
WHAT YOU NEED  
TO KNOW ABOUT YOUR  
MEDICARE  
ADVANTAGE PLAN.

2017 Medicare Part C Enrollment Guide



Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a 
Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D sponsor. 
Enrollment in these plans depends on the plan’s contract renewal with Medicare.
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Discover a plan that  
WORKS TO YOUR ADVANTAGE.
When it comes to staying active, you can choose from many activities. And when it comes to 
helping you stay healthy, look to your plan. We believe you deserve more than just a health care 
plan. As a plan member, you’ll have a local health team dedicated to helping you live a healthier 
life.

Fitness Benefi ts HouseCallshi HealthInnovationsMonthly Premium

1     Find the Enrollment 
Request Form in the 
“Ready to Enroll” section 
of this Enrollment Guide.

2     Fill out the form(s) 
completely — make sure 
you sign and date it.

3     Send your completed 
form(s) back before your 
enrollment period ends.

Enroll in three 
simple steps.

We want to: 
   Help you get the care you may need when you  
need it

   Give you tools and resources to help you be in more 
control of your health

   Provide additional benefits and resources so you can 
spend your time and money on things that matter 
most to you

In this Enrollment Guide you will find: 
   A description of this plan and how it works 
   Information on benefits, programs and services — 
and how much they cost 

   Details on how to enroll and what you can expect 
after you enroll

Take advantage of healthy extras.



Have questions? We can help. Call:

Plan INFORMATION

Ready to ENROLL



Making Your Medicare
PLAN CHOICE

You’re enrolled in Original Medicare,  
what’s next? 
Original Medicare is provided by the government and 
covers some of the costs of hospital stays (Part A) and 
doctor visits (Part B), but doesn’t cover everything — 
you don’t get coverage for prescription drugs or for 
routine vision, dental or hearing care. Depending on 
your needs, you may want to add on more coverage. 
When it comes to extra coverage, you have options. 

Medicare Made Clear™ brought to you by UnitedHealthcare®

Choose a Medicare Advantage plan:

Medicare Advantage (Part C)
Offered by private companies

Add one or both of the following 
to Original Medicare:

Medicare Supplement Insurance
Offered by private companies

Medicare Part D
Offered by private companies

Covers some of the 
costs not paid by Original 
Medicare (Parts A and B)

Part D covers 
prescription drugs

Part C combines  
Part A (hospital) and 
Part B (doctor)

Provides additional 
benefits

Most plans cover 
prescription drugs

OPTION 1 OPTION 2OR

Covers doctor  
and outpatient visits

Covers hospital stays

Your options for more coverage:

Make sure this plan is a good fit by reviewing the basics.



You must select a primary care provider (PCP).
This health plan requires you to select a PCP from the network who can 
help manage your care. 

There’s no need to get referrals to see a specialist.
You can see any specialist in our network. If you don’t use the network, in 
most cases, you’ll have to pay for all of the costs.

There’s an out-of-pocket spending limit each plan year.
Once you reach that limit, the plan pays 100% of the costs for  
covered services. 

Here’s how your HMO plan works.

Stay in the network.
In-Network Out-of-Network

Will the doctor or hospital
accept my plan? Yes No

Are emergency or urgently
needed services covered? Yes Yes

Do I have to pay the full cost
for all covered doctor or
hospital services?

Plan co-pay or
co-insurance applies.

In most cases, yes, you 
must pay the full cost for 
services.

Making Your Medicare
PLAN CHOICE

Your plan is a Health Maintenance Organization (HMO) plan. That means you must receive 
care through a network of local doctors and hospitals. Your primary care provider (PCP) 
oversees your care.

This is a Part C Health Maintenance Organization (HMO) plan.

Plan co-pay or co-insurance are for those with Medicare Parts A and B cost sharing covered by 
the state. For complete information and for costs for those without Medicare Parts A and B cost 
sharing covered by the state, please refer to your Summary of Benefits or Evidence of Coverage. 
As a member, you will receive a Provider Directory listing all network providers and facilities within 
your plan. You can also find a complete listing on our website or you can request a Provider 
Directory from Customer Service. Limitations, exclusions, and restrictions may apply.



No, as long as you are enrolled in Original Medicare Parts A and B and continue to pay your Part 
B premium, you are eligible to enroll in this plan. 

   You are enrolled in Original 
Medicare Parts A and B and live 
in the plan’s service area 

   You do not have end-stage  
renal disease.AND

You are eligible for a Medicare Advantage plan if:  

Making Your Medicare
PLAN CHOICE

Are you eligible for this plan?

Are there special eligibility requirements for this plan?

Medicare Made Clear™
An educational program developed by UnitedHealthcare to help the public better 
understand Medicare. Find out more at MedicareMadeClear.com.

Medicare Helpline
For questions about Medicare and detailed information about plans and policies available 
in your area, visit Medicare.gov or call Medicare at 1-800-633-4227, TTY 1-877-486-2048, 
24 hours a day, 7 days a week.

Helpful resources.

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, 
a Medicare Advantage organization with a Medicare contract. Enrollment in these plans depends on 
the plan’s contract renewal with Medicare.
Y0066_160718_140843 Accepted UHEX17MP3880983_000
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Benefit Highlights
AARP® MedicareComplete Essential® (HMO)

This is a short description of 2017 plan benefits. For complete information, please refer to your
Summary of Benefits or Evidence of Coverage. Limitations, exclusions, and restrictions may apply.

Plan Costs
Monthly plan premium $0

Medical Benefits
Doctor’s office visit Primary Care Provider: $20 co-pay

Specialist: $40 co-pay (no referral needed)
Preventive services $0 co-pay
Inpatient hospital care $345 co-pay per day: days 1-5

$0 co-pay per day after that
Skilled nursing facility (SNF) $0 co-pay per day: days 1-20

$160 co-pay per day: days 21-62
$0 co-pay per day: days 63-100

Outpatient surgery $320 co-pay
Diabetes monitoring supplies $0 co-pay for covered brands
Home health care $0 co-pay
Diagnostic radiology services (such as
MRIs, CT scans)

20% of the cost

Diagnostic tests and procedures
(non-radiological)

20% of the cost

Lab services $10 co-pay
Outpatient x-rays $14 co-pay
Ambulance $275 co-pay
Emergency care $75 co-pay (worldwide)
Urgently needed services $30 - $40 co-pay ($75 co-pay for worldwide coverage)
Annual out-of-pocket maximum* $6,700

*The most you may pay in a year for medical care covered by the plan.
Benefits and Services Beyond Original Medicare
Routine physical $0 co-pay; 1 per year
Vision - routine eye exams $0 co-pay; 1 every year
Vision - eyewear $0 co-pay every 2 years; up to $70 for frames

(standard lenses included) or $105 for contacts (up to
4 boxes)

Dental - preventive $0 co-pay for covered services (exam, cleaning,
x-rays, flouride)

Foot care - routine $40 co-pay; 6 visits per year
Hearing - routine exam $20 co-pay; 1 per year
Hearing aids $330 - $380 co-pay for each hi HealthInnovations™

hearing aid, up to 2 per year (Additional fees with
Power Max model)



Fitness program through SilverSneakers®
Fitness program

Basic membership in a fitness program at a network
location

NurseLineSM Speak with a registered nurse (RN) 24 hours a day, 7
days a week

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies,
a Medicare Advantage organization with a Medicare contract. Enrollment in the plan depends on
the plan’s contract renewal with Medicare. Benefits, premium and/or co-payments/co-insurance
may change on January 1 of each year. This information is not a complete description of benefits.
Contact the plan for more information. You must continue to pay your Medicare Part B premium, if
not otherwise paid for under Medicaid or by another third party. Limitations, co-payments, and
restrictions may apply.

AANY17HM3869926_000Y0066_MABH_17_FINAL_H3307018 ACCEPTED
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Get all the benefits of Original Medicare – and more.
With this plan, you get additional benefits and services designed to help you live a healthier life — 
most at little or no additional cost. More benefits mean more value. It also means more peace of 
mind for you, knowing you have access to a full range of services dedicated to your health and 
wellness.  
 

Below are short descriptions about some of the 2017 plan benefits and services. Limitations, 
exclusions and restrictions may apply. For more detailed information, please see your Summary of 
Benefits.

ORIGINAL MEDICARE

A health and wellness program that comes to you

With the HouseCallsSM program, you get an in-home clinical visit from one of our 
licensed health care practitioners for no additional cost. A HouseCalls visit is designed 
to support, but not take the place of your regular doctor’s care.

What to expect from a HouseCalls visit: 

• A knowledgeable health care practitioner will review your health history and 
medications, perform a health screening, identify health risks and provide health 
education

• You can talk about health concerns and ask questions 

• You’ll get an “Ask Your Doctor” worksheet which you can bring to your next 
doctor visit 

We may call to talk with you about the HouseCalls program. Or you can call 
1-866-686-2504, TTY 711, 8:00 a.m. to 8:00 p.m. CT, Monday through Saturday.

Vision coverage

Protect your eyesight and health with routine eye exams. Your vision coverage may 
include:

• One routine eye exam every year

• Credit toward contact lenses or eyeglasses

Co-pays and network restrictions may apply.



ORIGINAL MEDICARE

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, 
a Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D 
sponsor. Enrollment in these plans depends on the plan’s contract renewal with Medicare.

AANY17HM3866271_000Y0066_160714_151727_FINAL_H3307018 Accepted

Learn more about these extra services and benefits.

For more information, call  8 a.m. to 8 p.m. local time, 
7 days a week.

Dental coverage

Getting routine preventive dental care can help protect your teeth and gums. The 
plan’s dental services may include exams, cleanings or X-rays. Co-pays and network 
restrictions may apply.

Hearing coverage

Don’t let hearing loss affect your life. Your plan includes the following hearing 
coverage: 

• A routine hearing exam every year 

• Hearing aids provided by the hi HealthInnovationsTM mail order program

Co-pays and network restrictions may apply.

My Advocate

You may be able to get help paying for your medical costs, prescriptions, utility bills 
and more. My Advocate acts on behalf of your plan to help determine if you’re eligible 
to apply for government or other community assistance programs.

Gym membership

With the SilverSneakers® Fitness program you can join a participating health club or 
fitness center for no additional cost. SilverSneakers® often includes:

• Group classes led by a certified instructor 

• Health education meetings and social events

To find a location near you, visit the website at silversneakers.com.

Classes, equipment, facilities and services may vary by location.

Plan IN
FO

R
M

ATIO
N



Alabama Autauga, Baldwin, Bibb, Blount, Chilton, 
Cullman, Escambia, Houston, Jeff erson, Lowndes, 
Macon, Madison, Mobile, Montgomery, Russell, 
Shelby, St. Clair, Talladega, Walker
Arkansas Benton, Carroll, Crawford, Jeff erson, 
Pulaski, Sebastian, Washington
Arizona Graham, Maricopa, Pima, Pinal, Santa 
Cruz, Yavapai
Connecticut All counties in the state of Connecticut
Florida All counties in the state of Florida
Georgia Baldwin, Barrow, Bibb, Chatham, 
Cherokee, Clayton, Cobb, Columbia, 
DeKalb, Forsyth, Fulton, Hall, Harris, Henry, 
Muscogee, Richmond
Hawaii Honolulu
Idaho Ada, Canyon
Illinois Boone, Bureau, Carroll, Cook, DeKalb, 
DuPage, Grundy, Henderson, Henry, Jo Daviess, 
Kane, Kendall, Knox, Lee, Madison, Marshall, 
McHenry, McLean, Mercer, Monroe, Ogle, Peoria, 
Putnam, Rock Island, St. Clair, Stark, Stephenson, 
Tazewell, Warren, Whiteside, Will, Woodford
Indiana Adams, Allen, Bartholomew, Benton, 
Blackford, Boone, Brown, Carroll, Cass, Clark, 
Clay, Clinton, Decatur, De Kalb, Delaware, Elkhart, 
Fayette, Floyd, Fountain, Fulton, Gibson, Greene, 
Hamilton, Hancock, Harrison, Hendricks, Henry, 
Howard, Huntington, Jackson, Jasper, Jay, 
Jeff erson, Jennings, Johnson, Kosciusko, La Porte, 
Lagrange, Lake, Lawrence, Madison, Marion, 
Marshall, Miami, Montgomery, Morgan, Newtown, 
Noble, Orange, Owen, Parke, Porter, Posey, Pulaski, 
Putnam, Randolph, Rush, Shelby, St. Joseph,  
Starle, Steuben, Tippecanoe, Tipton, Union, 
Vanderburgh, Vermillion, Vigo, Wabash, Warren, 
Warrick, Wells, White, Whitley
Iowa Appanoose, Benton, Black Hawk, Boone, 
Bremer, Buchanan, Butler, Carroll, Cedar, 
Chickasaw, Clarke, Clayton, Clinton, Dallas, Davis, 
Delaware, Des Moines, Fayette, Floyd, Greene, 

Iowa (Continued) Grundy, Guthrie, Hamilton, 
Hardin, Henry, Iowa, Jackson, Jasper, Jeff erson, 
Johnson, Jones, Keokuk, Linn, Louisa, Lucas, 
Madison, Mahaska, Marion, Marshall, Monroe, 
Muscatine, Polk, Pottawattamie, Poweshiek, 
Scott, Story, Tama, Van Buren, Wapello, Warren, 
Washington, Wayne, Webster
Kansas Butler, Harvey, Johnson, Sedgwick, 
Wyandotte
Kentucky Boone, Campbell, Fayette, Franklin, 
Jessamine, Kenton, Madison, Woodford
Maine All counties in the state of Maine
Massachusetts All counties in the state 
of Massachusetts
Missouri Boone, Buchanan, Callaway, Cass, 
Christian, Clay, Cole, Crawford, Dade, Dallas, 
Franklin, Gasconade, Greene, Jackson, Jeff erson, 
Laclede, Lafayette, Lawrence, Lincoln, Miller, 
Osage, Platte, Polk, St. Charles, St. Louis, St. Louis 
City, Stone, Taney, Warren, Washington, Webster, 
Wright
Nebraska Burt, Cass, Dodge, Douglas, Lancaster, 
Otoe, Sarpy, Saunders, Washington
New Hampshire All counties in the state of New 
Hampshire

UnitedHealth Passport service area.

The 2017 UnitedHealth
PASSPORT PROGRAM

Bring your coverage with you. 
Our UnitedHealth Passport® travel program is included in this plan. Medicare Advantage plans 
already cover emergency care worldwide. With UnitedHealth Passport, you can access all the 
benefi ts you have at home when you travel in the service area.

