs the agent on how to properly complete
the enrollment form.

ToDAY’S OPTIONS®
2008 Individual Enrollment Form

Offered by Pyramid Life

Section 1: Enroliment Instructions

Ten easy steps to enroll.

STEP 1: Please choose the Today’s Options plan you wish to enroll in and fill in the premium amount in
Section 2 (refer to the Premiums Table located in the Summary of Benefits).

STEP 2: Please fill out the personal information in Section 3 (Name, Address, Phone Number, etc.).
STEP 3: Please copy the information requested from your Medicare card in Section 4.
STEP 4: Check a box in Section 5 to determine your enrollment period.

STEP 5: Check the box for your preferred premium payment method. To make premium payments
via Electronic Funds Transfer (EFT) from your bank account, complete the Bank Withdrawal
Pre-Authorization Form (located in Section 6: Your Plan Premium Payment Option on the
enrollment application). Please do not submit your premium payment with the Enrollment
Form. Your monthly premiums will be directly billed to you if you do not choose Electronic Funds
Transfer payment or Social Security check deduction options. A premium statement will be
sent to you each month.

STEP 6: Please answer questions 1-6 in Section 7.

I .

STEP 7: Please fill out your provider information in Section 8. P ease prl nt

STEP 8: Please read the disclaimer information in Sections 9 and 10. Ieg i b Iy p rOVid i n g
I

STEP 9: Please sign and date the application in Section 10.

. .
STEP 10: Please make sure your agent signs and dates the application in Section 11. | nformatlo n for each

If you are a [Health Plan Name] member and wish to make a plan benefit change or change your billing

.
method, STOP HERE. You do not need to complete a new enrollment application. Please call Member h
Services at 1-800-958-2692 (TTY/TDD 1-800-535-3995) 8 AM—11 PM EST, 7 days a week, or your agent to fill SeCtlo n I as s own
. .
in this completed

out a Change Notice form.

Please send the completed Enrollment Form in the enclosed business reply envelope to:

Regular Mail: Overnight: Sa m p I e e n ro I I m e nt

Today’s Options Today’s Options

c/o Patni Computer Systems, Inc. c/o Patni Computer Systems, Inc. form .
P.O. Box 391889 625 Mt. Auburn St., Third Floor

Cambridge, MA 02139 Cambridge, MA 02138

Email: Toshipment.BPONoida@patni.com

hone: (617) 576-6110
_ e AGENTS MAY
Alter we receive your completed Enrollment Form, we will send you an acknowledgement letter and contact
the Centers for Medicare & Medicaid Services (CMS) for verification of your eligibility and effective date. N OT CO L L E CT
e 1 e PAYMENT AT THE
PLEASE RETURN TO COMPANY 1 2008 Enrollment Form T’ME OF SALE
L
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Completing the Today’s Options Enroliment form

Section 2: Plan Selection
Call [1-800-000-0000] to schedule your telephone verification call. -

Verification Number
D < |

Write the number in designated field.

Pyramid Life Telephone Verification Number:

Please check which plan you want to enoll in:

(Q Today's Options S permonth [ Today’s Options S per month
(MA—Does not include drug coverage) (MA-PD—Includes drug coverage)
.
(Q Today’s Options s permonth 1 Today’s Options s per month Plan & Premlum
(MA—Does not include drug coverage) (MA-PD—Includes drug coverage)
O oy Optons S permomh QTodays Opions S permonh Make sure you check the correct
(MA—Does not include drug coverage) (MA-PD—Includes drug coverage) . . h
product and write in the correct
WRITE NAME EXACTLY AS SHOWN ON MEDICARE CARD 1
LAST name: FIRST name: M.1| prem I u m a m o u nt
OO oo o e o
Suffix/ Birth Date: Social Security Number:

O ma/un/n () e The name at the top of the enrollment

Please affix your permanent address label HERE, if available: Home Phone Number: fO rm must m atCh t h € name on th @
OO H O .
Medicare Card.

Cell Phone Number:

IR NEEEEEE

Permanent i Street Address Line 1:
OAF P 00 D00 0000 0000000 |~ County
e e o | oo o | Don't forget this box. It is crucial

for assigning the enrollee monthly
payments.

fPoooooooooooooononooo [ oo oo

Mailing Address. (onl) |[ dlﬂeum h om your Permanent Resldenu Addrm)
t Address or State:

