PSERS HEALTH OPTIONS PROGRAM
INITIAL ENROLLMENT APPLICATION

CXOY L HOP Administration Unit

WWW.HOPBENEFITS.COM g P.O. Box 1764 ¢ Lancaster, PA 17608-1764

Phone: 1-800-773-7725 ® Fax: 1-877-411-4921 ¢TTY Phone: 1-800-498-5428
Representatives are available 8:00 a.m. to 8:00 p.m., Monday to Friday.
Email: HOPAdminUnithb@luminarehealth.com

IMPORTANT —PLEASE READ!

* YOU MUST sign and date the application where indicated in the Statement of Authorization.

* YOU MUST be enrolled in BOTH Medicare Parts A AND B to enroll in the HOP or Value Medical Plan.
YOU MUST be enrolled in EITHER Medicare Part A OR B to enroll in a Medicare Rx Option
with no medical coverage.

* A retiree and spouse or dependent MUST apply for the same or comparable coverage.
e DO NOT sign or submit this application more than three months before the desired effective date.

* DO NOT use this application to apply for coverage with a managed care organization. Contact
the HOP Administration Unit for managed care organization applications.

RETIREE INFORMATION (This section must identify the PSERS retiree, whether enrolling or not.)

If the retiree is NOT to be covered, check here O If the retiree is currently enrolled,

If the retiree is enrolling for the first time, check here O check here O

Marital Status O Married O Single O Widowed O Divorced O Separated
Name (as it Last First Ml
appears on your

Medicare card)

Permanent Street (no P.O. boxes) City

Address State ZIP County

Mailing Address | Street City

(if different from State 1P County

above)

Birth Date (mm/dd/yy) Retirement Date (mm/dd/yy)

Home Phone # ( ) Cell Phone # ( )

Social Security Number

. Medicare Number
Medicare

Information Part A Effective Part B Effective
Date (mm/dd/yy) Date (mm/dd/yy)
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RETIREE INFORMATION

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.*
O No, not of Hispanic, Latino/a, or Spanish origin

O Yes, Mexican, Mexican American, Chicano/a

O Yes, Puerto Rican

O Yes, Cuban

O Yes, another Hispanic, Latino/a, or Spanish origin

O | choose not to answer.

What's your race? Select all that apply.*

O American Indian or Alaska Native O Native Hawaiian

O Asian Indian O Other Asian

O Black or African American O Other Pacific Islander
O Chinese O Samoan

O Filipino/a O Vietnamese

O Guamanian or CHamoru O White

O Japanese O | choose not to answer.
O Korean

| want to get the following materials via email. Select one or more.
O Evidence of Coverage (EOC)

O Listing of retail network pharmacies

E-mail address:

* Optional question: Answering this question is your choice. You can’t be denied coverage because you do not complete
this question.

PLEASE CONTINUE TO NEXT PAGE



DEPENDENT INFORMATION (Complete this section ONLY if a dependent is enrolling.

If more than one dependent is enrolling, please provide the requested information on an
additional application.)

Relationship to PSERS Retiree O Spouse O Child (Call the HOP Administration Unit at
1-800-773-7725 before enrolling a child.)

Name Last First Ml
Permanent Street (no P.O. boxes) City
Address State ZIP County
Mailing Address | Street City

(if different from

above) State ZIP County
Birth Date (mm/dd/yy)

Home Phone # ( ) Cell Phone # ( )
Medicare Medicare Number

iir;f%rswratlon Social Security Number

dependent is :

Meodicare- Part A Effective Date (mm/dd/yy)

eligible) Part B Effective Date (mm/dd/yy)

| want to get the following materials via email. Select one or more.
O Evidence of Coverage (EOC)

O Listing of retail network pharmacies

E-mail address:

What's your race? Select all that apply.*

O American Indian or Alaska Native O Native Hawaiian

O Asian Indian O Other Asian

O Black or African American O Other Pacific Islander
O Chinese O Samoan

O Filipino/a O Vietnamese

O Guamanian or CHamoru O White

O Japanese O | choose not to answer.
O Korean

* Optional question: Answering this question is your choice. You can’t be denied coverage because you do not complete
this question.
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DEPENDENT INFORMATION (Complete this section ONLY if a dependent is enrolling.

If more than one dependent is enrolling, please provide the requested information on an
additional application.)

Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.*
O No, not of Hispanic, Latino/a, or Spanish origin

O Yes, Mexican, Mexican American, Chicano/a

O Yes, Puerto Rican

O Yes, Cuban

O Yes, another Hispanic, Latino/a, or Spanish origin

O | choose not to answer.