Participating counties:

Y0066_160627_124440 Accepted



New Jersey Bergen, Burlington, 
Essex, Hudson, Mercer, 
Middlesex, Monmouth, Morris, 
Ocean, Passaic, Somerset, Union, 
Valencia
New Mexico Bernalillo, Dona Ana, 
Grant, Hidalgo, Luna, 
Sandoval, Santa Fe, Sierra, 
Valencia
New York All counties in the state 
of New York
North Carolina Alamance, 
Alexander, Avery, Buncombe, 
Burke, Cabarrus, Caldwell,  
Caswell, Catawba, Chatham, 
Cherokee, Clay, Cleveland, 
Cumberland, Davidson, 
Davie, Durham, Forsyth, 
Gaston, Graham, Guilford, 
Haywood, Henderson, Iredell, 
Jackson, Johnson, Lincoln, 
Macon, Madison, McDowell, 
Mecklenburg, Mitchell, Orange, 
Person, Polk, Randolph, 
Richmond, Rockingham, Rowan, 
Rutherford, Stokes, Surry, Swain, 
Transylvania, Union, Wake, 
Wilkes, Yadkin, Yancey
Ohio Butler, Champaign, 
Clark, Clermont, Cuyahoga, 
Delaware, Fairfield, Franklin, 
Geauga, Greene, Hamilton, Lake, 
Licking, Lorain, Lucas, Madison, 
Mahoning, Marion, Medina, 
Miami, Montgomery, Morrow, 
Pickaway, Portage, Preble, Stark, 
Summit, Trumbull, Warren, Wood 

Oregon1 Clackamas, Lane, 
Marion, Multnomah, Washington, 
Yamhill
Pennsylvania Allegheny, 
Beaver, Berks, Bucks, Butler, 
Clarion, Chester, Crawford, 
Erie, Fayette, Forest, Greene, 
Jefferson, Lancaster, Lawrence, 
Lehigh, Mercer, Northampton, 
Philadelphia, Venango, Warren, 
Washington, Westmoreland, York
Rhode Island All counties in the 
state of Rhode Island
South Carolina Beaufort, 
Berkeley, Charleston, Greenville, 
Lancaster, Lexington, 
Orangeburg, Richland, 
Spartanburg, York
Tennessee Anderson, Blount, 
Bradley, Campbell, Carter, 
Claiborne, Cocke, Cumberland, 
Davidson, DeKalb, Fayette, 
Grainger, Greene, Hamblen, 
Hamilton, Hancock, Hawkins, 
Hickman, Jackson, Jefferson, 
Johnson, Knox, Loudon, McMinn, 
McNairy, Meigs, Monroe, 
Morgan, Roane, Robertson, 
Rutherford, Scott, Sevier, Shelby, 
Sullivan, Sumner, Unicoi, Union, 
Washington, Wayne, Williamson
Texas1 Austin, Brazoria, El 
Paso, Fort Bend, Hardin, Harris, 
Jefferson, Liberty, Montgomery

Utah Box Elder, Cache, Davis, 
Morgan, Salt Lake, Summit, 
Tooele, Utah, Wasatch, Weber
Vermont All counties in the state 
of Vermont
Virginia Alexandria City, Arlington, 
Bland, Botetourt, Bristol City, 
Buchanan, Chesapeake City, 
Chesterfield, Craig, Dickenson, 
Fairfax, Fairfax City, Falls Church 
City, Floyd, Franklin, Goochland, 
Grayson, Lee, Hampton City, 
Hanover, Henrico, Loudoun, 
Manassas City, Manassas Park 
City, Montgomery, Newport News 
City, Norfolk, City, Norton City, 
Portsmouth City, Prince William, 
Radford City, Richmond City, 
Roanoke, Roanoke City, Russell, 
Salem City, Scott, Smyth, Suffolk 
City, Tazewell, Virginia Beach City, 
Washington, Wise, Wythe, York
Washington Spokane
Wisconsin Brown, Calumet, 
Dodge, Door, Florence, 
Fond Du Lac, Forest,  
Grant, Green, Green Lake, 
Jefferson, Kenosha, Kewaunee, 
Langlade, Lincoln, Manitowoc, 
Marathon, Marinette, Menominee, 
Milwaukee, Oconto, Oneida, 
Outagamie, Ozaukee, Portage, 
Racine, Rock, Shawano, 
Sheboygan, Walworth, 
Washington, Waukesha, 
Waupaca, Waushara, Winnebago, 
Wood

1 The H3805 HMO plans in the Oregon counties of Clackamas, Lane, Marion, Multnomah, Washington, 
and Yamhill and the H4527 HMO plans in El Paso, Texas, do not participate in UnitedHealth Passport. 
Therefore, members of these plans are not eligible to participate in the program.
Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a 
Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D sponsor. 
Enrollment in these plans depends on the plan’s contract renewal with Medicare.
UHEX17MP3838899_000

How to use the UnitedHealth Passport program.
Before you go. Call the Customer Service number on the back of your member ID card. Give 
your destination’s address and ZIP code, and get help finding in-network doctors nearby.
While you’re away. Use your plan as usual. Visit in-network doctors in any of the counties listed 
above. You’ll pay your usual co-pay or co-insurance for regular care.
When you return home. Passport can only be used for nine months in a row. Call us so we can 
deactivate the program.
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2017 Summary of

BENEFITS
AARP® MedicareComplete Essential® (HMO)

H3307-018

Our service area includes the following counties in:

New York: Bronx, Kings, New York, Orange, Queens, Richmond, Rockland,

Westchester.

Toll-Free 1-800-555-5757, TTY 711
8 a.m. - 8 p.m. local time, 7 days a week

www.AARPMedicarePlans.com

This is a summary of health services provided by AARP® MedicareComplete

Essential® (HMO) January 1st, 2017 - December 31st, 2017.

For more information, please contact Customer Service at:



Summary of Benefits
January 1st, 2017 - December 31st, 2017

We’re dedicated to providing clear and simple information about your plan so you always stay fully
informed. The following information is a breakdown of what we cover and what you pay. This is
called “cost-sharing” or “out-of-pocket” costs. Cost-sharing includes co-pays, co-insurance and
deductibles. This will help you control your health care costs throughout the plan year.

Keep in mind that this isn’t a full list of benefits we provide, it’s just an overview. To get a complete
list, visit our website at www.AARPMedicarePlans.com to see the “Evidence of Coverage” or call
customer service with any questions.

About this plan.

AARP® MedicareComplete Essential® (HMO) is a Medicare Advantage HMO plan with a Medicare
contract.

To join AARP® MedicareComplete Essential® (HMO), you must be entitled to Medicare Part A, be
enrolled in Medicare Part B, live in our service area as listed on the cover, and be a United States
citizen or lawfully present in the United States.

What’s inside?

Plan Premiums, Annual Deductibles, and Benefits

See plan costs including the monthly plan premium, deductible and maximum out-of-pocket limit.

AARP® MedicareComplete Essential® (HMO) has a network of doctors, hospitals, and other
providers. If you use the providers that are not in our network, the plan may not pay for these
services.

You can search for a network provider in the online directory at www.AARPMedicarePlans.com.
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AARP® MedicareComplete Essential® (HMO)

Premiums and Benefits In-Network

Monthly Plan Premium There is no monthly premium for this plan.

Annual Medical Deductible This plan does not have a deductible.

Maximum Out-of-Pocket Amount $6,700 annually for services you receive from
in-network providers.

If you reach the limit on out-of-pocket costs, you keep
getting covered hospital and medical services and we
will pay the full cost for the rest of the year.



AARP® MedicareComplete Essential® (HMO)

Benefits In-Network

Inpatient Hospital Coverage $345 co-pay per day: for days 1-5
$0 co-pay per day: for days 6 and beyond

Our plan covers an unlimited number of days for an
inpatient hospital stay.

Doctor Visits Primary $20 co-pay

Specialists $40 co-pay

Preventive Care Medicare-covered $0 co-pay

Routine physical $0 co-pay; 1 per year

Emergency Care $75 co-pay (worldwide) per visit

If you are admitted to the hospital within 24 hours, you
pay the inpatient hospital co-pay instead of the
Emergency co-pay. See the “Inpatient Hospital Care”
section of this booklet for other costs.

Urgently Needed Services $30 - $40 co-pay

Diagnostic
Tests, Lab
and Radiology
Services,
and X-Rays

Diagnostic
radiology services
(e.g. MRI)

20% of the cost

Lab services $10 co-pay

Diagnostic tests
and procedures

20% of the cost

Therapeutic
Radiology

20% of the cost

Outpatient X-rays $14 co-pay per service
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Benefits In-Network

Hearing Services Exam to
diagnose and
treat hearing and
balance issues

$20 co-pay

Routine
hearing exam

$20 co-pay; 1 per year

Hearing aid $330-$380 co-pay for each hi HealthInnovations™
hearing aid, up to 2 per year (Additional fees with
Power Max model)

Dental Services Preventive $0 co-pay for covered services (exam, cleaning, x-rays,
flouride)

Vision Services Exam to
diagnose and
treat diseases
and conditions
of the eye

$20 co-pay

Eyewear after
cataract surgery

$0 co-pay

Routine eye exam $0 co-pay
Up to 1 every year

Eyewear $0 co-pay every 2 years; up to $70 for frames
(standard lenses included) or $105 for contacts (up to
4 boxes)

Mental
Health Care

Inpatient visit $345 co-pay per day: for days 1-4
$0 co-pay per day: for days 5-90

Our plan covers 90 days for an inpatient hospital stay.

Outpatient group
therapy visit

$30 co-pay

Outpatient
individual
therapy visit

$40 co-pay



Benefits In-Network

Skilled Nursing Facility (SNF) $0 co-pay per day: for days 1-20
$160 co-pay per day: for days 21-62
$0 co-pay per day: for days 63-100

Our plan covers up to 100 days in a SNF.

Rehabilitation
Services

Occupational
therapy visit

$40 co-pay

Physical therapy
and speech
and language
therapy visit

$40 co-pay

Ambulance $275 co-pay

Routine Transportation Not covered

Foot Care
(podiatry
services)

Foot exams
and treatment

$40 co-pay

Routine
foot care

$40 co-pay; for each visit up to 6 visits every year

Medical
Equipment /
Supplies

Durable Medical
Equipment (e.g.,
wheelchairs,
oxygen)

20% of the cost

Prosthetics
(e.g., braces,
artificial limbs)

20% of the cost

Wellness
Programs

Fitness program
through
SilverSneakers®
Fitness program

Basic membership in a fitness program at a network
location.

Medicare
Part B Drugs

Chemotherapy
drugs

20% of the cost

Other Part B
drugs

20% of the cost
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Additional Benefits In-Network

Chiropractic
Care

Manual
manipulation
of the spine
to correct
subluxation

$20 co-pay

Diabetes
Management

Diabetes
monitoring
supplies

$0 co-pay

We only cover blood glucose monitors and test strips
from the following brands: OneTouch Ultra®2 System,
OneTouch UltraMini®, OneTouch Verio®, OneTouch
Verio® Sync, OneTouch Verio® IQ, OneTouch Verio®
Flex System Kit, ACCU-CHEK® Nano SmartView, and
ACCU-CHEK® Aviva Plus.

Diabetes
Self-management
training

$0 co-pay

Therapeutic
shoes or inserts

20% of the cost

Home Health Care $0 co-pay

Hospice You pay nothing for hospice care from any Medicare-
approved hospice. You may have to pay part of the
costs for drugs and respite care. Hospice is covered
by Original Medicare, outside of our plan.

NurseLineSM Speak with a registered nurse (RN) 24 hours a day, 7
days a week

Outpatient Surgery $320 co-pay

Outpatient
Substance
Abuse

Outpatient group
therapy visit

$30 co-pay

Outpatient
individual
therapy visit

$40 co-pay



Additional Benefits In-Network

UnitedHealth Passport® Allows you to access all the benefits you enjoy at
home while you travel within the covered service area
for up to nine consecutive months. You pay your
in-network co-pay or co-insurance when you visit a
participating provider for non-emergency care,
including preventive care, specialist care and
hospitalizations.

Renal Dialysis 20% of the cost
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This information is not a complete description of benefits. Contact the plan for more information.
Limitations, co-payments, and restrictions may apply.

The provider network may change at any time. You will receive notice when necessary.

Benefits, premium and/or co-payments/co-insurance may change on January 1 of each year.

You must continue to pay your Medicare Part B premium.

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies,
a Medicare Advantage organization with a Medicare contract. Enrollment in the plan depends on
the plan’s contract renewal with Medicare. UnitedHealthcare Insurance Company pays royalty fees
to AARP for the use of its intellectual property. These fees are used for the general purposes of
AARP. AARP and its affiliates are not insurers. You do not need to be an AARP member to enroll.

AARP encourages you to consider your needs when selecting products and does not make
specific product recommendations for individuals.

If you want to know more about the coverage and costs of Original Medicare, look in your current
“Medicare & You” handbook. View it online at http://www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 24 hours a day, 7 days a week. TTY users should call
1-877-486-2048.

This document is available in other formats such as Braille and large print. This document may be
available in a non-English language. For additional information, call us at 1-800-555-5757.

This information is available for free in other languages. Please call our customer service number at
1-800-555-5757, TTY 711, 8 a.m. - 8 p.m. local time, 7 days a week.

Esta información está disponible sin costo en otros idiomas. Comuníquese con nuestro Servicio al
Cliente al número 1-800-555-5757, TTY 711, 8 a.m. a 8 p.m. hora local, los 7 días de la semana.



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 1-800-555-5757. 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 1-800-555-5757. Alguien que hable español le podrá ayudar. Este es un servicio gratuito.

Chinese Mandarin: 㒠ⅻ㙟∪⏜忈䤓劊幠㦜┰᧨ソ┸㌷屲䷣␂ℝ⋴ㅆ㒥嗾䓸≬棸䤓↊⇤䠠�桽ᇭⰑ㨫㌷
榏尐㷳劊幠㦜┰᧨庆咃䟄 1-800-555-5757ᇭ�㒠ⅻ䤓₼㠖ぴ⇫ⅉ⛧㈗⃟㎞ソ┸㌷ᇭ�扨㢾₏欈⏜忈㦜
┰ᇭ

Chinese Cantonese: ㌷⺜㒠⊠䤓⋴ㅆ㒥塴䓸≬椹♾厌ⷧ㦘䠠⟞᧨䍉㷳㒠⊠㙟∪⏜彊䤓劊巾�㦜╨ᇭⰑ
榏劊巾㦜╨᧨嵚咃榊1-800-555-5757ᇭ㒠⊠嶪₼㠖䤓ⅉ❰⺖㲑㎞䍉㌷㙟∪ヺ┸ᇭ抨�㢾₏檔⏜彊㦜╨ᇭ

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 1-800-555-5757. Maaari kayong tulungan ng isang
nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d’interprétation pour répondre à toutes vos
questions relatives à notre régime de santé ou d’assurance-médicaments. Pour accéder au service
d’interprétation, il vous suffit de nous appeler au 1-800-555-5757. Un interlocuteur parlant Français
pourra vous aider. Ce service est gratuit.

