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Prescription Drug Coverage

Enrollment Form Instructions

WHO CAN USE THIS FORM?
People with Medicare who want to join an
HMSA Medicare Advantage Plan.

TO JOIN A PLAN, YOU MUST:
* Be a United States citizen or be lawfully present
in the U.S.

e Live in the plan’s service area

Important: To join an HMSA 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)

e Within 3 months of first getting Medicare

® |n 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 on pages 1-4
unless noted as optional. The items on page 5

are optional — you can't be denied coverage
because you don't fill them out.

WHAT HAPPENS NEXT?

Send your completed and signed form back
to your employer group as directed in their
communications to you.

HOW DO | GET HELP WITH THIS FORM?
Call HMSA Medicare Advantage Sales at
(808) 948-6235 or 1(800) 693-4672. TTY users
can call 711.

Or call Medicare at 1 (800) MEDICARE
[1(BO0) 633-4227]. TTY users can call
1 (877) 486-2048.

En espaiol: Llame a HMSA Medicare Advantage
Sales al (808) 948-6235 or 1 (800) 693-4672/

TTY 711 o a Medicare gratis al 1(800) 633-4227
y oprima el 8 para asistencia en espanol 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.

IMPORTANT NOTES:

If you currently have an ACA or Medigap plan, be sure to contact your insurance carrier to
cancel that plan since it will not be automatically canceled.

If you currently have another health plan (employer or union group, or ACA), joining HMSA
Medicare Advantage could affect your employer or union health benefits; please contact

your health insurance carrier. You could lose your employer or union health benefits if you join
HMSA Medicare Advantage. Read the information your employer or union sends to you. If you
have questions, visit their website or contact them. If there isn't any contact information, your
benefits administrator or the office that answers questions about your benefits can help.

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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HMSA Akamai Advantage® (PPO) Group Enrollment Form for CY 2026

Group Name: Group #:
SECTION 1: PROVIDE INFORMATION ABOUT YOU

First Name Ml

Last Name

Permanent Residence Street Address
(P.O. Box isn't allowed, except for individuals experiencing homelessness.)

Residence City State ZIP Code County (optional)
/ / Sex ( ) —
Birth Date (MM/DD/YYYY) M or F Daytime Telephone Number

Mailing Address (only if different from your Permanent Residence Address):

Mailing Street Address (include apartment number) P.O. Box allowed

Mailing City State ZIP Code

Current HMSA Member Number (if applicable) optional

Email Address (optional)
(By providing your email address, you're allowing us to email you important health plan information.)

Primary Care Provider (PCP), clinic, or health center (optional). No titles required.

First Name Last Name

App Rec Date: / / MBI: - - SBM ltem #:

SubiD#:A 0 0 0 O - Group Sponsored Individual

HMSA Groupt#: - Effective Date: /1011721002 6
Election Period: ICEP |IEP-D AEP (Oct. 15-Dec. 7) SEP (type):

Not Eligible: OEP (Jan. 1-March 31) Authorization Form
Sales Agent ID & Name: Agent Assisted: No Yes
SOA Doc: Agent/Broker National Producer Number
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SECTION 2: PROVIDE YOUR MEDICARE INSURANCE INFORMATION

To complete this section, you'll need your red, white, and blue Medicare card.

e Fill in these blanks so they
match your red, white, and blue
Medicare card.

You must have Medicare Part A
and Part B to join a Medicare
Advantage plan.

e Attach a copy of your Medicare
card or your letter from
Social Security or the Railroad
Retirement Board.

D Yes D No (Optional) Are you enrolled in QUEST (Medicaid)?

Medicare Number

Is entitled to:
Hospital (Part A)

Medical (Part B)

If yes, provide your Medicaid number:

Effective Date (MM/DD/YYYY)

/

/

/

/

SECTION 3: MAKE A SELECTION

| understand that the group covering my retiree coverage is offering me the option(s) below.
Please enroll me in the following (please check box):

HMSA Akamai Advantage Premier MA (PPO)

[

HMSA Akamai Advantage Premier MAPD (PPO)

B

Check with the group sponsoring your retiree coverage regarding the proposed effective date of
enrollment and your share of the monthly premiums payable to your employer/union group, if applicable.

If you wish to decline enrollment, contact the benefits administrator or the office that answers
questions about your retiree coverage. If you decline enrollment, you may not be able to reenroll in

your group’s plan.

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. The amount is usually taken out of your Social
Security benefit, or you may get a bill from Medicare or the RRB. Don’t pay HMSA Akamai Advantage

the Part D-IRMAA.