* Optional question: Answering this question is your choice. You can’t be denied coverage because you do not complete
this question.

OPTION SELECTION

Check ALL boxes for the medical, prescription drug, and dental and vision coverage(s) you want.

Medical Coverage Dental and Vision Coverage
O HOP Medical O No medical coverage O Enroll in dental and vision coverage
O Value Medical (must also _enroII in HOP Medical or
Prescription Drug Coverage Value Medical)
(CMS Contract: E3014) O No dental and vision coverage
O Medicare Plus Rx HOP Pre-65 Medical Plan
O Medicare Standard Rx O With prescription drug coverage
O No prescription drug coverage O Without prescription drug coverage
O No pre-65 medical coverage

The date(s) you want Retiree Dependent

coverage to begin
(required) (mm/dd/yy) /01/ (mm/dd/yy) /01/

Please do not submit your application for medical coverage until you are enrolled in BOTH
Medicare Part A and Part B.

If you would like your effective date to be the first day of the month you turn 65, please submit this
application anytime during the three months before your 65th birthday month. All other applications will
be processed with an effective date of the first of the month after the application is received. See the
“Statement of Authorization” section for a coverage-effective-date table that explains this information.
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PLEASE ANSWERTHE FOLLOWING QUESTIONS

Question Retiree Spouse*
1. Is this your first time enrolling O Yes O No O Yes O No
in a Medicare Supplement, r
no:

Medicare Advantage,** or
Medicare Rx plan?

O Current coverage (i.e., Medicare Supplement, Medicare

Advantage, Original Medicare only):

O Dates of coverage: (mm/dd/yy) to
(mm/dd/yy)
2. Are you leaving employer or O Yes, on O Yes, on
union coverage? (mm/dd/yy) (mm/dd/yy)
O No O No
3. Have you recently involuntarily O Yes, | lost my coverage on | O Yes, | lost my coverage on
lost creditable prescription drug (mm/dd/yy) (mm/dd/yy)
coverage (as good as Medicare's)? O No O No
4. Will you have other medical O Yes O No O VYes O No

coverage (besides the Health
Options Program and Medicare)
when your Health Options
Program coverage begins?

If yes, name of other
Insurance company:

If yes, name of other
Insurance company:

If no, did you drop an existing
policy to enroll in the Health
Options Program?

O Yes O No

If no, did you drop an existing
policy to enroll in the Health
Options Program?

O Yes O No

5. Some individuals may have other
drug coverage, including other
private insurance, TRICARE,
federal employee health benefits
coverage, VA benefits, or state
pharmaceutical assistance
programs. Will you have other
prescription drug coverage in
addition to your coverage under
the Health Options Program?

O Yes O No

O Yes O No

If yes, list your other coverage
and your identification (ID)
number(s) for this coverage:

Name of other coverage:

If yes, list your other coverage
and your identification (ID)
number(s) for this coverage:

Name of other coverage:

ID # for this coverage:

ID # for this coverage:

Group # for this coverage:

Group # for this coverage:

If no, did you drop an existing
policy to enroll in the Health
Options Program?

O Yes O No

If no, did you drop an existing
policy to enroll in the Health
Options Program?

O Yes O No

Please indicate whether you need
language assistance services for plan
information in one of the languages
listed on the Multi-Language
Interpreter Services notice or in
another accessible format.***

e Other language:

e Other accessible formats:

O Braille O Audio CD O Large print O Data CD

If you need information in another accessible format, contact the
HOP Administration Unit (see page 1).

* Only complete if you are enrolling your spouse.

** If you are enrolling in coverage under a Health Options Program managed care organization plan, contact the HOP
Administration Unit for that insurance provider’s application.

*** Optional question: Answering this question is your choice. You can’t be

denied coverage because you do not complete this question.
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STATEMENT OF AUTHORIZATION

By signing this form, you acknowledge reading and agreeing to all the terms and conditions
on the back of this application. This application must be submitted prior to the desired
effective date. However, your signature date(s) may NOT be more than three months prior to
the desired effective date.

Retiree’s Signature v/ | Date (mm/dd/yy) (74

Spouse’s Signature ¢/ | Date (mm/dd/yy) (4
(Required if newly enrolling)

If you are an authorized representative or have power of attorney, you must sign and complete the
information below.

Signature

Name

Address

Phone # ( ) Relationship to Applicant

National Producer Number (Agents/Brokers only):

Your coverage effective date depends on when you return your application for coverage.