Vietnamese: &K¼QJ�W¶L�Fµ�G୽FK�Y஗�WK¶QJ�G୽FK�PL୷Q�SK¯�Ó୵�WU୕�OஏL�F£F�F¤X�K஁L�Y୳�FKŲţQJ�V஛F�NK஁H�Y¢
FKŲţQJ�WU®QK�WKXஃF�PHQ��1ୱX�TX¯�Y୽�F୙Q�WK¶QJ�G୽FK�YL¬Q�[LQ�J୿L 1-800-555-5757�V୯�Fµ�QK¤Q�YL¬Q�QµL
WLୱQJ�9L୹W�JL¼S�Óஓ�TX¯�Y୽��Ò¤\�O¢�G୽FK�Y஗�PL୷Q�SK¯�

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem
Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-555-5757. Man
wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: 鲮ꩡ鱉�넍ꊁ�ꚩ뾍�鿅鱉�꼲븽�ꚩ뾍꾅�隵뼑�덽ꓭ꾅�鲪뼩�麑ꍡ隕녅�ꓩꊁ�뭪꾢�꫑ꟹ걙ꌱ
뇑險뼍隕�넽걪鱽鲙��뭪꾢�꫑ꟹ걙ꌱ�넩끞뼍ꇙꐩ�놹쀉1-800-555-5757꘽냱ꈑ�ꓭ넍뼩�늱겢겑꿙�
뼑霢꽩ꌱ�뼍鱉�鲩鲮녅閵�鵹꿵�麑ꍩ�阸넺鱽鲙��넩�꫑ꟹ걙鱉�ꓩꊁꈑ�끩꾶鷞鱽鲙�

Russian: ̬͒͘͏�͚�͉͇͘�͉͕͎͔͏͔͚͙͑�͉͕͖͕͗͘͢�͕͙͔͕͘͏͙͔͕͌͒ͣ�͙͇͕͉͕͕͗͊͘͜�͏͒͏�͓͌͋͏͇͓͔͙͔͕͕͑͌͊�͖͇͔͇͒�
͉͢�͓͕͍͙͌͌�͉͕͖͕͎͕͉͇͙͒ͣͣͦ͘͘�͔͇͟͏͓͏�͈͖͇͙͔͓͌͒͘͢͏�͚͚͇͓͒͊͘͏�͖͉͕͌͗͌͋͞͏͕͉͑��͙͕͈̾͢
͉͕͖͕͎͕͉͇͙͒ͣͣͦ͘͘�͚͚͇͓͒͊͘͏�͖͉͕͌͗͌͋͞͏͇͑��͖͕͎͉͕͔͏͙͌�͔͇͓�͖͕�͙͕͔͚͌͒͌͛ 1-800-555-5757��̩͇͓
͕͇͍͙͑͌�͖͕͓͕ͣ͠�͕͙͚͔͗͋͘͏͑��͕͙͕͑͗͐͢�͕͉͕͊͗͏͙�͖͕�S͚͑͘͘͏��̫͇͔͔͇ͦ�͚͚͇͒͊͘�͈͖͇͙͔͇͌͒ͦ͘�

Plan IN
FO

R
M

ATIO
N



Arabic:

Hindi: ֆ֭֍֡֐��֌֧֚֞֒֞֐ե�ը֌շ֧�շ֚֟֠�֏֠�֌֭֭֒֘֊�շ֧�վ֗֞֎�ֈ֧֊֧�շ֧�֔֟ձ�֛֧֐�֧֒֞֎�և֑֭�֑֞�ֈ֗֞�շ֠�֑֫վ֊֞�շ֧֭֚֭֚֞֗�֧֒֞֐֛
ֈ֡֏֑֞֙֟֞�֧֚֗֞ձդ�ի֌֔֎֭։�֛֨ե��ձշ�ֈ֡֏֑֞֙֟֞�֌֭֒֞֌֭ֆ�շ֒֊֧�շ֧�֔֟ձ��֎֚�֛֧֐ե 1-800-555-5757�֌֒�֍֫֊�շ֧֒ե��շ֫ժ�֑֭֗շ֭ֆ֟
վ֫�֛֟֊֭ֈ֠�֎֫֔ֆ֞�֛֨�ը֌շ֠֐�ֈֈ�շ֒�֚շֆ֞�֛֨��֑֛�ձշ֡֐�֍֭ֆ�֧֚֗֞�֛֨�

Italian: È disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul
nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-555-5757. Un
nostro incaricato che parla Italianovi fornirà l’assistenza necessaria. È un servizio gratuito.

Portugués: Dispomos de serviços de interpretação gratuitos para responder a qualquer questão
que tenha acerca do nosso plano de saúde ou de medicação. Para obter um intérprete,
contacte-nos através do número 1-800-555-5757. Irá encontrar alguém que fale o idioma Português
para o ajudar. Este serviço é gratuito.

French Creole: Nou genyen sèvis entèprèt gratis pou reponn tout kesyon ou ta genyen konsènan
plan medikal oswa dwòg nou an. Pou jwenn yon entèprèt, jis rele nou nan 1-800-555-5757. Yon
moun ki pale Kreyòl kapab ede w. Sa a se yon sèvis ki gratis.

1PMJTI��6NPļMJXJBNZ�CF[QĂBUOF�TLPS[ZTUBOJF�[�VTĂVH�UĂVNBD[B�VTUOFHP
�LU³SZ�QPNPļF�X�V[ZTLBOJV
PEQPXJFE[J�OB�UFNBU�QMBOV�[ESPXPUOFHP�MVC�EBXLPXBOJB�MFL³X��"CZ�TLPS[ZTUBÇ�[�QPNPDZ
UĂVNBD[B�[OBKÅDFHP�KÙ[ZL�QPMTLJ
�OBMFļZ�[BE[XPOJÇ�QPE�OVNFS 1-800-555-5757��5B�VTĂVHB�KFTU
CF[QĂBUOB�

Japanese: ㇢䯍ቑ⋴ㅆ�⋴ㅆ≬椉ቋ堻❐�⑵㡈堻ኴ዆ዐ቎栱ሼቮሷ役⟞቎ር䷣ራሼቮቂቤ�቎ᇬ䎰㠨ቑ
抩峂ኒዙኰኖሯሥቭቡሼሷሹሧቡሼᇭ抩峂ትሷ䞷✌቎ቍቮ቎ቒᇬ1-800-555-5757�቎ር榊崀ሲቃሸ
ሧᇭ㡴㦻崭ት崀ሼⅉ�劔�ሯ㞾㚃ሧቂሺቡሼᇭሶቯቒ䎰㠨ቑኒዙ�ኰኖቊሼᇭ

7575-555-008-1



Vendor Information

Before contacting any of the providers below you must be fully enrolled in AARP®
MedicareComplete Essential® (HMO).

Benefit Type Vendor Name Contact Information

Hearing Exams Plan network providers in
your service area

1-800-643-4845, TTY 711
8 a.m. - 8 p.m. local time, 7 days a week

Hearing Aids hi HealthInnovations™ 1-855-523-9355, TTY 711
9 a.m. - 5 p.m. Central Standard Time, Monday
- Friday
www.hihealthinnovations.com

Vision Care UnitedHealthcare Vision® 1-800-643-4845, TTY 711
8 a.m. - 8 p.m. local time, 7 days a week

Dental Services UnitedHealthcare Dental
Oxford

1-800-643-4845, TTY 711
8 a.m. - 8 p.m. local time, 7 days a week

NurseLine NurseLineSM 1-877-365-7949, TTY 711
24 hours a day, 7 days a week

Fitness
Membership

SilverSneakers® Fitness
program

1-888-423-4632, TTY 711
8 a.m. - 8 p.m. Eastern Standard Time,
Monday - Friday
silversneakers.com

AANY17HM3865834_000
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UnitedHealthcare - H3307

2016 Medicare Star Ratings*

The Medicare Program rates all health and prescription drug plans each year, based on a plan’s 

quality and performance. Medicare Star Ratings help you know how good a job our plan is doing. 

You can use these Star Ratings to compare our plan’s performance to other plans. The two main 

types of Star Ratings are:

1. An Overall Star Rating that combines all of our plan’s scores. 

2. Summary Star Rating that focuses on our medical or our prescription drug services. 

Some of the areas Medicare reviews for the ratings include:

• How our members rate our plan’s services and care;

• How well our doctors detect illnesses and keep members healthy;

• How well our plan helps our members use recommended and safe prescription medications

For 2016, UnitedHealthcare received the following Overall Star Rating from Medicare:

3.5 stars

We received the following Summary Star Rating for UnitedHealthcare’s health/drug plan services:

Health Plan Services:
3.5 stars

Drug Plan Services:
4 stars

The number of stars shows how well our plan performs.

excellent

above average

average

below average

poor

Learn more about our plan and how we are different from other plans at www.medicare.gov.

You may also contact us 8 a.m. - 8 p.m. local time, 7 days a week at 800-555-5757 (toll-free) or 711 

(TTY).

Current members please call 800-643-4845 (toll-free) or 711 (TTY).

*Star Ratings are based on 5 Stars. Star Ratings are assessed each year and may change from one 

year to the next.

Y0066_H3307_A_PR2016 Accepted AANY16HM3780151_000



Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies. A
Medicare Advantage organization with a Medicare contract. Enrollment in these plans depends on the
plan’s contract renewal with Medicare. UnitedHealthcare Insurance Company pays royalty fees to AARP
for the use of its intellectual property. These fees are used for the general purposes of AARP. You do not
need to be an AARP member to enroll in a Medicare Advantage or Prescription Drug Plan. AARP and its
affiliates are not insurers. AARP encourages you to consider your needs when selecting products and
does not make specific product recommendations for individuals.

This information is not a complete description of benefits. Contact the plan for more information.
Limitations, co-payments, and restrictions may apply.

Benefits, premium and/or co-payments/co-insurance may change on January 1 of each year.

The provider network may change at any time. You will receive notice when necessary.

You must continue to pay your Medicare Part B premium, if not otherwise paid for under Medicaid or by
another third party.

Out-of-network/non-contracted providers are under no obligation to treat UnitedHealthcare members,
except in emergency situations. For a decision about whether we will cover an out-of-network service, we
encourage you or your provider to ask us for a pre-service organization determination before you receive
the service. Please call our customer service number or see your Evidence of Coverage for more
information, including the cost-sharing that applies to out-of-network services.

Medicare evaluates plans based on a 5-Star rating system. Star Ratings are calculated each year and may
change from one year to the next.

This information is available for free in other languages. Please call our customer service number located
on the first page of this book.

Esta información esta disponible sin costo en otros idiomas. Comuníquese con nuestro número de
Servicio al Cliente situado en la cobertura de este libro.

Your Plan may contain one or more of the following:

Your Plan may contain one or more of the following:
NurseLineSM

This service should not be used for emergency or urgent care needs. In an emergency, call 911 or go to
the nearest emergency room. The information provided through this service is for informational purposes
only. The nurses cannot diagnose problems or recommend treatment and are not a substitute for your
doctor's care. Your health information is kept confidential in accordance with the law. The service is not an
insurance program and may be discontinued at any time.

SilverSneakers®
Consult a health care professional before beginning any exercise program. Availability of the
SilverSneakers program varies by plan/market. Refer to your Evidence of Coverage for more details.
Healthways and SilverSneakers are registered trademarks of Healthways, Inc. and/or its subsidiaries. ©
2016 Healthways, Inc. All rights reserved.

Y0066_160705_121514 Accepted AAEX17HM3883146_000
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Hi HealthInnovations
This hearing program is provided through UnitedHealthcare and is not endorsed by or affiliated with
AARP.

Y0066_160705_121514 Accepted AAEX17HM3883146_000
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INFORMATION



Non-Discrimination Notice
UnitedHealthcare Insurance Company, on behalf of itself and its affiliated companies, 
complies with applicable Federal civil rights laws and does not discriminate on the basis of 
race, color, national origin, age, disability, or sex. UnitedHealthcare does not exclude people 
or treat them differently because of race, color, national origin, age, disability, or sex. 

UnitedHealthcare: 
x Provides free aids and services to people with disabilities to communicate

effectively with us, such as:
R Qualified sign language interpreters
R Written information in other formats (large print, audio, accessible electronic

formats, other formats).
x Provides free language services to people whose primary language is not English,

such as:
R Qualified interpreters
R Information written in other languages.

If you need these services, please call the Customer Service number at the front of this 
booklet, TTY 711. 

If you believe that UnitedHealthcare 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:  

Civil Rights Coordinator
UnitedHealthcare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UT 84130
UHC_Civil_Rights@uhc.com

You can file a grievance by mail or email. If you need help filing a grievance, our Civil 
Rights Coordinator is available to help you. 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 

, or by mail or phone at:  

U.S. Department of Health and Human Services  
200 Independence Avenue SW., Room 509F, HHH Building 
Washington, DC 20201  
1-800-368-1019, 800-537-7697 (TDD). 
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ATTENTION: If you speak English, language assistance services, free of charge, are available
to you. Please call the Customer Service number at the front of this booklet.

Español (Spanish)
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame
al número de Servicio al Cliente que se encuentra en la portada de esta guía.

⦾⦾㧓୰ᩥ (Chinese)

㲐シ烉⤪㝄ぐἧ䓐䷩橼ᷕ㔯炻ぐ⎗ẍ⃵屣䌚⼿婆妨㎜≑㚵⊁ˤ嵚㜴㓢㦻㓚␙⺐槱䤓⸱㓅㦜╨捷

榊崀壮䭋ᇭ

7iӃnJ�9iӋW�(9ieWnaPese)�
C+Ò�é:��NӃu�bҥn�nói�TiӃng�9iӋt,�có�cic�dӏch�vө�hӛ�trӧ�ng{n�ngӳ�miӉn�phí�djnh�cho�bҥn.��sui�lžng�gҸi�
sҺ�Ĝiҵn�tŚoҢi�cӆa�ďan��ҷcŚ�vӅ�,Ҿi�viġn�gŚi�pŚía�trӇӀc�tҨp�sĄcŚ�năǇ.

䚐ạ㛨 (Korean)
㨰㢌aGG䚐ạ㛨⪰G㇠㟝䚌㐐⏈Gᷱ㟤SG㛬㛨G㫴㠄G㉐⽸㏘⪰Gⱨ⨀⦐G㢨㟝䚌㐘G㍌G㢼㏩⏼␘UGG㢨G㵹㣄G

㚒G䓌㢨㫴㜄G㢼⏈GḔᵑG㉐⽸㏘G㤸䞈ⶼ䝬⦐Gⱬ㢌䚌㐡㐐㝘U

Tagalog (Tagalog – Filipino)
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Pakitawagan ang numero ng Customer Service na nasa harap ng booklet na
ito.