\SH T H | H H 0000 | 0000000 OO0 |l
(I H C-oo00|eT NN ERNENNNENNENNNENN

Emergency Cont
\HHHHHHHHHHHHHHHHHHHHHHHHHHHHHHHHHHH\
Phone Number: Cell Phone Number:
&3 tmoonm AT oo Mo
PLEASE RETURN TO COMPANY 2 2008 Enrollment Form Please take out your Medicare Card to complete @
this section. Medicare Health Insurance
* Please fill in these blanks so they match
your red, white and blue Medicare card.
-A?xR N . Med 0 SAMPLE ONLY
letir from the Social Security Administiaio weme JJ00000000000000000000
or Railroad Retirement Board. Medicare Claim Number (with prefix or
You must have Medicare Part A and Part B to | IR RRRRRRNN DDD
a Medicare Advantage plan, Is Entitled To Effective Date
e or incomplete Medicare claim HOSPITAL (PART A ooooaog

|

I d I d . b / number may cause a delay or denial of coverage. MEDICAL (PART B) LoOoOaaa
Include Personal Medicare Number

) .

Include the Medicare Claim number ot may vl - Medicare Adsantae pl i o AnmlEnollnnt Peiod (Xocmber 15 Decemer 3. T

. addition, you can join a Medicare Advantage plan during the Open Enrollment Period (January 1-March 31), as long

(a | so Ca I Ied H ea I-th I nsu ra nce Cla | m as you do not change your prescription drug status.

Please read the following statements and check the box to the left of the statement(s) that applies. The Enrollment

(H | C) num b e r) exa Ct Iy as |t a p pe ars Department may contact you if additional information is needed.

Q1T am new to Medicare.

U . .
on the enrollee’s red, white and blue o T ———
. Q1 receive extra help paying for Medicare prescription drug coverage.

Medicare card, plus any letters that Dl recenty moved out of a ong s cane i (o example & mursing home).
Q1 recently “left a PACE program.

appear before or after the number. O recently involuntarily lost my creditable prescription drug coverage (s good as Medicares).
01 am either losing coverage I had from an employer or leaving employer coverage

P | ease C h ec k to ma ke sure th e num b er Q1 belong to a pharmacy assistance program provided by my state.

Q1 recently returned to the U.S. after living permanently outside of the U.S.

| H b I 01 am no longer eligible for extra help paying for my Medicare prescription drugs.
IS e g | e * Q1 am enrolled in the Original Medicare Plan.
0 Other (please explain)

1f none of these statements apply to you or if you are not sure, contact Member Services at [1-800-000-0000

En ro I I ment Pe ri Od (TTY 1-800-000-0000) 8 AM-11 PM EST, 7 days a week,] 1o see if you are eligible to enroll.
Review this section with the enrollee
and check all that apply.
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Section 6: Your Plan Premium Payment Option

You can pay your Medicare Advantage plan monthly premium directly or have the monthly premium

or by Automatic Bank Draft Withdrawal. Generally you must stay with the option you choose for the rest of
the year. y

Twould like to pay my monthly Medicare Advantage plan premium by*: (please check the appropriate box)

Q Automatic Bank Draft Withdrawal. Please fill in the Requested Information, which allows us to deduct
your monthly payment from your bank account by automatic bank draft withdrawal. If you choose to
deduct payment from your checking account, please include a blank check with VOID written across
the front. If you choose to deduct payment from your savings account, please provide your account
number below.

LAST name:
RN NN NN oo w08
FIRST name: Ciy St Zp -
RN R Paytothe

Bank Routing Number: N T
RN NN poter
Bank Account Number: Memo -
RN NN NN |$12345678%:) 12 3use?aK) 2008

T T
Bank Routing Number  Bank Account Number
Account Type: O Checking O Saving

T authorize Pyrmaid Life and my financial institution to initiate entries to my savings/checking account. This
authority will remain in effect until I notify Pyramid Life and my financial institution in writing to cancel at
least 30 days before my account is to be charged. I understand that if the necessary funds are not on deposit
in my account on the day designated to execute the automatic entry, [Subsidiary Name Abbreviation] will
send me a past due notice outlining my options.

Signature*

Printed Name

IR NN NN DD OO

*If other than applicant, power of attorney (or other legal authority), documentation must be attached.

0 Monthly payments by personal check. You will be mailed a premium statement each month.
2 Social Security check deduction. Please note: SSA deduction is completed through the Social Security
Administration and may take two or more months to process.]

If you qualify for extra help with your Medicare Advantage costs and Medicare only pays a portion of
your plan premium, we will bill you for the portion Medicare does not cover. If you are interested in other
payment options, please check one of the boxes above to indicate how you want to pay your remaining
premium, if there is any.

*Do not send payment with the enrollment form.

PLEASE RETURN TO COMPANY 4 2008 Enrollment Form

automatically deducted from your Social Security check. If you choose to pay directly, you can pay by mail /

Section 8: Request for Provider Information

‘We want to make sure your doctors and hospitals know that you have joined our health plan. To do this, we are
asking you to share the names and addresses of your doctors, specialists and hospitals with which you prefer to go.
We will contact your providers, educate them on [Health Plan Name] and let them know you joined our plan.