If you qualify for Extra Help with your Medicare prescription drug costs, Medicare will pay all or part of
your plan premium. If Medicare pays only a portion of this premium, we'll bill you for the amount that

Medicare doesn't cover.

(continued)



SECTION 4: ANSWER THESE IMPORTANT QUESTIONS
Will you have other prescription drug coverage (like VA, TRICARE) in addition to HMSA
Akamai Advantage?

D Yes D No

Name of other coverage

Member number for this coverage Group number for this coverage
If yes, when did these benefits begin?  Month/Year: /
Are you getting these benefits through: D Yourself D Spouse

Is the person checked above getting these benefits because they're actively employed or is it a
retiree plan? | Actively employed | |Retireeplan | | Other

If actively employed, does the employer have 20 or more employees (full and part time)?

D Yes D No

SECTION 5: IMPORTANT: READ AND SIGN BELOW:
By completing this enrollment application, | agree to the following:

| must keep both Hospital (Part A) and Medical (Part B) to stay in HMSA Akamai Advantage.

For HMSA Akamai Advantage Prime or Premier MA ONLY: | understand that if | don’t have Medicare
prescription drug coverage or creditable prescription drug coverage (as good as Medicare’s), | may have to
pay a late enrollment penalty if | enroll in Medicare prescription drug coverage in the future.

* By joining this Medicare Advantage Plan, | acknowledge that HMSA Akamai Advantage 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.

e | understand 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).

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

® 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 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 or HMSA.

3 (continued)



/ /

Applicant’s signature or, if you're the authorized Today's Date (MM/DD/YYYY)
representative, sign above and fill out these fields:

Name of Legal Representative

Legal Representative’s Mailing Address

Legal Representative’s City State ZIP Code

( ) ;

Legal Representative’s Telephone Number  Legal Representative’s Relationship to Applicant

For more information, please contact your benefits health plan administrator.

SECTION 6: ALL FIELDS IN THIS SECTION ARE OPTIONAL. Return with rest of application.
Answering these questions is your choice. You can’t be denied coverage because you don't fill
them out.

What language do you speak most of the time at home? Select one.

D English D German D Korean D Palauan D Tongan
D Cantonese D Hawaiian D Laotian D Samoan D Vietnamese
D Chuukese D llocano D Mandarin D Spanish D Visayan

D French D Japanese D Marshallese D Tagalog D Other

Do you need an interpreter? D Yes D No

Select one if you want us to send you information in the accessible format.

D Braille D Large print D Audio CD D Data CD

Please contact HMSA Medicare Advantage at (808) 948-6235 or 1 (800) 693-4672 if you need
information in an accessible format other than what's listed above. Our office hours are 8 a.m. to
8 p.m., seven days a week. TTY users can call 711.

Do you work? D Yes D No Does your spouse work? D Yes D No

| want to get the following materials by email. Select one or more.

D Provider Directory D Evidence of Coverage D Formulary

4 (continued)



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

( ) -

Name of Institution Institution Phone Number
/
Institution Mailing Address Admission Date

Institution City State ZIP Code

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

PRIVACY ACT STATEMENT
The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to

track beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment of
Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR §§ 422.50 and
422.60 authorize the collection of this information. CMS may use, disclose and exchange enrollment
data from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare
Advantage Prescription Drug (MARX),” System No. 09-70-0588. Your response to this form is voluntary.
However, failure to respond may affect enrollment in the plan.

HMSA Akamai Advantage® is a PPO plan with a Medicare contract. Enrollment in HMSA Akamai
Advantage depends on contract renewal.
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Discrimination is against the law

HMSA complies with applicable federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, or sex (consistent with the scope of sex
discrimination described at 45 CFR § 92.101(a)(2)). HMSA does not exclude people or treat
them less favorably because of race, color, national origin, age, disability, or sex.

Services HMSA provides

HMSA offers the following services to support people with disabilities and those whose
primary language is not English. There is no cost to you.
e Qualified sign language interpreters are available for people who are deaf or hard of
hearing.
* Large print, audio, braille, or other electronic formats of written information is available for
people who are blind or have low vision.
® Language assistance services are available for those who have trouble with speaking or
reading in English. This includes:
- Qualified interpreters.
- Information written in other languages.

If you need modifications, appropriate auxiliary aids and services, or language assistance
services, please call 1 (800) 776-4672. TTY users, call 711.