Ɋɭɫɫɤɢɣ�(5Xssian)�
ȼɇɂɆȺɇɂȿ:��ȿɫɥɢ�ɜɵ�ɝɨɜɨɪɢɬɟ�ɧɚ�ɪɭɫɫɤɨɦ�ɹɡɵɤɟ,�ɬɨ�ɜɚɦ�ɞɨɫɬɭɩɧɵ�ɛɟɫɩɥɚɬɧɵɟ�ɭɫɥɭɝɢ�ɩɟɪɟɜɨɞɚ.�
ʯ̨̛̦̯̖̏�̨̪�̨̦̥̖̬̱�̴̨̯̖̣̖̦̌�ʽ̯̖̣̔̌�̨̪�̨̬̯̖̌̍�̭�̡̛̛̣̖̦̯̥͕̌�̡̨̱̦̦̥̱̌̌̚�̦̌�̶̨̛̣̖̜̏�
̨̨̭̯̬̦̖�̨̦̦̜̔̌�̨̬̹̬̼̍̀.

ΔϴΑήόϟ΍(Arabic)
��.ϥΎΠϤϟΎΑ�Ϛϟ�ήϓ΍ϮΘΗ�ΔϳϮϐϠϟ΍�ΓΪϋΎδϤϟ΍�ΕΎϣΪΧ�ϥΈϓ�ˬΔϐϠϟ΍�ήϛΫ΍�ΙΪΤΘΗ�ΖϨϛ�΍Ϋ·��:ΔυϮΤϠϣ�ΔϣΩΧ�ϡϗέ�ϰϠϋ�ϝΎλΗϻ΍�ϰΟέϳ

ΏϳΗϛϟ΍�΍Ϋϫ�ΔϣΩϘϣ�ϲϓ�˯ϼϣόϟ΍.

Kreyòl Ayisyen (French Creole)
ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.
Tanpri rele nimewo Sèvis Kliyantèl la ki devan tiliv sa a.

Français (French)
ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement.
Veuillez appeler le service clientèle au numéro figurant au début de ce guide.

Polski (Polish)
UWA*A:��-eĪeli�mówisz�po�polsku,�moĪesz�skorzystaü�z�bezpáatneM�pomocy�MĊzykoweM.��Prosimy
zadzwoniđ�pod�numer�dziaųu�obsųugi�klienta�podany�na�okųadce�teũ�broszury.

Português (Portuguese)
ATENÇÃO: Se fala português, encontram-se disponíveis serviços linguísticos, grátis. Ligue para o
número de telefone do Serviço ao Cliente na frente deste folheto



Italiano (Italian)
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Si prega di chiamare il numero del Servizio alla clientela indicato all’inizio di questo
libretto.

Deutsch (German)
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfügung. Bitte rufen Sie den Kundendienst unter der Telefonnummer auf der Vorderseite
dieser Broschüre an.

᪥᪥ᮏㄒ (Japanese)
ὀព஦㡯㸸᪥ᮏㄒࢆヰࡿࢀࡉሙྜࠊ↓ᩱࡢゝㄒᨭ᥼ࡈࢆ฼⏝ࠋࡍࡲࡅࡔࡓ࠸ᮏ෉Ꮚࡢ⾲

⣬࡟グ㍕ࡢࢫࣅ࣮ࢧ࣮࣐ࢱࢫ࢝ࡿ࠸࡚ࢀࡉ㟁ヰ␒ྕ࠾࡟㟁ヰࠋ࠸ࡉࡔࡃ

̶γέΎϓ (Farsi)

ϪΟϭΗ�Ύϣη�̵΍έΑ�ϥΎ̴ϳ΍έ�ΕέϭλΑ�̶ϧΎΑί�ΕϼϳϬγΗ�ˬΩϳϧ̯�̶ϣ�ϭ̴Ηϔ̳�̶γέΎϓ�ϥΎΑί�ϪΑ�έ̳΍��
�.ΩηΎΑ�̶ϣ�ϡϫ΍έϓ.Ωϳέϳ̴Α�αΎϣΗ�Ϫ̩ΑΎΗ̯�ϥϳ΍�ΩϠΟ�̵ϭέ�έΑ�Ύοϋ΍�ΕΎϣΩΧ�ϥϔϠΗ�ϩέΎϣη�ΎΑ�˱Ύϔρϟ

Ǒ¡Ȳ�ȣ�
Hindi)
᭟֑֞֊ ֈᱶ: ֑ᳰֈ�ը֌�Ǒ¡Ȳ�ȣ ֎֫֔ֆ�֧֛�ᱹֆ֫�ը֌շ֧�֟֔ձ֡֐�᭢ֆ֐�ᱶ�֏֞֙֞�֛֑֚֞ֆ֞�֧֚֗֞ձե�ի֌֔᭣։�֛ᱹֿ ��Ǚ ��ȡ�^ ��Ǖǔè��ȡ��ȯ
]�������Ǒ�f��f�Ēȡ¡�� ȯ�ȡ��Ȳ�������Ȩ����Ʌ�@
əɸʌɼʗɼʍ (Armenian)
ɡɫɠɊɍɩɡɫɒɞɡɫɟɵ Ɏʀɼ ʄʏʔʏʙʋ ɼʛ ʇɸʌɼʗɼʍ,ɸʑɸ ʈɼɽ ɸʍʕʊɸʗ ʆɸʗʏʉ ɼʍ ʖʗɸʋɸɻʗʕɼʃ
ʃɼɽʕɸʆɸʍ ɸʒɸʆʘʏʙʀʌɸʍ ʅɸʓɸʌʏʙʀʌʏʙʍʍɼʗ: ɖʍɻʗʕʏʙʋ�ɾ�ɽɸʍɺɸʇɸʗɼʃ�əɸʊɸʄʏʗɻʂ�
ʔʑɸʔɸʗʆʋɸʍ�ʇɸʋɸʗʏʕ��ʏʗɿ�ɺʖʍʕʏʙʋ�ɾ�ɸʌʔ�ɺʗʛʏʙʌʆʂ�ʊɸʆɸʖʂʍ�

ȤkK^hSj�
Gujarati)

ɅkIWh: Ks�S\p ȤkK^hSj�Zs_Sh�es, Ss�iW:ɃkƣD�[hch�deh]�dpahB S\h^h�\hN° ;X_ƞV Jp.
\e°̂ ZhWj�D^��8 ȶk�ƨSDhWh�8F`Wh�[hF\h5�8Xp_�DƨN\^�dia�d�W5Z^�;X^�Ds_�D^s�
Hmoob (Hmong)
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Thov hu
rau Chaw Pab Qhua tus xov tooj ntawm nplooj npog phau ntawv no.

ϭΩ˵έ˵΍(Urdu)
ΘϟϮΑ�ϭΩέ΍�̟΁�ή̳΍�:έ΍ΩήΒΧف�ϴ٫�ΏΎϴΘγΩ�ؐϴϣ�Ζϔϣ�ΕΎϣΪΧ�̶̯�ΩΪϣ�̶̯�ϥΎΑί�Ϯ̯�̟΁�ϮΗ�ˬؐϴ٫ؐ�ل�

΋΍ήΑف�ΑΎΘ̯�α΍�ϡή̯̪؟�̯ف�Ϡ٬̡ف�Τϔλ؟�ϳή̯�ϝΎ̯ή̡�ήΒϤϧ�αϭήγ�̮٫Ύ̳�ΩϮΟϮϣ�ή̡ؐل

ȇâūŸ��Cambodian)

ŹŒůȱĹŎȽ ȆŒǿƕǣōćƨŎÝōǣŲů ŨƘȇâūŸ, ȆƕƅĄȍōǻůȇśŎÝŨƘ�ȆğůŪǣōçǣĹĉŎǼŽ�çǱƫúŭōƕȍŻŒșŒȍȆŸǪƨŎÝȻ��ƕǸŪŃǸŸƕȱŠńȆŇȆŽâȆƕƅƨĹǣľǣĄō ȆőåõŪǵâȈōÝǸōȆƕȄƂȆũȆōȑȻ
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S� FaUc�
Punjabi)

bQ6R�bP=��Ff�Nd^��S� FaUc�UhZPf�_h, N��Va]a�b\Ǌ D�^_a7Na� f̂\a�Nd_aKf�Z8�WdTN�9SZUQ�_g��b?YSa�?Y?f
7^�Sd^bN?a�Pf�5AZf�b_Ǌ f̂�b\D�bPǊ Nf�A;�Aa_?� f̂\a�R� UY�'Nf�?aǊZ�?Yh��

ąđáĊđ��Bengali)
ĊǘƟ ï˙Ăâ�ĈĒĀ�äăĒĂ�ąđáĊđ��ïÿđ�ąĊĘþ�ăđĘĉĂ��þđĎĘĊ�ĒĂâðĉôđĠ�ĆđČđ�čĎđĠþđ�ăĒĉĘČąđ�çăĊɇ�äĘõ@
ãĂĔƣĎ�ïĘĉ�ëå�ăĔĒʅïđĉ�čđćĘĂ�ĺĀíĠđ�ƣđĎï�ĺčąđ�ąđ�ïđɳćđĉ�čđĒĆŪ č�Ă˘Ęĉ�ïĊ�ï˙ĂÞ

ʹʩʣʩʠ(Yiddish)
�.ʬʠʶʴʠ�ʯʥʴ�ʩʩʸʴ�ʱʲʱʩʥʥʸʲʱ�ʳʬʩʤ�ʪʠʸʴʹ�ʪʩʩʠ�ʸʠʴ�ʯʠʤʸʠʴ�ʯʲʰʲʦ�,ʹʩʣʩʠ�ʨʣʲʸ�ʸʩʠ�ʡʩʥʠ�:ʭʠʦʷʸʲʮʴʩʥʠ�ʨʴʥʸ�ʲʨʩʡ

.ʬʫʩʡ�ʭʲʣ�ʯʥʴ�ʢʰʠʴʰʠ�ʭʩʩʡ�ʨʩʩʨʹ�ʱʠʥʥ�ʸʲʮʥʰ�ʱʩʥʥʸʲʱ�ʸʲʮʥʨʱʠʷ�ʩʣ

���0� (Amharic)
�8n·>˶��Õ��ô,p�L�L���0���
��Õp0õ ��0ßn�á0ñqxŃ�[�Ģ�
ØùÊ½p�kÅ÷ìkº�Ł��^¤½ [Ç	
\¤�p İp �İp �Ú Ø�¼� ÕÜ�[�x �ô�ù�p DČ0 ÚÜ¼�ŁŁ�

£µ¬µÅ�¥�(Thai)
Á¦̧¥�: �oµ�»�¡¼�£µ¬µÅ�¥�»�­µ¤µ¦�Ä�o�¦·�µ¦�nª¥Á® º̈°�µ�£µ¬µÅ�o¢¦̧��ѱюічѱъіћѤёъҙщѩкўєѥѕѯјећѬьѕҙэіѧдѥіјѬдз Җѥ
оѩѷкѠѕѬҕъѨѷч Җѥьўь ҖѥеѠкѝєѫчѯјҕєьѨѸ

Oroomiffa (Oromo)
XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni
argama. Maaloo fuula barruulee kana irraa karaa lakkoofsa bilbilaa Tajaajila Maamiltootaatiin
bilbili.

Ilokano (Ilocano)
PAKDAAR: Nu saritaem ti Ilocano, ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket
sidadaan para kenyam. Maidawat nga awagan iti numero ti Customer Service ayan iti sango na
daytoy nga booklet.

ƐƞƗƞƕƞƖ��Lao)
ƫƍƇƅƞƌ��Ɖǚ ƞƖǙ ƞ ƊǙ ƞƋƩƖǗ ǚ ƞƐƞƗƞ ƕƞƖ, ƀƞƋƌǞ ƕǑ ƀƞƋƅǙ ƖƆƩƘǘǔ ƙƇǚ ƞƋƐƞƗƞ� ƫƇƆƌǞǙ ƩƗǐ ǟƂǙ ƞ� ƪƒǙ Ƌƒǒ Ɛǚ ƙƒƬƘǚ ƊǙ ƞƋ�
ƀƜƕǕ ƋƞƫƊƘƞƩƌǒ ƌǞ ƕǑ ƀƞƋƕǖ ƀƂǚ ƞ�ƊǒǙ ƓǖǙ Ƈǚ ƞƋƿǚ ƞƁƙƃƍǓ ǚ ƒƂǖ Ǚ ƒǔ Ƌǒ ǚ

Shqip (Albanian)
KUJDES: Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës gjuhësore, pa pagesë. Ju
lutemi merrni në telefon numrin e shërbimit për klientin (Customer Service) në kapakun e kësaj
broshure.

Srpsko-hrvatski (Serbo-Croatian)
2%$9-(â7(1-(���$NR�JRYRULWH�VUSVNR�KUYDWVNL��XVOXJH�MH]LþNH�SRPRüL�GRVWXSQH�VX�YDP�
besplatno. Molimo nazovite broj sluǎbe za korisnike sa naslovne strane ove knjiǎice.

˄̡̡̬̟̦̭̌̽̌�(hkrainian)�
ɍȼȺȽȺ���əɤɳɨ�ɜɢ�ɪɨɡɦɨɜɥɹɽɬɟ�ɭɤɪɚʀɧɫɶɤɨɸ�ɦɨɜɨɸ,�ɜɢ�ɦɨɠɟɬɟ�ɡɜɟɪɧɭɬɢɫɹ�ɞɨ�ɛɟɡɤɨɲɬɨɜɧɨʀ�
ɫɥɭɠɛɢ�ɦɨɜɧɨʀ�ɩɿɞɬɪɢɦɤɢ.��˃̴̨̖̣̖̦̱̜̯̖�̌̚�̨̨̦̥̖̬̥�̴̨̯̖̣̖̦̱�ʦ̞̞̣̱̔̔�̨̪�̨̨̬̯̞̍�̚�̡̛̣̞̦̯̥͕̿̌�
̡̨̦̥̱̏̌̌̚�̦̌�̶̨̛̣̞̜̽̏�̨̨̭̯̬̦̞�̶̞̟̿�̨̛̬̹̱̬̍.



�ȯ�ȡ�ȣ�
Nepali)
Ú�ȡ��Ǒ��Ǖ¡Ȫ  Q: ��ȡ ɍ̂�ȯ��ȯ�ȡ�ȣ �Ȫã�Ǖ¡ǕÛ����ȯ���ȡ ɍ̂�Ȫ�Ǔ�ǔà���ȡ�ȡ� ¡ȡ��ȡ� ȯ�ȡ¡Ǿ�Ǔ�Ȭ�Ǖã��Ǿ��ȡ�`��Þ����@��Ǚ ��ȡ
�Ȫ �Ǘǔè��ȡ�Ȫ \�ȡͫ� `� Q��ȯ� �ǐ�f� Ēȡ¡�  ȯ�ȡ (Customer Service) �ȡ �� ��Ǖ[¡Ȫ  Q@
Nederlands (Dutch)
AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten.