Member Name: *
HEEREENEEENEEENEEN RN EENEEEEE
HEENEENEEENEEEENENEEER N RENENENEEEN
Address: City: State: Zip Code:
Lo OO OO0 OO OO OO CO O
phone Number: (| [ 1) [ -]

Doctor Name: Specialty:
HEEEEEREEENEEEENENEEEE N NENENEEEEEE
Address: City: State: Zip Code:
OO OOOOO OO OO OO O OOad

phone Number: (|1 [ [

Address: City: State: Zip Code
OO OOOOO OO0 OO OO O OOad
phone Number: (|| ]) [0 [ 1]

Doctor Name: Specialty:

EEEE NN NN ENEN
Address: City: State: Zip Code:
OO OOOOO OO0 OO OO O OOad

Phone Number: (DDD) L0000

T ooooooooooooo Shooooooom Ao
mone e ([ ]) (1] 1] ]

Hospital Name: Specialty:
OO OEoooOo o0 ooo e a0

(T nomoonoooooo Choooooom EH oo
mvoneamber: (] ] 1) [ ] ][] J]

1f you would like to list additional providers, please fill out the extra Provider Form supplied by your agent.
6

Payment Options
Enrollee may choose from the following

forms of payment: Bank draft, direct bill or

Social Security deduction. Bank draft is

highly recommended. If bank draft is chosen:
The enrollee needs to complete the automatic
bank draft section and attach a voided check
to verify bank account information. (Deposit

slips are not acceptable.)

If enrolling a husband and wife who both elect
the automatic bank draft, the automatic bank

draft section must be completed for each

person and a voided check attached to each.

Section 7: Additional Required Information
1. Do you have End-Stage Renal Disease (ESRD)? 0 Yes QO No
1 you answered “yes” to this question and you do not need regular dialysis any more, or have had a successful
kidney transplant, please attach a note or records from your doctor showing you do not need dialysis or have
had a successful Kidney transplant.

2. Are you a resident in a long-term care facility, such as a nursing home? 0 Yes 0 No
1 “yes”, please provide the following information:
Name of Institution Phone Number.
\ H I H T H OooooOoo arbD U00OH0o
ess of Institution (s
\HHHHHHHHHHHHHHHHHHHHHHHH\H\HHHH\
State:  ZIP Coc

froooooooooooooooo. B AThooo00

3. Are you enrolled in your State Medicaid program? 0 Y

I “yes”, pleae provide your Medicaid number: | | 1 H H OO

4. Are you or your spouse employed? O Yes O No

5. Please check the box if you would prefer us 0 send you information in Spanish: O

Complete if MA-PD plan is selected

6. Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal
employee health benelits coverage, VA benefits, or State pharmaceutical assistance programs.
Wil you have other prescription drug, covergen addition to : lHeal\h Plan Namrl plan7 \:| Ve< QaNo
1f “yes”, please list your other coverage a

Name ofcoverage: ||| | ][] H 0T H H T H H H H T 0
0 for s coverage: || ICIIC I
[Group # for this coverage; DDDDDDDD]

PLEASE RETURN TO COMPANY 5 2008 Enrollment Form

Request for Provider Information
Complete this section. The provider
relations department will contact the
enrollee’s providers to educate them on
Today's Options and let them know the
enrollee joined the plan.

Complete

the additional
required
information.



[STOP Section 9: Please Read This Important Information (STOP)

1If you currently have health coverage from an employer or union, joining Today's Options, could affect your

employer or union health benefits. If you have health coverage from an employer or union, joining
Today's Options may change how your current coverage works. Read the communications your employer

L¥| or union sends you. If you have questions, visit their website, or contact the office listed in their communications

Sto p an d rea d t h ese se Ct i ons a I ou d If there is no information on whom to contact, your benefits administrator or the office that answers questions

about your coverage can help.

to the enrollee and/or allow the

By leting this enroll lication, I agree to the following:
enrollee to read to be sure the i kMot s e b et S SR

one Medicare Advantage plan at a time, It is my responsibility to inform Today’s Options of any prescription drug
enro | | ee fu | |y un d erstan dS coverage that | have or may get in the future. | understand that if I do not have Medicare prescription drug coverage,

. or creditable prescription drug coverage (as good as Medicare’s), 1 may have to pay a late enrollment penalty if 1 enroll
in Medicare prescription drug coverage in the future. Enrollment in this plan is generally for an entire year. I may leave
this plan only at certain times of the year, or under certain special circumstances, by sending a request to [Health Plan
Name] or by calling 1-800-MEDICARE; TTY 1-877-486-2048, 24 hours a day, 7 dﬂ)i a week.