How to file a grievance or complaint

If you believe HMSA 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:
® Phone: 1 (800) 462-2085
o TTY: /11
® Email: appeals@hmsa.com
e Fax: (808) 952-7546
® Mail: HMSA Member Advocacy and Appeals
P.O. Box 1958
Honolulu, HI 96805-1958

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

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1 (800) 368-1019, 1 (800) 537-7697 (TDD)
Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html.
This notice is available at HMSA's website: https://hmsa.com/non-discrimination-notice/.

(continued on next page)

hmsa Commercial/ACA/Medicare
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ATTENTION: If you don't speak English, language
assistance services are available to you at no cost.
Auxiliary aids and services are also available to

give you information in accessible formats at no
cost. QUEST members, call 1 (800) 440-0640
toll-free, TTY 1 (877) 447-5990, or speak to your
provider. Medicare Advantage and commercial plan
members, call 1 (800) 776-4672 or TDD/TTY
1(877)447-5990.

'Olelo Hawai'i

NA MEA: Ina 'a'ole 'oe 'olelo Pelekania, loa'a na
lawelawe kokua 'olelo ia 'oe me ka uku 'ole. Loa'a
na kokua kokua a me na lawelawe no ka ha'awi 'ana
ia 'oe i ka 'ike ma na 'ano like 'ole me ka uku 'ole. N3
lala QUEST, e keleponaia 1 (800) 440-0640 me ka
uku 'ole, TTY 1 (877) 447-5990, a i 'ole e kama'ilio
me kau mea ho'olako. 'O na |3la Medicare
Advantage a me na |ala ho'olala kalepa, e kelepona
ia 1(800)776-4672 ai'ole TDD/TTY 1(877)
447-5990.

Bisaya

PAHIBALO: Kung dili English ang imong pinulongan,

magamit nimo ang mga serbisyo sa tabang sa
pinulongan nga walay bayad. Ang mga auxiliary
nga tabang ug serbisyo anaa sab aron mohatag og
impormasyon kanimo sa daling ma-access nga mga
format nga walay bayad. Mga membro sa QUEST,
tawag sa 1(800) 440-0640 toll-free, TTY 1 (877)
447-5990, o pakig-istorya sa imong provider. Mga
membro sa Medicare Advantage ug commercial
plan, tawag sa 1(800) 776-4672 o TDD/TTY
1(877)447-5990.
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llokano

BASAEN: No saanka nga agsasao iti Ingles,
mabalinmo a magun-odan ti libre a serbisio a
tulong iti lengguahe. Adda met dagiti kanayonan
a tulong ken serbisio a makaited kenka iti libre
nga impormasion iti nalaka a maawatan a pormat.
Dagiti miembro ti QUEST, tawaganyo ti 1 (800) 440-
0640 a libre ititoll, TTY 1 (877) 447-5990, wenno
makisaritaka iti provider-yo. Dagiti miembro ti
Medicare Advantage ken plano a pang-komersio,
tawaganyo ti 1 (800) 776-4672 wenno TDD/TTY
1(877)447-5990.
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Kajin Majol

KOJELLA: Ne kwojab jela kenono kajin Belle, ewor
jiban in ukok Aan kwe im ejellok wonnen. Ewor kein
rofnjak im jiban ko jet Aian waween ko kwomaron
ebok melele im ejellok wonnen. Armej ro rej kojrbal
QUEST, kall e 1 (800) 440-0640 ejellok wonnen, TTY
1(877)447-5990, e ejab kenono ibben taktc eo am.
Medicare Advantage im ro rej kojerbal injuran ko rej
make wia, kall e 1 (800) 776-4672 fie ejab TDD/TTY
1(877)447-5990.

Lokaiahn Pohnpei

Kohdo: Ma ke mwahu en kaiahn Pohnpei, me
mwengei en kaiahn Pohnpei. Me mwengei en kaiahn
Pohnpei, me mwengei en kaiahn Pohnpei. QUEST
mwengei, kohdo mwengei 1 (800) 440-0640, TTY
1(877)447-5990, me mwengei en kaiahn Pohnpei.
Medicare Advantage me mwengei en kaiahn
Pohnpei, kohdo mwengei 1 (800) 776-4672 me TDD/
TTY 1(877)447-5990.