Gelieve het telefoonnummer van de Consumentenservice die op de voorkant van dit boekje geschreven
staat op te bellen.

unD (Karen)
ymol.ymo;=erh>uwdRAunDAusdmtCd<AerRM>Ausdmtw>rRpXRvXAwvXmbl.vXmphRAeDwrHRb.ohM.
vDRIA0Ho;plRud;b.w>rRpXRtw>zH;w>rRvXySRolw>wz.t*D>tvDwJpdeD>*H>vXttd.vXvHm'k;oh.ngw>wbh.tHRtrJmngM.w
uh>I

*DJDQD�ID
D�6ƗPRD��6DPRDQ��
0O�LOU�SILAFIA:�Afai�e�te�tautala��Gagana�fa'a�SƗmoa,�o�loo�iai�auaunaga��fesoasoan,�e�fai�fua�e�leai�
se totogi, mo oe, Faamolemole telefoni le numera a le Customer Service o loo i luma o lenei tama'itusi.

.DMLQ�ুDMǀশ��0DUVKDOOHVH��
LALE:�fe�kwǀj�kǀnono�Kajin�ুajǀশ,�kwomaroñ�bǀk�jerbal�in�jipañ�ilo�kajin�৆e�aূ�ejjeশӑk�wǀ৆ƗƗn.�
Kwon�kal܃Ҹk�nƃ܉ba�in�telpon�in�JipaŹ�Źan�Zi�tia�eo�ej�jeje�i܉aan�buk�in.

Zomąnĉ�(Zomanian)�
ATEN܉IE:��Dacă�vorbi܊i�limba�romknă,�vă�stau�la�dispozi܊ie�servicii�de�asisten܊ă�lingvistică,�gratuit.��Vĉ�
rugĉm�sĉ�sunaƜi�la�numĉrul�Serviciului�ClienƜi�de�pe�partea�din�faƜĉ�a�acestei�broƕuri.

Foosun Chuuk (Trukese)
MEI AUCHEA: Ika iei foosun fonuomw: Foosun Chuuk, iwe en mei tongeni omw kopwe angei aninisin

chiakku, ese kamo. Kosemochen kokori ewe nampan Customer Service (Pekin Aninisin Aramas)
mei pachanong nepoputan ei pwuk.

Tonga (Tongan)
FAKATOKANGA’I: Kapau ‘oku ke Lea-Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai atu ha

tokoni ta’etotongi, pea teke lava ‘o ma’u ia. Kataki�o�tĈ�ki�he�fika�ae�vaha�kihe�kau�kasitomaa�͚oku�
tuku atu ihe tohi ni.

Bisaya (Bisayan)
ATENSYON: Kung nagsulti ka og Cebuano, aduna kay magamit nga mga serbisyo sa tabang sa

lengguwahe, nga walay bayad. Palihog kog tawag sa customer service nga numero sa atubangan aning
booklet.

Ikirundi (Bantu – Kirundi)
ICITONDERWA: Nimba uvuga Ikirundi, uzohabwa serivisi zo gufasha mu ndimi, ku buntu.

Wohamagara ku numero y’ ubudandaji iri imbere kuri kano gatabo.

Kiswahili (Swahili)
KUMBUKA: Ikiwa unazungumza Kiswahili, unaweza kupata, huduma za lugha, bila malipo.

Tafadhali piga nambari ya Huduma kwa Wateja iliyoko mbele ya kijitabu hiki.
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Bahasa Indonesia (Indonesian)
PERHATIAN: Jika Anda berbicara dalam Bahasa Indonesia, layanan bantuan bahasa akan tersedia
secara gratis. Silakan menghubungi nomor Layanan Pelanggan di halaman muka buklet ini.

Türkçe (Turkish)
DøKKAT:��E÷er�Türkçe�konuúuyor�iseniz,�dil�yardÕmÕ�hizmetlerinden�ücretsiz�olarak�yararlanabilirsiniz.�
Lütfen�bu�kitapçŦŒŦn�Ƃn�tarafŦnda�yer�alan�MüƔteri�Hizmetleri�numarasŦnŦ�arayŦnŦz.

�̵ΩέϮ̯(Kurdish)
�̶ϧΎϣί�ϪΑ�έϪ̳Ϫ΋��:̵έ΍ΩΎ̳Ύ΋̵Ωέϭ̯��.ϪΘγ̈ΩέϪΑا�Ηا�Α�ˬ̶ϳ΍֘اΧϪΑ�ˬϥΎϣί�̶ΗϪϣέΎϳ�̶ϧΎ̯Ϫϳέ΍ίϮ̴ΗϪϣΰΧ�ˬΖϳϪ̯̈Ω�ϪγϪϗ�ϪϳΎ̰Η

.̈ϭϮΗΎϫ�΍ΩϪϳϪ̰ϠϴϣΎϧ�ϡϪ΋�̵ΎΗ̈έϪγ�Ϫϟ�Ϫ̯�ϥΎϣ΍ΪϧϪ΋�̶ϳ΍έاΧϪΑ�̶ϧاϓϪϟϪΗ�̈έΎϣ̫�ϪΑ�Ϫ̰Α�̵Ϊϧ̈ϮϳϪ̡

Įm_¡E��̝Teluga)
bƘTţ ĳ¿Mś3Ĭ�: @CĺÂ` Ǿ]  Įm_¡E� ĵ�c [�M�ų O¦R§VŤMųķĮn,Ǿ ĥó]C¡ Įm_¡E� ĵ�ȍf dȏ\C ĽÐa_¡
9ǩR3Ħf _ǻȎfŠ ķ. 8�ǩ] Ƿû RŠ 3�[�3Ti�aTŢ�93Ĭn�Cȍfś [Ȼ�ĽÐĺf�d3DŪC¡�T\ĨnĽg�ĥf_ÌŖ\3Ĭ�̣

7huܧƾMaƾ�(1ilRWiF�±�'iQNa)��
3,ƽ�K(1(:�Na�ye�jam�në�Thuܧƾjaƾ,�ke�kuܧny�yenë�kܧc�waar�thook�atࡇܧ �kuka�lëu�y|k�abac�ke�cwn�wënh�
cuatë piny. Cࠪl�namba�de�kࠪc�yenë�ke࠹�ƂƂc�enࠪy�keek�tࠪȋ�tueeż�në�yë�bużë�kࠪȋu.

Norsk (Norwegian)
MERK: Hvis du snakker norsk, er gratis språkassistansetjenester tilgjengelige for deg. Ring
kundeservicenummeret på fremsiden av dette heftet.

Català (Catalan)
ATENCIÓ: Si parleu Català, teniu disponible un servei d”ajuda lingüística sense cap càrrec. Truqueu al
número de servei al client que es troba a la primera pàgina d’aquest fullet.

ʄʄɻʆɿʃɳ�('reek)�
ȆȇȅȈȅȋǾ:�ǹȞ�ȝȚȜȐĲİ�İȜȜȘȞȚțȐ,�ıĲȘ�įȚȐșİıȒ�ıĮȢ�ȕȡȓıțȠȞĲĮȚ�ȣʌȘȡİıȓİȢ�ȖȜȦııȚțȒȢ�ȣʌȠıĲȒȡȚȟȘȢ,�ȠȚ�
ȠʌȠȓİȢ�ʌĮȡȑȤȠȞĲĮȚ�įȦȡİȐȞ.�Ʌɲʌɲʃɲʄɸʀʍʏɸ�ʆɲ�ʃɲʄɹʍʏɸ�ʏʉʆ�ɲʌɿɽʅʊ�ȵʇʐʋɻʌɹʏɻʍɻʎ�Ʌɸʄɲʏʙʆ�ʍʏʉ�
ʅʋʌʉʍʏɿʆʊ�ʅɹʌʉʎ�ɲʐʏʉʑ�ʏʉʐ�ʔʐʄʄɲɷʀʉʐ.

Igbo asusu (Ibo)
Ige nti: O buru na asu Ibo asusu, enyemaka diri gi site na Biko�kpҸҸ�nomba�ndi�ntuzi�aka�di�n’ihu�
ntakiri akwukwo a.

èdè Yorùbá (Yoruba)
AKIYESI: Ti o ba nso ede Yoruba ofe ni iranlowo lori ede wa fun yin o. JҸwҸ�pè�sſrí�nҸmbà�
ҮrҸ�ibĄnisҸrҸ�ti�/ܙҮ�awҸn�KnibàĄrà�to�wà�niwĄjú�iwé�pélébé�yi.��

Lokaiahn Pohnpei (Pohnpeian)
Ni songen mwohmw ohte, komw pahn sohte anahne kawehwe mesen nting me koatoantoal kan
ahpw wasa me ntingie [Lokaiahn Pohnpei] komw kalangan oh ntingidieng ni lokaiahn Pohnpei.
Menlau, eker delepwohn nempe en Papah Towehkan me ntingdi ni pali keieun kisin pwuhk wet.
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Deitsch (Pennsylvania Dutch)
Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber
gricke, ass dihr helft mit die englisch Schprooch. Ruf die Kunne Dinschte Nummer vanne in des
Buchli.

ho॒okomo�॒ƃlelo�(,aǁaiian)�
E�NƖNƖ�MAI:��InƗ�hoދopukaދ�oe�i�kaދ�ǀlelo�[hoދokomoދ�ǀlelo],�loaދa�ke�kǀkua�manuahi�iƗދ�oe.�
E�॒olu॒olu�॒oe�e�kĈhea�i�ka�helu�kelepona�o�Kƃkua�(Customer�Service)�ma�mua�o�kĤia�pepelu.�

Adamawa (Fulfulde)
MAANDO: To a waawi [Adamawa], e woodi ballooji-ma to ekkitaaki wolde caahu. Kusu noddu
limngal�hakkilanki�Warooࠩe�gonngal�yeeso�deftel�nge’el.�

tsalagi gawonihisdi (Cherokee)
Hagsesda: iyuhno hyiwoniha [tsalagi gawonihisdi]. Hwaclinohvli undalsdedi hia disesdi
tsidegohwela agvyididla gohweli'i

I linguahén Chamoru (Chamorro)
ATENSIÓN: Yanggen un tungó [I linguahén Chamoru], i setbision linguahé gaige para hagu
dibatde ha . Pot fabot agang i numerun Setbision Taotao gi me’nan este na leblo.

�� ­� £� §Íè(Assyrian)
À �  � §��:�£~�ª�ÿÏ ª§~¾ ¤Ü�ª�ÿ §Ùâ £Îâ ª§�¾ æ  ý £ß¾  Ø  � ª��  ~ˬ�ª�ÿ §Ø÷  â�ª�ÿ §ÙàÂ ª§ø�
¿ ¤ÿ ª§ãà £Ï¿  �û ª§Ø ª§��¾ æ  ý £àÁÿ §Ø½ æ  Å ª§â.¾  §Â §Ø §ÿÜ�Ì¤à §Ø~���

ªÍò §Ùß ¤���¾ æ  Ùæ £â�á ª§î�¿
 ÿ  Ø Kÿ £âÊ £Ü�� ¤

Kā §ÙÜ ª§���ª�ûø
�¿  

§ÿ
 ñ�Ê £ß £~¿  

£ §ÿ ¤ã ª§ø� ªÍÝý ª§Ü� §��
 ~�

(Burmese)
࠳ߺࠊࠛ࠮࠰߾࠘�࠿࠮ࠓࠪ߻ࠛ�࠿ࠄࠦࠛߺࠨࠛ�࠯ࠤߺ߿ࠤ࠘ࠤࠒ�࠿ߺࠣࠏࠤࠏ࠲ࠩ�ࠧࠥߺ�࠯ࠤߺ߿ࠤࠓ࠰ࠎࠓ࠲�࠰ࠄ࠘࠰߾࠘�ࡂ࠰ࠔߺࠛ���࠰ࠎࠕࠫࠏ࠲ࠊࠥ࠘ ߿߿ࠦ�࠰ ࠳ߺࠕ࠰߾ࠤࠀࠩ࠰ࠞ �ࡀ࠰ࠄࠓࠣࠏ࠯ࠏࠩ࠰

Diné Bizaad (Navajo)
D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné Bizaad, saad bee 1k1’1n7da’1wo’d66’, t’11
jiik’eh, 47 n1 h0l=, T’11 sh--d7 d77 ninaaltsoos w0lta’7 bid1ahgi Na’ii[niih7 Bik1’ana’1wo’7 bich’8’
b44sh bee hane’7 bik1’7g77 bee h0lne’ doolee[.

àsࠪǵࠪד ǰ-ǁùࠬù-po-ny ǰࠪ (Bassa)
Dèܭܩ��nuà�kܭ�dyéܩé�gbo:ڐ��jԃ�ké�mҒ Ғܧò�po-poܩ�u�kà�kòܩ�jԃ�ní,�nuí,�à�wu[Ғܧpo-ny-�ܩ�Ғ-wܧғܧàsڋ]� ғìnܭܦ
mҒ �gbo�kpáa.�Soho, sébél i nsinga i homa bolo i nyuu mbon nlong i yé ntilga bissu bi kat yon.

Chahta (Choctaw)
ANOMPA PA PISAH: [Chahta] makilla ish anompoli hokma, kvna hosh Nahollo Anompa ya
pipilla hosh chi tosholahinla. Holisso tikba ilvppa itatoba toksvli ya ish i paya chike.
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When are the Medicare enrollment periods?

The month you turn 65 years old

1 2 3 4 5 6 7

3 months before 3 months after

Medicare Initial Enrollment Period
Your Initial Enrollment Period (IEP) is when you first sign up for Medicare. Your IEP is seven months 
long. If you miss your IEP, you must wait to enroll in a Part C or Part D plan during Open Enrollment 
(October 15 – December 7), unless you qualify for an exception.

Medicare Open Enrollment Period
Medicare Open Enrollment is your chance to 
make changes to your coverage.

Medicare Special  
Enrollment Period
A Medicare Special Enrollment Period 
(SEP) allows you to enroll in Medicare or 
change your Medicare coverage outside 
of standard enrollment periods without 
paying a penalty. There are different 
SEPs to cover different life events.

Medicare Made Clear™ brought to you by UnitedHealthcare®

Oct. Nov. Dec.

October 15 – December 7



Ways to
ENROLL

Simply choose how you want to enroll in this plan from the options below. It doesn’t have to be 
complicated, pick the way that is easiest for you.

BY PHONE
Contact one of our Licensed Sales Representatives at 1-800-555-5757, (TTY 711) 

during 8 a.m. - 8 p.m. local time, 7 days a week to enroll over the phone or to 
schedule an individual appointment.

AT A NEIGHBORHOOD MEETING

Go to www.AARPMedicarePlans.com to find a Neighborhood Meeting located 
near you.

ONLINE
Go to www.AARPMedicarePlans.com and follow the step-by-step instructions to 
enroll.