IFYOU JOIN ‘ YOUR COVERAGE BEGINS

During one of the three months before The first day of the month you turn 65

you turn 65

During the month you turn 65 The first day of the month after you ask to join
the plan

During one of the three months after you turn 65 | The first day of the month after you ask to join
the plan

Important! If you're enrolling because you lost employer-sponsored coverage,
please include a Loss of Coverage Letter from the employer on company letterhead.
The letter must state when and why the coverage was lost, and be signed and dated
by the employer representative.

PLEASE CONTINUE TO NEXT PAGE



PLEASE READ THIS IMPORTANT INFORMATION

e People with limited incomes may qualify for
extra help to pay for their prescription drug
costs. If you qualify, Medicare could pay for
75% or more of your drug costs, including
monthly prescription drug premiums, annual
deductibles, and coinsurance. Additionally,
those who qualify won't have a late
enrollment penalty. Many people are eligible
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
ssa.gov/medicare/part-d-extra-help.

e |f you qualify for extra help with your
Medicare prescription drug coverage costs,
Medicare will pay all or part of your plan
premium. If Medicare pays only a portion of
this premium, we will bill you for the amount
that Medicare doesn't cover.

¢ If you are a member of a Medicare
Advantage plan (like an HMO or PPO), you
may already have prescription drug coverage
from your Medicare Advantage plan that
will meet your needs. By joining the Health
Options Program, your membership in your
Medicare Advantage plan may end. This
will affect both your doctor and hospital
coverage, as well as your prescription drug
coverage. Read the information that your
Medicare Advantage plan sends you, and if
you have questions, contact your Medicare
Advantage plan.

e [f you currently have health coverage
from an employer or union, joining the
Health Options Program could affect your
employer or union health benefits. You
could lose your employer or union health
coverage if you join the Health Options
Program. 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 you
don't have contact information, your benefits

administrator or the office that answers
questions about your coverage can help.

By completing this enrollment application,
| agree to the following about the Medicare
Plus Rx and Medicare Standard Rx Options
(the “plan”):

e The plan is a Medicare drug plan and has
a contract with the federal government.
| understand that this prescription drug
coverage is in addition to my coverage under
Medicare; therefore, | will need to keep my
Medicare Part A or Part B coverage. It is
my responsibility to inform the plan of any
prescription drug coverage that | have or
may get in the future. | can only be in one
Medicare prescription drug plan at a time—if
| am currently in a Medicare prescription
drug plan, my enrollment in the plan will end
that enrollment.

e Enrollment in this plan is generally for the
entire year. Once | enroll, | may leave this plan
or make changes if an enrollment period is
available, generally during the Option Selection
Period (early October to mid-November), unless
| qualify for certain special circumstances.

e The plan serves a specific service area. If |
move out of the plan area, | need to notify
the plan, so | can disenroll and find a plan in
my new area. | understand that | must use
network pharmacies except in an emergency,
when | cannot reasonably use the plan's
network pharmacies. Once | am a member
of the plan, | have the right to appeal plan
decisions about payment or services if |
disagree. | will read the Evidence of Coverage
from the plan when | get it, to know which
rules | must follow to get coverage.

e | understand that if | leave this plan and don't
have or get other Medicare prescription
drug coverage or creditable prescription
drug coverage (as good as Medicare's), |
may have to pay a late enrollment penalty
in addition to my premium for Medicare
prescription drug coverage in the future.

PLEASE CONTINUE TO NEXT PAGE
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PLEASE READ THIS IMPORTANT INFORMATION continued

e Counseling services may be available in my
state to provide advice concerning Medicare
Supplement insurance or other Medicare
Advantage or prescription drug plan options,
medical assistance through the state
Medicaid program, and the Medicare
Savings Program.

¢ | understand this application is subject to
approval by the Health Options Program, a
voluntary health benefits plan sponsored by
the Pennsylvania Public School Employees'’
Retirement System, and any coverage
provided will be subject to the terms of
the applicable description of benefits and
standard health insurance procedures and
practices. Any person or organization that
has provided or that may provide health care
services to me or any person named on
this application, either prior to or during the
period of coverage, is authorized to furnish
the PSERS Health Options Program and any
third-party payer any information or records
relating to these services.

¢ | understand that premiums will be
deducted from my monthly benefit from
PSERS, unless the amount of the monthly
benefit is insufficient to cover the premium,
at which time | will be billed directly. [If you

Adjustment Amount (Part D IRMAA), you

plan premium. DON'T pay the Part D IRMAA
to the Health Options Program.]

e | understand that my election of a coverage
option is for the following calendar year or
the remainder of the current calendar
year and cannot be changed during the
year, unless | have a “Qualifying Event” as
defined in the communication materials.

have to pay a Part D-Income Related Monthly

must pay this extra amount in addition to your

¢ | verify that the information given in
this application is true and correct and
understand that false statements made
herein or fraudulent claims made hereunder
are subject to penalties under 18 PA C.S.A.
§4117 relating to health insurance fraud.