Gagana Samoa

FAASILASILAGA: Afai e te |é tautala le faa-lgilisi, o
loo avanoa mo oe e aunoa ma se totogi auaunaga
fesoasoani i le gagana. O loo maua fo'i fesoasoani
faaopo’opo ma auaunaga e tuuina atu ai ia te oe
faamatalaga i auala eseese lea e maua e aunoa ma
se totogi. Sui auai o le QUEST, valaau aunoa ma se
totogi i le 1(800) 440-0640, TTY 1(877)447-5990,
pe talanoa i |é e saunia lau tausiga. Sui auai o le
Medicare Advantage ma sui auai o peleni inisiua
tumaoti, valaauile 1(800) 776-4672 po o le TDD/
TTY 1(877)447-5990.

Espaiol

ATENCION: Si no habla inglés, tiene a su disposicién
servicios gratuitos de asistencia con el idioma.
También estan disponibles ayuda y servicios
auxiliares para brindarle informacién en formatos
accesibles sin costo alguno. Los miembros de
QUEST deben llamar al nimero gratuito 1 (800)
440-0640,TTY 1(877) 447-5990 o hablar con su
proveedor. Los miembros de Medicare Advantage y

de planes comerciales deben llamar al
1(800) 776-4672 o TDD/TTY 1 (877) 447-5990.

Tagalog

PAUNAWA: Kung hindi ka nakapagsasalita ng Ingles,
mayroon kang makukuhang mga serbisyo sa tulong
sa wika nang libre. Mayroon ding mga auxiliary na
tulong at serbisyo para bigyan ka ng impormasyon
sa mga naa-access na format nang libre. Sa mga
miyembro ng QUEST, tumawag sa 1 (800) 440-0640
nang toll-free, TTY 1 (877) 447-5990, o makipag-usap
sa iyong provider. Sa mga miyembro ng Medicare
Advantage at commercial plan, tumawag sa
1(800)776-4672 o TDD/TTY 1(877) 447-5990.

v

Tdsalvianuaula: avinwbiyenwdingws 15d
usmstianuendameneunvinulaeg laifianla
chpld| u,a"mummmﬂmaaua"usm'sm%mwa’mmauau,n
mu‘lusﬂLmummm“l,m“imu"lmum‘lmm frususunn
QUEST Tusatnsldiinunaaninswivivunaa 1 (800)
440-0640, TTY 1 (877) 447-5990 wyanaaaAugTw
usn1suadan §nsuanndn Medicare Advantage LR
uruLdonngiag TusaTnslddvunaaa

1 (800) 776-4672 w3a TDD/TTY 1 (877) 447-5990

Tonga

FAKATOKANGA: Kapau 6ku ikai keke lea Faka-
Pilitania, 6ku i ai e tokotaha fakatonulea 6ku i ai ke
tokonii koe ikai ha totongi. Oku i ai mo e kulupu
tokoni ken au datu e ngaahi fakamatala mo e tokoni
ikai ha totongi. Kau memipa QUEST, ta ki he 1 (800)
440-0640 taé totongi, TTY 1 (877) 447-5990, pe
talanoa ki hod kautaha. Ko kinautolu

6ku Medicare Advantage mo e palani fakakomesiale,
ta ki he 1(800) 776-4672 or

TDD/TTY 1(877) 447-5990.

Foosun Chuuk

ESINESIN: Ika kese sine Fosun Merika, mei wor
aninisin fosun fonu ese kamo mi kawor ngonuk. Mei
pwan wor pisekin aninis mi kawor an epwe esinei
ngonuk porous non och wewe ika nikinik epwe
mecheres me weweoch ngonuk ese kamo. Chon
apach non QUEST, kekeri 1 (800) 440-0640 namba
ese kamo, TTY 1(877) 447-5990, ika fos ngeni
noumw ewe chon awora aninis. Medicare
Advantage ika chon apach non ekoch otot, kekeri
1(800) 776-4672 ika TDD/TTY 1(877) 447-5990.

Tiéng Viét

CHU Y: Néu quy vi khéng néi dwoc tiéng Anh, ching
t6i co céac dich vu hé trgr ngdn nglr mién phi danh cho
quy vi. Cac phuwong tién va dich vu hé tro’ cling c6 sdn
dé cung cép cho quy vi théng tin & cac dinh dang dé
tlep can ma khong mat phi. Hoi vien QUEST, xin goi
s6 mién cudc 1 (800) 440-0640, TTY 1(877) 447-
5990, hoac néi chuyén véi nha cung cap dich vu cla
quy vi. HSi vién Medicare Advantage va chwong trinh
thwong mai, xin goi sb 1 (800) 776-4672 hoac TDD/
TTY 1 (877) 447-5990.
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