BY MAIL OR FAX

Complete, sign and date the enrollment request form and send or fax to below:

UnitedHealthcare Medicare Enrollment Attn: Xerox/ACS
3315 Central AVE
Hot Springs, AR 71913

FAX 1-501-262-7070

Don’t forget to choose a primary care provider.

When you’re filling out your application, make sure to add the name, phone 
number and provider/PCP ID number of your primary care provider (PCP). Your 
PCP plays an important role in your health care needs. If you don’t have a PCP 
yet, a licensed sales representative can help you select one. You can also learn 
more online at www.AARPMedicarePlans.com.

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, 
a Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D 
sponsor. Enrollment in these plans depends on the plan’s contract renewal with Medicare.

Y0066_160620_130108 Accepted AANY17HM3878639_000



Scope of Appointment Confirmation Form
Medicare requires Licensed Sales Representatives to document the scope of an appointment prior 
to any sales meeting to ensure understanding of what will be discussed between them and the 
Medicare beneficiary (or their authorized representative). All information provided on this form is 
confidential. A separate form should be completed for each Medicare beneficiary. 

To ensure your appointment focuses only on those Medicare and health-related products  
you want to discuss with your licensed sales representative, please indicate by checking  

the appropriate box(es) beside the product(s) in which you are interested.

By signing this form, you agree to a meeting with a Licensed Sales Representative to discuss 
the types of products you checked above. Please note, the person who will discuss the products 
is either employed or contracted by a Medicare plan. They do not work directly for the federal 
government. This individual may also be paid based on your enrollment in a plan.
Signing this form does NOT obligate you to enroll in a plan, affect your current or future Medicare 
enrollment, or enroll you in a Medicare plan. 

Beneficiary or Authorized Representative Signature and Signature Date: 
Signature Signature Date

M  M  /  D  D   /  Y   Y Y   Y
If you are the authorized representative, please sign above and print clearly and legibly below:
Name (First_Last) Relationship to Beneficiary

To be completed by Licensed Sales Representative (please print clearly and legibly) 
Licensed Sales Representative 
Name (First_Last)

Licensed Sales Representative Phone

   –    –    

Licensed Sales 
Representative ID 

Beneficiary Name (First_Last) Beneficiary Phone (Optional)

   –    –    

Date Appointment  
will be Completed
M  M  /  D  D   /  Y   Y Y   Y

Beneficiary Address (Optional)

Initial Method of Contact Plan(s) the Licensed Sales Representative will Represent During the Meeting

Licensed Sales Representative Signature

Scope of appointment (SOA) is subject to Medicare Record Retention Requirements
Licensed Sales Representative: If applicable, please explain why SOA was not documented and 
signed by beneficiary prior to meeting. Check all that apply.

� Unplanned Attendee  �  New SOA required (consumer requested other Health Product information) 
� Walk-in � Other (please explain):  

Page 1 of 2

�   Stand-alone Medicare Prescription Drug Plans (Part D)
�   Medicare Advantage Plans (Part C) and Cost Plans
�   Dental/Vision/Hearing Products

�   Hospital Indemnity Products
�    Medicare Supplement or  

(Medigap) Products

Fax to: 1-866-994-9659

C
opy 1
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Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies,
a Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D
sponsor. Enrollment in these plans depends on the plan’s contract renewal with Medicare.
Y0066_160703_031612 Accepted UHEX17MP3881978_000

Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Prescription Drug Plan (PDP) — A stand-alone drug plan that adds prescription  
drug coverage to Original Medicare, some Medicare Cost Plans, some Medicare Private  
Fee-For-Service Plans, and Medicare Medical Savings Account Plans. 
Medicare Advantage Plans (Part C) and Cost Plans
Medicare Health Maintenance Organization (HMO) — A Medicare Advantage Plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. In most HMOs, you can only get your care from doctors or hospitals 
in the plan’s network (except in emergencies).
Medicare HMO Point-of-Service (HMO-POS) Plans — A Medicare Advantage Plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. HMO-POS plans may allow you to get some services out of network 
for a higher copayment or coinsurance.
Medicare Preferred Provider Organization (PPO) Plan — A Medicare Advantage Plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. PPOs have network doctors, providers and hospitals but you can 
also use out-of-network providers, usually at a higher cost. 
Medicare Private Fee-For-Service (PFFS) Plan — A Medicare Advantage Plan in which you may 
go to any Medicare-approved doctor, hospital and provider that accepts the plan’s payment, 
terms and conditions and agrees to treat you — not all providers will. If you join a PFFS Plan that 
has a network, you can see any of the network providers who have agreed to always treat plan 
members. You will usually pay more to see out-of-network providers. 
Medicare Special Needs Plan (SNP) — A Medicare Advantage Plan that has a benefit package 
designed for people with special health care needs. Examples of the specific groups served 
include people who have both Medicare and Medicaid, people who reside in nursing homes, 
and people who have certain chronic medical conditions. 
Medicare Medical Savings Account (MSA) Plan — MSA Plans combine a high deductible 
health plan with a bank account. The plan deposits money from Medicare into the account. You 
can use it to pay your medical expenses until your deductible is met.
Medicare Cost Plan — In a Medicare Cost Plan, you can go to providers both in and out of 
network. If you get services outside of the plan’s network, your Medicare-covered services will 
be paid for under Original Medicare but you will be responsible for Medicare coinsurance and 
deductibles.
Other Related Products
Dental/Vision/Hearing Products — Plans offering additional benefits for consumers who are 
looking to cover needs for dental, vision, or hearing. These plans are not affiliated or connected 
to Medicare. 
Hospital Indemnity Products — Plans offering additional benefits; payable to consumers based 
upon their medical utilization; sometimes used to defray co-pays/co-insurance. These plans are 
not affiliated or connected to Medicare. 
Medicare Supplement (Medigap) Products — Insurance plans that help pay some of the  
out-of-pocket costs not paid by Original Medicare (Parts A and B) such as deductibles and  
co-insurance amounts for Medicare approved services.



Scope of Appointment Confirmation Form
Medicare requires Licensed Sales Representatives to document the scope of an appointment prior 
to any sales meeting to ensure understanding of what will be discussed between them and the 
Medicare beneficiary (or their authorized representative). All information provided on this form is 
confidential. A separate form should be completed for each Medicare beneficiary. 

To ensure your appointment focuses only on those Medicare and health-related products  
you want to discuss with your licensed sales representative, please indicate by checking  

the appropriate box(es) beside the product(s) in which you are interested.

By signing this form, you agree to a meeting with a Licensed Sales Representative to discuss 
the types of products you checked above. Please note, the person who will discuss the products 
is either employed or contracted by a Medicare plan. They do not work directly for the federal 
government. This individual may also be paid based on your enrollment in a plan.
Signing this form does NOT obligate you to enroll in a plan, affect your current or future Medicare 
enrollment, or enroll you in a Medicare plan. 

Beneficiary or Authorized Representative Signature and Signature Date: 
Signature Signature Date

M  M  /  D  D   /  Y   Y Y   Y
If you are the authorized representative, please sign above and print clearly and legibly below:
Name (First_Last) Relationship to Beneficiary

To be completed by Licensed Sales Representative (please print clearly and legibly) 
Licensed Sales Representative 
Name (First_Last)

Licensed Sales Representative Phone

   –    –    

Licensed Sales 
Representative ID 

Beneficiary Name (First_Last) Beneficiary Phone (Optional)

   –    –    

Date Appointment  
will be Completed
M  M  /  D  D   /  Y   Y Y   Y

Beneficiary Address (Optional)

Initial Method of Contact Plan(s) the Licensed Sales Representative will Represent During the Meeting

Licensed Sales Representative Signature

Scope of appointment (SOA) is subject to Medicare Record Retention Requirements
Licensed Sales Representative: If applicable, please explain why SOA was not documented and 
signed by beneficiary prior to meeting. Check all that apply.

� Unplanned Attendee  �  New SOA required (consumer requested other Health Product information) 
� Walk-in � Other (please explain):  

Page 1 of 2

�   Stand-alone Medicare Prescription Drug Plans (Part D)
�   Medicare Advantage Plans (Part C) and Cost Plans
�   Dental/Vision/Hearing Products

�   Hospital Indemnity Products
�    Medicare Supplement or  

(Medigap) Products

Fax to: 1-866-994-9659
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Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies,
a Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D
sponsor. Enrollment in these plans depends on the plan’s contract renewal with Medicare.
Y0066_160703_031612 Accepted UHEX17MP3881978_000

Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Prescription Drug Plan (PDP) — A stand-alone drug plan that adds prescription  
drug coverage to Original Medicare, some Medicare Cost Plans, some Medicare Private  
Fee-For-Service Plans, and Medicare Medical Savings Account Plans. 
Medicare Advantage Plans (Part C) and Cost Plans
Medicare Health Maintenance Organization (HMO) — A Medicare Advantage Plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. In most HMOs, you can only get your care from doctors or hospitals 
in the plan’s network (except in emergencies).
Medicare HMO Point-of-Service (HMO-POS) Plans — A Medicare Advantage Plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. HMO-POS plans may allow you to get some services out of network 
for a higher copayment or coinsurance.
Medicare Preferred Provider Organization (PPO) Plan — A Medicare Advantage Plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. PPOs have network doctors, providers and hospitals but you can 
also use out-of-network providers, usually at a higher cost. 
Medicare Private Fee-For-Service (PFFS) Plan — A Medicare Advantage Plan in which you may 
go to any Medicare-approved doctor, hospital and provider that accepts the plan’s payment, 
terms and conditions and agrees to treat you — not all providers will. If you join a PFFS Plan that 
has a network, you can see any of the network providers who have agreed to always treat plan 
members. You will usually pay more to see out-of-network providers. 
Medicare Special Needs Plan (SNP) — A Medicare Advantage Plan that has a benefit package 
designed for people with special health care needs. Examples of the specific groups served 
include people who have both Medicare and Medicaid, people who reside in nursing homes, 
and people who have certain chronic medical conditions. 
Medicare Medical Savings Account (MSA) Plan — MSA Plans combine a high deductible 
health plan with a bank account. The plan deposits money from Medicare into the account. You 
can use it to pay your medical expenses until your deductible is met.
Medicare Cost Plan — In a Medicare Cost Plan, you can go to providers both in and out of 
network. If you get services outside of the plan’s network, your Medicare-covered services will 
be paid for under Original Medicare but you will be responsible for Medicare coinsurance and 
deductibles.
Other Related Products
Dental/Vision/Hearing Products — Plans offering additional benefits for consumers who are 
looking to cover needs for dental, vision, or hearing. These plans are not affiliated or connected 
to Medicare. 
Hospital Indemnity Products — Plans offering additional benefits; payable to consumers based 
upon their medical utilization; sometimes used to defray co-pays/co-insurance. These plans are 
not affiliated or connected to Medicare. 
Medicare Supplement (Medigap) Products — Insurance plans that help pay some of the  
out-of-pocket costs not paid by Original Medicare (Parts A and B) such as deductibles and  
co-insurance amounts for Medicare approved services.



2017 Enrollment Request Form
Please contact the Plan if you need this information in another language or format (Braille).

□ AARP MedicareComplete Essential (HMO) H3307-018 - AE

This is a Health Maintenance Organization (HMO) plan. It has a network of doctors, specialists, 

hospitals and other providers you must use.

Information about you.

Please type or print in black or blue ink.

ο Mr.  

ο Mrs. 

ο Ms.

Last Name      First Name        Middle Initial  

Birth Date    M M / D D / Y Y Y Y Gender  ♦  Male  ♦  Female

Main Phone Number  (             )             - Other Phone Number  (             )             -

Permanent Residence Street Address (P.O. BOX IS NOT ALLOWED)

City County State ZIP Code

Mailing Address (Only if it’s different from your permanent residence street address. You can give 
a P.O. box.)

City County State ZIP Code

Email Address:  

Go paperless. Get plan materials online.

ο Check here to get plan materials delivered online. It’s an easy and secure way to get 

information like your plan documents, benefit statements and wellness information. You may 

get some materials in the mail while we work to make them available online. Once you receive 

an email notification, go to www.AARPMedicarePlans.com and use your member ID card to 

register your account. Once registered, you can review your materials, benefits, claims and so 

much more. You can switch to paper delivery at any time or call us to have a paper copy sent 

to you.

Enrollee Name

Y0066_160609_110539 Approved AANY17HM3876030_000
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Information about your Medicare.

Please use the information from your red, white and blue Medicare card.  Remember, you need to 

have both Medicare Part A and Part B to join this plan.

You can simply fill in the blanks so they 

match your card. 

Or attach a copy of the card or your letter 

from Social Security or the Railroad 

Retirement Board.

How do you want to pay?

You can pay your monthly plan premium if one applies, (including any late enrollment penalty you 

may owe) by mail or from your bank account through Electronic Funds Transfer (EFT). You can 

also choose to pay your premium by automatic deduction from your Social Security or Railroad 

Retirement Board benefit check each month.

If you need to pay a late enrollment penalty (LEP), please choose how you want to pay it.

If you don’t choose an option, we’ll send a bill each month to your mailing address.

♦ I want to pay directly from my bank account.

• Please attach a blank check from the account you’d like to use. Write “VOID” across the 

front. Please DO NOT send a deposit slip or money order.

• Please read the statement below.

My bank may pay my plan premium to UnitedHealthcare Insurance Company 

(UnitedHealthcare Insurance Company of New York for New York residents) (UHIC). My bank 

will pay the funds from my checking or savings account on or about the fifth of each month. 

If I choose to stop paying directly from my account, I will tell both UHIC and my bank. I will 

give them a reasonable amount of time to change my method of payment.

Account Type □ Checking  □  Savings

Account Holder Name  _________________________________________________________

Bank Routing Number

Bank Account Number

Sign Here  ______________________________________ Date Signed  ___________________

♦ I want to pay from my Social Security or Railroad Retirement Board (RRB) check.

We’ll set it up. It may take a few months before payment starts, so the first payment may 

include more than one premium. In most cases, if Social Security or RRB accepts your request 

for automatic deduction, the first deduction from your Social Security or RRB benefit check will 

Enrollee Name

Y0066_160609_110539 Approved AANY17HM3876030_000
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include all premiums due from your enrollment effective date up to the point withholding 

begins. If Social Security or RRB does not approve your request for automatic deduction, we 

will send you a paper bill for your monthly premiums.

♦ I want to pay by mail.

We’ll send a bill to your mailing address each month.

A few notes about your costs.

If you must pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA)

Social Security (SS) will send you a letter and ask you how you want to pay it:

• You can pay it from your SS check

•  Medicare can bill you 

• The Railroad Retirement Board (RRB) can bill you

Please DO NOT pay the plan the Part D-IRMAA at this time. 

Need help with your prescription drug costs?

If you have a limited income, you may be able to get Extra Help with your prescription drug costs. 

If you qualify, Medicare could pay for 75% or more of your costs, including monthly prescription 

drug premiums, annual deductibles, and co-insurance. Additionally, you won’t have a coverage 

gap or late enrollment penalty.  Many people are eligible for these savings and don’t even know it. 