E " Q d d Today's Options serves a specific service area. If I move out of the area that [Health Plan Name] serves, I need to notify
nrollee signature and date dhe plan o1 can dsenvoll and find a new pan n my new atc. Onc | am a member of Today's Options, | have a righ
to appeal plan decisions about payment or services if I disagree. I will read the Evidence of Coverage from [Health Plan
Th e M e d | care b en efl C | arv mu St Si n Name] when I receive it to know which rules T must follow in order to receive coverage with this Medicare Advantage
y g plan. T understand that Medicare beneficiaries are generally not covered under Medicare while out of the county except
for limited coverage in Canada and Mexico.

I | VI The person who is discussing plan options with me is either employed by or contracted with Pyramid Life.
. P 8 P! P ployed by y
This person may be compensated based on my enrollment in the plan
au t h orize d to re p rese nt th e M e d ICare Authorization to release information:
.. By joining this Medicare health plan, I acknowledge that the Medicare health plan will release my information to
Y ) g P! '8 P! y
ben ef Iclary, th eys hould com P lete Medicare and other plans as is necessary for treatment, payment and health care operations. I also acknowledge that

[Health Plan Name] will release my information, including my prescription drug event data, to Medicare, who may
release it for rescarch and other purposes which follow all wppllmhle Federal statutes and regulations. The information

Section 10. on this enrollment form is correct to the best of my k d that if y provide false

information on this form, 1 will be disenrolled from the plan
N ote: t h e agent iS not th e aut h o) ri ze d 1 understand that my signature (or the signature of the person authorized to act on behalf of the individual under the
. g laws of the state where the individual resides) on this application means that 1 have read and understand the contents

of this application. If signed by an authorized individual (as described above), this signature certifies that

re p resen tat ive . 1) This person is authorized under state law to complete this enrollment and

2) Documentation of this authority is available upon request by Today’s Options or by Medicare

Contracting Statement:

1 certify that T have enrolled in Today’s Options, a Medicare Advantage Private Fee-for-Service plan. A Medicare

Advantage Private Fee-for-Service plan works differently than a Medicare Supplement plan. Your doctor or hospital

must agree to accept the plan’s terms and conditions prior to providing healthcare services to you, with the

cxception of emergencies. If your doctor or hospital does not agree to accept our payment terms and conditions,
they may not provide healthcare services to you, except in emergencies. Providers can find the plan’s terms and

conditions on our website at www.todaysoptions.com/providers.aspx.

Your Signature:

Your Name: (please print) Today’s Date:
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| Authorized Representative
If you are legally authorized to represent the enrollee, you must provide the following information (not for agent use): f h H A d S/ d | I | |
(Power of Attorney (POA) documentation needs to be submited with the application) r I there Is an Individual le g a y

e authorized to represent the enrollee,
Address: .

o el 1] 20 they should complete section 10.

hone Number: ([T ) calt honesumber: (T ]) Note: the agent is not the authorized
Relationship to Enrollee: Q Child Q Friend O Spouse QO Other re p re s e n.ta.tl Ve

Signature: Today's Date:

Section 11: Agent Use Only

| _— Agent name and ID number

Print your name and agent number
clearly. Make certain both are easy
‘E\ec(mnPermd QAEP  QICEP  QSEP  QOEP J tO read,

If SEP, choose one: 0 New to Medicare, not 65 O Institutional O Relocation O Loss of Employer Coverage 01 LIS O Other: \

Internal Use Only

APPLICATION RECEIVED AT THE HEALTH PLAN Proposed Effective Date: E I ection Perio d S
APPUCA‘HUNRECEIPTTRACKINGV i Choose appropriately: AEP (Annual
Initial Receipt Date Medicare Services Medicare Services

at Field Office Inventory Control Receipt Deemed Complete E | eCt| on Pe I’I Od), |CE P (In |t| A I COVG ra ge

p—— Election Period): SEP (Special Election
iz e Period); OEP (Open Election Period).

Agent Name (please print): Today's Date:

Agent ID #: Agent Signature:

s Options benefit packages, plan premiums, copayments/coinsurance and service areas are all subject
to change annually at Pyramid Life contract renewal time with the Centers for Medicare and Medicaid Services
January 1. Availability of coverage beyond the end of the current year is not guaranteed. Today’s Options is
offered by Pyramid Life, an insurance company with a Medicare Advantage contract to offer a Private Fee-for-
Service plan. Pyramid Life and its agents are not connected in any way with the federal or state government

or Medicare.
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