¢ | understand that | will not be eligible for
prescription drug coverage through the
PSERS Health Options Program if | elect
Medicare prescription drug coverage (Part D)
from another provider.

Release of Information

By joining this Medicare prescription drug plan,
| acknowledge that the Health Options Program
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 authorizes the collection of

this information. My response to this form is
voluntary. However, failure to respond may
affect enrollment in the plan.

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 authorized to act on my behalf
under state law where | live) on this application
means that | 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 the
Health Options Program or by Medicare.

HOP

AL L

WWW.HOPBENEFITS.COM @

4/2025
Doc. Number: 105-25-v2



Form Approved
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Pennsylvania Public School Employees’ Retirement System (PSERS)
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 1-800-773-
7725. Someone who speaks English/Language 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 1-800-773-7725. Alguien que
hable espafol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: /15t % 2k ik 55, EOVIRME X T Ml 25 W I Ll 5E 1),
MR LI IPEIR S, iEE0d 1-800-773-7725, FAMIH C TAE AR REEIE, Xt
— I IR,

Chinese Cantonese: &% B M e s SEY IR B v sEA7F A Bef, It BAMEE Lo B fieE Ik
%o MEMGEIRYS, 2 1-800-773-7725, HifMafirh iy N BB SR R AR v E ), 5 & —H
k=-dii¢ 8

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-
800-773-7725. 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 1-800-773-7725. Un interlocuteur parlant Francais pourra vous aider.
Ce service est gratuit.

Vietnamese: Chung téi cé dich vu thdng dich mién phi dé tra I6i cac cau hoi vé
chudng suic khoe va chuadng trinh thuéc men. Néu qui vi can thong dich vién xin
goi 1-800-773-7725 sé cbé nhan vién ndi ti€ng 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 1-800-773-7725. Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.

Updated: July 2024
Form CMS-10802
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Korean: A= 9l8 HE mE ok W 73t A& gdof =g]ux 8 59 A As
A&stal AdEFYY. T Y HH]*E‘ ol 3o A3} 1-800-773-7725 Ho 2 93
FAA L. S0 & 6}‘: G A7t o =g AYJUYT o] AulaAs FEE 9P YT

Russian: Ecnun y Bac BO3HUKHYT BOMPOCbI OTHOCUTENIbHO CTPaxoBOro miamn
MeAMKaMEHTHOro njaHa, Bbl MOXeTe BOCMOJ/Ib30BaTbCS HaWMMK 6ecniaTHbIMMU
ycnyramm nepeBoavmkoB. YTobbl BOCMOAb30BaTbLCA yCAyramm nepesoayumka,
NO3BOHUTE HaM no TenedoHy 1-800-773-7725. BaM oKaxeT NOMOLLb COTPYAHUK,
KOTOpPbIN rOBOPUT NO-pycckn. aHHaga ycnyra 6ecnnatHas.

Lual 4 50 Jsan ol danally (shes il 6f (e Aa Dl Aglaall o 5l aa yiall Cilexd 238 W) ; Arabic
dpall Gasty b (add 5 8 11-800-773-7725 e W JuaiVl (5 s Slile Gl (558 pa yie o J paall
Aoilae dead ol cline Luay

Hindi: AR WY 1 &a1 &1 AT & IR H 31T fbll Hit usf & STare 3 o forg gHR urer g
YT T8 IUA €. Th GHITT UTW &’ & folE, 99 8H 1-800-773-7725 TR i &N, Bl
fad S =} SIcTdT 83Ut e HR Tl 8. I8 T JUd T &.

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 1-800-773-7725. Un nostro incaricato che parla Italianovi
fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servigos 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 1-800-773-7725. Ira
encontrar alguém que fale o idioma Portugués para o ajudar. Este servico é
gratuito.

French Creole: Nou genyen sevis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
rele nou nan 1-800-773-7725. 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 skorzystac z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-800-773-7725. Ta ustuga jest bezptatna.

Japanese: X%t D E (EEELRER & 3 L TFE T T 0 E:ﬁ‘fé THEHBCBEZT A2
2. MERLOMERY —E 22H ) 2T 58 wWE T, MiRE THmIC T 51213,
1-800-773-7725 I BRaH C 7223 v, HAGEZGET A & ﬁ"fiﬁmt LFEFd, ZITERIDT
— EZ2TY,
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