If 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 part of your premium, we will bill you 

for the amount that Medicare doesn’t cover. 

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.

A few questions to help us manage your plan.

1. Would you prefer plan information in another language or format?                         ♦ Yes   ♦ No

Please check what you’d like:     ♦  Spanish                     ♦  Other_______________

If you don’t see the language or format you want, please call us at 1-800-555-5757, TTY 711 during 

8 a.m. - 8 p.m. local time, 7 days a week. Or visit www.AARPMedicarePlans.com for online help.

2. Do you have end stage renal disease?                                                                         ♦ Yes   ♦ No

If you have had a successful kidney transplant and/or you don’t need regular dialysis anymore, 

please attach a note or records from your doctor showing you have had a successful kidney 

transplant or you don’t need dialysis, otherwise we may need to contact you to obtain additional 

information.

If “yes,” are you currently a member of a health care company?                                     ♦ Yes   ♦ No

Name of Company

Member ID

Enrollee Name
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3. Are you enrolled in your State Medicaid program?                                                   ♦ Yes   ♦ No

If yes, please give us your Medicaid number:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

4. Do you live in a nursing home or a long-term care facility?                                     ♦ Yes   ♦ No

If yes, please give us information on the long-term care facility:

Name

Address City State ZIP Code

Phone Number   (             )             --            Date You Moved There    M M/D D/Y Y Y Y

5. Do you have health insurance with an employer or union right now?                    ♦ Yes   ♦ No

If yes, you could lose that plan if you join this plan. Please talk to your employer or union. Ask 

how joining this plan could affect your current plan. You may also want to check your employer 

or union’s website, or read any information sent to you.  If there is no any information on whom to 

contact, your benefits administrator or the office that answers questions about your coverage can 

help.

6. Do you or your spouse work?                                                                                       ♦ Yes   ♦ No

Do you or your spouse have other health insurance that will cover medical services?

(Examples: Other employer group coverage, LTD coverage, Workman’s Compensation,

Auto Liability, or Veterans benefits)                                                                         ♦ Yes   ♦ No

If yes, please complete the following:

Name of Health Insurance Company

Subscriber Name Group ID

Member ID Effective Dates (if applicable)

MM/DD/YYYY - MM/DD/YYYY

7. Please give us the name of your primary care provider (PCP), clinic or health center.

You can find a list on the plan website or in the current Provider Directory.

Provider or PCP Full Name
Phone Number  (             )             - 

Provider/PCP ID Number: (Please enter the number exactly as it appears 

on the website or in the current Provider 

Directory. It will be 10 to 12 digits. Don't include 

dashes.)

Are you now seeing or have you recently seen this doctor?                                   ♦ Yes   ♦ No

Enrollee Name
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Please read and sign.

By completing this form, I agree to the following: 

• This is a Medicare Advantage plan.  It has a contract with the federal government. This is not a 

Medicare Supplement plan.  

• I need to keep my Medicare Parts A and B. I must keep paying my Part B premium if I have 

one, unless Medicaid or someone else pays for it.

• I can only be in one Medicare health plan or Prescription Drug plan at a time.  If I’m a member 

of another Medicare health plan or Prescription Drug plan and I join this plan, I will lose the 

other plan.

• If I have prescription drug coverage now or if I get it from somewhere else later, I will tell the 

plan.  

• I may have to pay a late enrollment penalty (LEP). This would only happen if I didn’t sign up for 

and keep creditable prescription drug coverage when I first qualified for Medicare. 

“Creditable” means the coverage is as good as a Medicare prescription drug plan. If I need to 

pay a LEP, the plan will tell me. 

• I understand that I am joining the plan for the entire calendar year. If I want to change plans, I’ll 

need to do so during the Open Enrollment Period for Medicare Advantage AND Medicare 

prescription drug coverage between October 15 and December 7. There may be special 

situations that would allow me to leave the plan at other times.  

• This plan covers a specific area. If I plan to move out of the area, I will call my plan to switch to 

a plan in the new area. Medicare may not cover me when I’m out of the country. However, I 

have some limited coverage near the U.S. border.

• I will get an Evidence of Coverage (EOC). (The EOC is also known as a member contract or 

subscriber agreement.) The EOC will list services the plan covers, as well as the plan’s terms 

and conditions. The plan will cover services it approves, as well as services listed in the EOC. If 

a service isn’t listed in the EOC or approved by the plan, Medicare and the plan won’t pay for 

it. If I disagree with how the plan covers my care, I have the right to make an appeal.

• I understand that I must get my health care coverage from doctors or providers that are in my 

plan’s network. I can go to any doctor or hospital in an emergency or for urgently needed 

services or out-of-area dialysis services.

• If I currently have Medicare Supplement Insurance (Medigap), I will cancel it in writing. I, not 

my agent, must cancel. I will cancel after my new plan tells me I’ve been accepted into the 

plan.  

• My plan will give my information to Medicare and other plans when needed for treatment, 

payment and health care operations. Medicare uses the information to understand how my 

care was handled or billed. Other plans may need my information when they help pay for my 

care.  Medicare may also give my information for research and other purposes. All federal laws 

and rules protecting my privacy will be followed.   

• If I get help from a sales agent, broker or someone who has a contract with the plan, the plan 

may pay that person for this help.

• The information on this form is correct, to the best of my knowledge. I understand that if I put 

information on this form that I know is not true, I will lose the plan.

Enrollee Name
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When I sign below, it means that I have read and understand the information on this form.

If I sign as an authorized representative, it means that I have the legal right under state law to sign. I 

can show written proof of this right if Medicare asks for it.

Signature of Applicant/Member/Authorized Representative:

Today’s Date  M M/D D/Y Y Y Y

If you are the authorized representative, please sign above and complete the 
information below.

Last Name First Name

Address

City State ZIP Code

Phone Number   (             )             --            
Relationship to Applicant

Enrollee Name

Y0066_160609_110539 Approved AANY17HM3876030_000
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For licensed sales representative/agency use only.

New Member

Plan Change

Employer Group Name

Employer Group ID Branch ID

Where did this application originate?

□ Retail/Mall Program

□ Member Meeting

□ Local Event Outreach

□ Community Meeting

□ Local B2B Outreach

□ Other

How was this application submitted? Appointment Other Mail In

Licensed Sales Representative/Writing ID Initial Receipt Date

M M/D D/Y Y Y Y

Licensed Sales Representative/Agent Name Proposed Effective Date

M M/D D/Y Y Y Y

Licensed Sales Representative Phone Number   (             )             --            

Agent must complete 

AEP SEP (Chronic) IEP (MA-PD enrollees eligible for 2nd IEP)

OEPI IEP (MA-PD enrollees) SEP (Partial Dual Eligible)

ICEP (MA enrollees) SEP (Full Dual Eligible)

SEP (SEP Reason) SEP Eligibility Date M M/D D/Y Y Y Y

Licensed Sales Representative Signature (required)

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, 

a Medicare Advantage organization with a Medicare contract. Enrollment in the plan depends on 

the plan’s contract renewal with Medicare. UnitedHealthcare Insurance Company pays royalty fees 

to AARP for the use of its intellectual property. These fees are used for the general purposes of 

AARP. AARP and its affiliates are not insurers. You do not need to be an AARP member to enroll. 

AARP encourages you to consider your needs when selecting products and does not make 

specific product recommendations for individuals.

This information is available for free in other languages. Please call our customer service number 

at 1-800-555-5757, TTY 711, 8 a.m. - 8 p.m. local time, 7 days a week. 

Esta información está disponible sin costo en otros idiomas. Comuníquese con nuestro Servicio al 

Cliente al número 1-800-555-5757, TTY 711, de 8 a.m. a 8 p.m. hora local, los 7 días de la semana.

īǆĉŞĈŵǕƝ#ƃŌƺŇī。ǊƤŒ1-800-555-5757 ŮŠĐĐƃơĵČǘǧ , żƚƝ#Ɨƛ

ČǘćǙ711, ǎİ7 Ĩ , ŵįŁƒĉǺ8 Łǲřĉ 8 Ł。
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2017 Enrollment Request Form
Please contact the Plan if you need this information in another language or format (Braille).

□ AARP MedicareComplete Essential (HMO) H3307-018 - AE

This is a Health Maintenance Organization (HMO) plan. It has a network of doctors, specialists, 

hospitals and other providers you must use.

Information about you.

Please type or print in black or blue ink.

ο Mr.  

ο Mrs. 

ο Ms.

Last Name      First Name        Middle Initial  

Birth Date    M M / D D / Y Y Y Y Gender  ♦  Male  ♦  Female

Main Phone Number  (             )             - Other Phone Number  (             )             -

Permanent Residence Street Address (P.O. BOX IS NOT ALLOWED)

City County State ZIP Code

Mailing Address (Only if it’s different from your permanent residence street address. You can give 
a P.O. box.)

City County State ZIP Code

Email Address:  

Go paperless. Get plan materials online.

ο Check here to get plan materials delivered online. It’s an easy and secure way to get 

information like your plan documents, benefit statements and wellness information. You may 

get some materials in the mail while we work to make them available online. Once you receive 

an email notification, go to www.AARPMedicarePlans.com and use your member ID card to 

register your account. Once registered, you can review your materials, benefits, claims and so 

much more. You can switch to paper delivery at any time or call us to have a paper copy sent 

to you.

Enrollee Name

Y0066_160609_110539 Approved AANY17HM3876030_000
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Page 2 of 7

Information about your Medicare.

Please use the information from your red, white and blue Medicare card.  Remember, you need to 

have both Medicare Part A and Part B to join this plan.

You can simply fill in the blanks so they 

match your card. 

Or attach a copy of the card or your letter 

from Social Security or the Railroad 

Retirement Board.

How do you want to pay?

You can pay your monthly plan premium if one applies, (including any late enrollment penalty you 

may owe) by mail or from your bank account through Electronic Funds Transfer (EFT). You can 

also choose to pay your premium by automatic deduction from your Social Security or Railroad 

Retirement Board benefit check each month.

If you need to pay a late enrollment penalty (LEP), please choose how you want to pay it.

If you don’t choose an option, we’ll send a bill each month to your mailing address.

♦ I want to pay directly from my bank account.

• Please attach a blank check from the account you’d like to use. Write “VOID” across the 

front. Please DO NOT send a deposit slip or money order.

• Please read the statement below.

My bank may pay my plan premium to UnitedHealthcare Insurance Company 

(UnitedHealthcare Insurance Company of New York for New York residents) (UHIC). My bank 

will pay the funds from my checking or savings account on or about the fifth of each month. 

If I choose to stop paying directly from my account, I will tell both UHIC and my bank. I will 

give them a reasonable amount of time to change my method of payment.

Account Type □ Checking  □  Savings

Account Holder Name  _________________________________________________________

Bank Routing Number

Bank Account Number

Sign Here  ______________________________________ Date Signed  ___________________

♦ I want to pay from my Social Security or Railroad Retirement Board (RRB) check.

We’ll set it up. It may take a few months before payment starts, so the first payment may 

include more than one premium. In most cases, if Social Security or RRB accepts your request 

for automatic deduction, the first deduction from your Social Security or RRB benefit check will 

Enrollee Name
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Page 3 of 7

include all premiums due from your enrollment effective date up to the point withholding 

begins. If Social Security or RRB does not approve your request for automatic deduction, we 

will send you a paper bill for your monthly premiums.

♦ I want to pay by mail.

We’ll send a bill to your mailing address each month.

A few notes about your costs.

If you must pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA)

Social Security (SS) will send you a letter and ask you how you want to pay it:

• You can pay it from your SS check

•  Medicare can bill you 

• The Railroad Retirement Board (RRB) can bill you

Please DO NOT pay the plan the Part D-IRMAA at this time. 

Need help with your prescription drug costs?

If you have a limited income, you may be able to get Extra Help with your prescription drug costs. 

If you qualify, Medicare could pay for 75% or more of your costs, including monthly prescription 

drug premiums, annual deductibles, and co-insurance. Additionally, you won’t have a coverage 

gap or late enrollment penalty.  Many people are eligible for these savings and don’t even know it. 

If 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 part of your premium, we will bill you 

for the amount that Medicare doesn’t cover. 

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.

A few questions to help us manage your plan.

1. Would you prefer plan information in another language or format?                         ♦ Yes   ♦ No

Please check what you’d like:     ♦  Spanish                     ♦  Other_______________

If you don’t see the language or format you want, please call us at 1-800-555-5757, TTY 711 during 

8 a.m. - 8 p.m. local time, 7 days a week. Or visit www.AARPMedicarePlans.com for online help.

2. Do you have end stage renal disease?                                                                         ♦ Yes   ♦ No

If you have had a successful kidney transplant and/or you don’t need regular dialysis anymore, 

please attach a note or records from your doctor showing you have had a successful kidney 

transplant or you don’t need dialysis, otherwise we may need to contact you to obtain additional 

information.

If “yes,” are you currently a member of a health care company?                                     ♦ Yes   ♦ No

Name of Company

Member ID

Enrollee Name
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3. Are you enrolled in your State Medicaid program?                                                   ♦ Yes   ♦ No

If yes, please give us your Medicaid number:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

4. Do you live in a nursing home or a long-term care facility?                                     ♦ Yes   ♦ No

If yes, please give us information on the long-term care facility:

Name

Address City State ZIP Code

Phone Number   (             )             --            Date You Moved There    M M/D D/Y Y Y Y

5. Do you have health insurance with an employer or union right now?                    ♦ Yes   ♦ No

If yes, you could lose that plan if you join this plan. Please talk to your employer or union. Ask 

how joining this plan could affect your current plan. You may also want to check your employer 

or union’s website, or read any information sent to you.  If there is no any information on whom to 

contact, your benefits administrator or the office that answers questions about your coverage can 

help.

6. Do you or your spouse work?                                                                                       ♦ Yes   ♦ No

Do you or your spouse have other health insurance that will cover medical services?

(Examples: Other employer group coverage, LTD coverage, Workman’s Compensation,

Auto Liability, or Veterans benefits)                                                                         ♦ Yes   ♦ No

If yes, please complete the following:

Name of Health Insurance Company

Subscriber Name Group ID

Member ID Effective Dates (if applicable)

MM/DD/YYYY - MM/DD/YYYY

7. Please give us the name of your primary care provider (PCP), clinic or health center.

You can find a list on the plan website or in the current Provider Directory.

Provider or PCP Full Name
Phone Number  (             )             - 

Provider/PCP ID Number: (Please enter the number exactly as it appears 

on the website or in the current Provider 

Directory. It will be 10 to 12 digits. Don't include 

dashes.)

Are you now seeing or have you recently seen this doctor?                                   ♦ Yes   ♦ No

Enrollee Name

Y0066_160609_110539 Approved AANY17HM3876030_000

C
opy 2



This page intentionally left blank.



Page 5 of 7

Please read and sign.

By completing this form, I agree to the following: 

• This is a Medicare Advantage plan.  It has a contract with the federal government. This is not a 

Medicare Supplement plan.  

• I need to keep my Medicare Parts A and B. I must keep paying my Part B premium if I have 

one, unless Medicaid or someone else pays for it.

• I can only be in one Medicare health plan or Prescription Drug plan at a time.  If I’m a member 

of another Medicare health plan or Prescription Drug plan and I join this plan, I will lose the 

other plan.

• If I have prescription drug coverage now or if I get it from somewhere else later, I will tell the 

plan.  

• I may have to pay a late enrollment penalty (LEP). This would only happen if I didn’t sign up for 

and keep creditable prescription drug coverage when I first qualified for Medicare. 

“Creditable” means the coverage is as good as a Medicare prescription drug plan. If I need to 

pay a LEP, the plan will tell me. 

• I understand that I am joining the plan for the entire calendar year. If I want to change plans, I’ll 

need to do so during the Open Enrollment Period for Medicare Advantage AND Medicare 

prescription drug coverage between October 15 and December 7. There may be special 

situations that would allow me to leave the plan at other times.  

• This plan covers a specific area. If I plan to move out of the area, I will call my plan to switch to 

a plan in the new area. Medicare may not cover me when I’m out of the country. However, I 

have some limited coverage near the U.S. border.

• I will get an Evidence of Coverage (EOC). (The EOC is also known as a member contract or 

subscriber agreement.) The EOC will list services the plan covers, as well as the plan’s terms 

and conditions. The plan will cover services it approves, as well as services listed in the EOC. If 

a service isn’t listed in the EOC or approved by the plan, Medicare and the plan won’t pay for 

it. If I disagree with how the plan covers my care, I have the right to make an appeal.

• I understand that I must get my health care coverage from doctors or providers that are in my 

plan’s network. I can go to any doctor or hospital in an emergency or for urgently needed 

services or out-of-area dialysis services.

• If I currently have Medicare Supplement Insurance (Medigap), I will cancel it in writing. I, not 

my agent, must cancel. I will cancel after my new plan tells me I’ve been accepted into the 

plan.  

• My plan will give my information to Medicare and other plans when needed for treatment, 

payment and health care operations. Medicare uses the information to understand how my 

care was handled or billed. Other plans may need my information when they help pay for my 

care.  Medicare may also give my information for research and other purposes. All federal laws 

and rules protecting my privacy will be followed.   

• If I get help from a sales agent, broker or someone who has a contract with the plan, the plan 

may pay that person for this help.

• The information on this form is correct, to the best of my knowledge. I understand that if I put 

information on this form that I know is not true, I will lose the plan.

Enrollee Name
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When I sign below, it means that I have read and understand the information on this form.

If I sign as an authorized representative, it means that I have the legal right under state law to sign. I 

can show written proof of this right if Medicare asks for it.

Signature of Applicant/Member/Authorized Representative:

Today’s Date  M M/D D/Y Y Y Y

If you are the authorized representative, please sign above and complete the 
information below.

Last Name First Name

Address

City State ZIP Code

Phone Number   (             )             --            
Relationship to Applicant

Enrollee Name
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For licensed sales representative/agency use only.

New Member

Plan Change

Employer Group Name

Employer Group ID Branch ID

Where did this application originate?

□ Retail/Mall Program

□ Member Meeting

□ Local Event Outreach

□ Community Meeting

□ Local B2B Outreach

□ Other

How was this application submitted? Appointment Other Mail In

Licensed Sales Representative/Writing ID Initial Receipt Date

M M/D D/Y Y Y Y

Licensed Sales Representative/Agent Name Proposed Effective Date

M M/D D/Y Y Y Y

Licensed Sales Representative Phone Number   (             )             --            

Agent must complete 

AEP SEP (Chronic) IEP (MA-PD enrollees eligible for 2nd IEP)

OEPI IEP (MA-PD enrollees) SEP (Partial Dual Eligible)

ICEP (MA enrollees) SEP (Full Dual Eligible)

SEP (SEP Reason) SEP Eligibility Date M M/D D/Y Y Y Y

Licensed Sales Representative Signature (required)

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, 

a Medicare Advantage organization with a Medicare contract. Enrollment in the plan depends on 

the plan’s contract renewal with Medicare. UnitedHealthcare Insurance Company pays royalty fees 

to AARP for the use of its intellectual property. These fees are used for the general purposes of 

AARP. AARP and its affiliates are not insurers. You do not need to be an AARP member to enroll. 

AARP encourages you to consider your needs when selecting products and does not make 

specific product recommendations for individuals.

This information is available for free in other languages. Please call our customer service number 

at 1-800-555-5757, TTY 711, 8 a.m. - 8 p.m. local time, 7 days a week. 

Esta información está disponible sin costo en otros idiomas. Comuníquese con nuestro Servicio al 

Cliente al número 1-800-555-5757, TTY 711, de 8 a.m. a 8 p.m. hora local, los 7 días de la semana.

īǆĉŞĈŵǕƝ#ƃŌƺŇī。ǊƤŒ1-800-555-5757 ŮŠĐĐƃơĵČǘǧ , żƚƝ#Ɨƛ

ČǘćǙ711, ǎİ7 Ĩ , ŵįŁƒĉǺ8 Łǲřĉ 8 Ł。
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   PLAN INFORMATION  Here are some details about your plan and coverage.

My new plan is (circle one): Medicare Supplement Insurance (Medigap) plan      
Medicare Advantage plan        Medicare Part D plan

The name of my new plan is:    

My plan coverage begins (effective date):   M M /  D D /  Y Y Y Y 
My plan type is (circle):    HMO    HMO-POS    LPPO    RPPO    PFFS    
My plan type:     Requires referrals    Does not require referrals
I have purchased rider(s) as part of my plan:     Yes    No    N/A
I must have Medicare Part A and Part B to enroll in this plan.

My plan is available only in the plan’s service area, which is: .  
If I move outside of the service area for more than six months in a row, I will need to choose a new 
plan. I will ask my Licensed Sales Representative or Customer Service to help me.

My plan will now provide:     all my Medicare health coverage    
 all my Medicare prescription drug coverage

Circle the correct answer:
I should / should not have a Medicare Advantage plan and a Medicare supplement insurance 
(Medigap) policy at the same time. If I have a Medicare supplement policy right now, once I 
receive confirmation of my enrollment in my new Medicare advantage plan, I will write to that 
insurance company, , to cancel my Medicare supplement 
policy.  
 
I should / should not have a Medicare Advantage plan and a stand-alone Medicare Part D plan 
at the same time. (There is one exception: Medicare Advantage Private Fee-fo-Service plans that 
do not include prescription drug coverage.) 

I can cancel my enrollment in this plan before my coverage starts by calling Customer Service at 
. If my plan coverage starts and I want to leave the plan, I will need to wait 

until the Open Enrollment Period, unless I qualify for a Special Enrollment Period.

We want to help you fully understand your chosen plan and options.

    Fill out this worksheet with your Licensed Sales Representative. It will walk you through all of the 
details to help you make sure this plan fits your needs.

2017 Plan
RECAP
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  PREMIUM INFORMATION  What you need to know about paying a monthly premium.

I need to continue to pay my Medicare Part B premium unless the state or another third party 
pays this premium for me. My plan has a $                      monthly premium. I must pay this monthly 
premium to stay in this plan.
If I owe a Late Enrollment Penalty (LEP), it is not included in my premium. I will need to add it to 
my premium each month.

  
NETWORK INFORMATION  Understanding your network is important.

My current primary care provider,                                      , is currently in the plan’s network.
My specialists,                          ,                          ,                          , are currently in the plan’s network. 

Circle the correct answers: I need to get my care and services from network / out-of-network 
providers. I may have to pay the full cost for any care I get from network / out-of-network providers. 
But if I need emergency care, urgent care, or out-of-area dialysis, it will be covered wherever I need it.

  

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a 
Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D sponsor. 
Enrollment in these plans depends on the plan’s contract renewal with Medicare.
Y0066_160714_090743a Accepted UHEX17HM3882027_000

I understand that this plan can change each year. This current plan is valid from   
                                          to                                          . I can enroll in a different plan each 
year during the Open Enrollment Period. 
If I have any questions about my plan or if my needs change, I can call my Licensed Sales 
Representative at:                                          . I can also call the Customer Service number on 
the front of this booklet. 

My Licensed Sales Representative is committed to helping me 
sign up for the plan that’s right for me and my health needs at the 
time of my enrollment. 



   PLAN INFORMATION  Here are some details about your plan and coverage.

My new plan is (circle one): Medicare Supplement Insurance (Medigap) plan      
Medicare Advantage plan        Medicare Part D plan

The name of my new plan is:    

My plan coverage begins (effective date):   M M /  D D /  Y Y Y Y 
My plan type is (circle):    HMO    HMO-POS    LPPO    RPPO    PFFS    
My plan type:     Requires referrals    Does not require referrals
I have purchased rider(s) as part of my plan:     Yes    No    N/A
I must have Medicare Part A and Part B to enroll in this plan.

My plan is available only in the plan’s service area, which is: .  
If I move outside of the service area for more than six months in a row, I will need to choose a new 
plan. I will ask my Licensed Sales Representative or Customer Service to help me.

My plan will now provide:     all my Medicare health coverage    
 all my Medicare prescription drug coverage

Circle the correct answer:
I should / should not have a Medicare Advantage plan and a Medicare supplement insurance 
(Medigap) policy at the same time. If I have a Medicare supplement policy right now, once I 
receive confirmation of my enrollment in my new Medicare advantage plan, I will write to that 
insurance company, , to cancel my Medicare supplement 
policy.  
 
I should / should not have a Medicare Advantage plan and a stand-alone Medicare Part D plan 
at the same time. (There is one exception: Medicare Advantage Private Fee-fo-Service plans that 
do not include prescription drug coverage.) 

I can cancel my enrollment in this plan before my coverage starts by calling Customer Service at 
. If my plan coverage starts and I want to leave the plan, I will need to wait 

until the Open Enrollment Period, unless I qualify for a Special Enrollment Period.

We want to help you fully understand your chosen plan and options.

    Fill out this worksheet with your Licensed Sales Representative. It will walk you through all of the 
details to help you make sure this plan fits your needs.
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RECAP

C
opy 2



  PREMIUM INFORMATION  What you need to know about paying a monthly premium.

I need to continue to pay my Medicare Part B premium unless the state or another third party 
pays this premium for me. My plan has a $                      monthly premium. I must pay this monthly 
premium to stay in this plan.
If I owe a Late Enrollment Penalty (LEP), it is not included in my premium. I will need to add it to 
my premium each month.

  
NETWORK INFORMATION  Understanding your network is important.

My current primary care provider,                                      , is currently in the plan’s network.
My specialists,                          ,                          ,                          , are currently in the plan’s network. 

Circle the correct answers: I need to get my care and services from network / out-of-network 
providers. I may have to pay the full cost for any care I get from network / out-of-network providers. 
But if I need emergency care, urgent care, or out-of-area dialysis, it will be covered wherever I need it.

  

Plans are insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a 
Medicare Advantage organization with a Medicare contract and a Medicare-approved Part D sponsor. 
Enrollment in these plans depends on the plan’s contract renewal with Medicare.
Y0066_160714_090743a Accepted UHEX17HM3882027_000

I understand that this plan can change each year. This current plan is valid from   
                                          to                                          . I can enroll in a different plan each 
year during the Open Enrollment Period. 
If I have any questions about my plan or if my needs change, I can call my Licensed Sales 
Representative at:                                          . I can also call the Customer Service number on 
the front of this booklet. 

My Licensed Sales Representative is committed to helping me 
sign up for the plan that’s right for me and my health needs at the 
time of my enrollment. 



2017 Enrollment Receipt
To be completed if enrolling with a Licensed Sales Representative.

Please use this as your temporary proof of coverage until Medicare has confirmed your enrollment, 

and you receive your member ID card. You will receive a copy of your original Enrollment Request 

Form in the mail within two weeks. If you do not receive a copy, please contact your local Licensed 

Sales Representative. This receipt is not a guarantee of enrollment. 

This copy is for your records only. Please do not resubmit enrollment.

Applicant 1:
Name

Application Date MM / DD / YYYY

Proposed Effective Date MM / DD / YYYY

Plan Name

Plan Type

Health Plan/PBP No.

Enrollment Tracking No. (if applicable)

Applicant 2 (if applicable):
Name

Application Date MM / DD / YYYY

Proposed Effective Date MM / DD / YYYY

Plan Name

Plan Type

Health Plan/PBP No.

Enrollment Tracking No. (if applicable)

Call your local Licensed Sales Representative if you have any 
questions:

Licensed Sales Representative Name

Licensed Sales Representative Phone No.

- -

Licensed Sales Representative ID

We’re always here to help. Customer Service is happy to help with any 

questions or concerns you have.
Call them toll-free at 1-800-555-5757, TTY 711, 8 a.m. - 8 p.m. local time, 7 days a week.

Important Reminder - You don’t need a Medigap or supplement insurance plan with a 

Medicare Advantage plan. If you currently have a Medigap plan, you may cancel by contacting 

the insurer.

Plans are insured through UnitedHealthcare® Insurance Company or one of its affiliated 

companies, a Medicare Advantage organization with a Medicare contract and a Medicare-approved 

Part D sponsor. Enrollment in these plans depends on the plan’s contract renewal with Medicare.

Y0066_160703_031205 Accepted AANY17HM3877890_000
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WE’RE IN THIS 
TOGETHER.
When it comes to managing your health, you’re in the 
driver’s seat. But, we’re always here to help when you need 
it. We’ll also send you helpful information along the way.

Here’s what you can expect next.

Verification 
Letter
We received 
your 
application.

Enrollment 
Submitted 

Welcome 
Letter and  
Member ID Card
Your application 
has been 
approved.

Getting Started  
Guide and  
Plan Details
Learn to make 
the most of  
your plan.

Your Plan 
Coverage
Begins
You can 
start using 
your plan.

Welcome 
Call
We’ll answer 
any questions 
you may 
have.

YOU
ARE

HERE

   Schedule your Annual Physical and Wellness Visit. 
Make sure to schedule your appointments for after your 
coverage begins.

   Take advantage of an in-home clinic visit once a year.  
Visit UHCHouseCalls.com to learn more.

   Complete a health assessment after your coverage 
begins. Medicare requires the plan to send a health 
assessment to Medicare members. We’ll use your answers 
to suggest helpful programs and resources.

NOTES

Thank you for choosing UnitedHealthcare®.
Remember, we’re just a phone call away.

Toll-Free:

8 a.m- 8 p.m. local time, 7 days a week

AACA17HM3880367_000Y0066_160614_120025_FINAL1 Accepted



Questions? We’re here to help.
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