NYPeakHealth

MEDICARE PLANS

Medicare Prescription Payment Plan Participation Request Form

The Medicare Prescription Payment Plan is a payment option that works with your current drug coverage to
help you manage your out-of-pocket costs for drugs covered by your plan by spreading them across the
calendar year (January-December). This payment option might help you manage your expenses, but it
does not save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your prescription drug
costs through programs like Extra Help from Medicare or a State Pharmaceutical Assistance Program
(SPAP). Call your plan for more information.

Complete all fields unless marked optional

NAME First Last MI (Optional)

Medicare Number

Birth Date Phone
(MM/DD/YYYY) Number

Permanent Residence Street Address (PO Box not allowed, unless experiencing homelessness) County (Optional)

Apt # City State ZIP

Mailing Address, if different from your permanent address (PO Box allowed)

Apt # City State ZIP

Plan Year Selection

| want to participate in the Medicare Prescription Payment Plan for the:
|:| Current Plan Year |:| Upcoming Plan Year

Important Note: If “Current Plan Year” is selected then your participation will begin immediately and will
automatically renew for the upcoming plan year If you stay in the same health or drug plan.




Read and Sign Below

e | understand this form is a request to participate in the Medicare Prescription Payment Plan. Peak
Health will contact me if they need more information.

¢ | understand that signing this form means that | have read and understand the form and the attached
terms and conditions.

o Peak Health will let me know when my participation in the Medicare Prescription Payment Plan
is active. Until then, | understand that | am not a participant in the Medicare Prescription Payment Plan.

e | understand that if | stay in the same health or drug plan, Peak Health will automatically renew my
participation in the Medicare Prescription Payment Plan at the beginning of each calendar year, unless |
contact Peak Health to opt out.

Signature Date

If you are completing this form for someone else, complete the section below. Your signature
certifies that you are authorized under State law to fill out this participation form and have
documentation of this authority available if Medicare asks for it.

NAME First Last Mi
Address

Apt # City State ZIP
Phone Relationship

Number to Participant

How to Submit This Form

Submit your completed form to:

Peak Health
PO Box 5098
Edmond, OK 73083

Fax: 440-557-6525
Email: ElectMPPP@RxPayments.com

You can also complete the participation request form online at Activate.RxPayments.com, or call
us at 833-554-4466 to submit your request via telephone.

If you have questions or need help completing this form, call us at 833-554-4466, 8AM to 11PM
EST 7 days a week from Dec 8 - Mar 31, 8AM to 11PM EST Mon — Fri from Apr 1 — Sept 30, 8AM
to 1AM EST 7 days a week from Oct 1 - Dec 7. TTY users can call 711.
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Terms and Conditions for Participation in the
Medicare Prescription Payment Plan

The Terms and Conditions listed below outline your rights, responsibilities, and the rules governing
participation in the Medicare Prescription Payment Plan program. By agreeing to these Terms and
Conditions-either online, over the phone or by signing and returning the election form-you confirm that
you understand and accept the provisions of the program.

1. No Fees or Interest
The Medicare Prescription Payment Plan does not charge any fees or interest, and no credit check
is required to enroll in the Program.

2. Notification to Pharmacy
Upon acceptance into the Medicare Prescription Payment Plan, we will inform your pharmacy that
you are using this payment option.

3. Applicability
This payment option applies only to Medicare Part D covered drugs processed after your election
is confirmed.

4. Cost Sharing
When you fill a prescription for an eligible Part D drug, you will pay zero dollars at the pharmacy.
However, you will still be responsible to pay your cost share of the drug associated with your
Medicare Part D benefit under your plan that can be paid through a monthly invoice.

5. Monthly Invoices
Each month, you will receive an invoice detailing the out-of-pocket amount you owe, the due date,
and information on how to make a payment. Monthly payments are required while you carry a
balance, but you can pay the balance in full at any time.

6. Calculation of Monthly Payments
The formula for calculating the minimum monthly payment (referred to as the “maximum monthly
cap”) differs for the first month of participation versus the remaining months of the year. The
maximum monthly cap calculations include specifics of a participant’s Part D drug costs
(previously incurred costs and new out-of-pocket costs), as well as the number of months
remaining in the plan year and the amount outstanding. As such, the amount can vary from person
to person and month to month, and the total outstanding balance will be completely paid off by
February 1st of the next calendar year.

7. Missed Payments
If you miss a payment, you will receive a Notice of Failure to Pay. If you do not pay the outstanding
amount due by the date listed in the reminder notice, you will be removed from the Medicare
Prescription Payment Plan. However, you will still be required to pay the amount you owe and may
not be able to re-enroll in the Medicare Prescription Payment Plan.



10.

11.

12.

13.

Opting Out

You can leave the Medicare Prescription Payment Plan at any time by selecting the opt-out option
through the website or by calling the phone number provided to you in the Notice of Election
Approval letter, which will be sent to you by your plan after successful election into the program.
After you opt out, you will continue to receive an invoice each month for the amount you owe until
your balance is paid in full.

Digital Communications and Notifications
If you provide an email, participation in this Program will automatically make you eligible for
important emails containing information related to the Medicare Prescription Payment Plan.

Disenroliment and New Plan Enrollment

If you are disenrolled from your plan for any reason and/or enroll in a new plan with drug coverage,
your participation in the Medicare Prescription Payment Plan through your current plan will end.
However, you will continue to receive an invoice each month for any outstanding amounts until your
balance is paid in full. You remain responsible for the amount due under this Medicare Prescription
Payment Plan. If you enroll in a new plan with drug coverage, you may be able to rejoin the
Medicare Prescription Payment Plan by contacting your new plan.

Address Updates

Any contact information or communication preferences you provide during election or directly
through your Medicare Prescription Payment Plan online portal will only be used for your Medicare
Prescription Payment Plan, and may not be communicated to your Medicare Part D plan. If you
also need to make an address update for your Part D coverage then you will need to provide those
directly to your Plan.

Communications

By providing us with your contact information, you consent to our contacting you by any means you
have provided regarding important information about your Medicare Prescription Payment Plan
account. This consent allows us to use text messaging for informational and account service calls,
but not for telemarketing or sales calls. This may also include contact from companies working on
our behalf to service your account.

Automatic Participation Renewal

Your participation in the Medicare Prescription Payment Plan will automatically renew for the
following calendar year, unless you are enrolling in a new Medicare Part D plan or have opted out
of the program prior to the beginning of the calendar year.



Discrimination is Against the Law

Peak Health complies with applicable Federal civil rights laws and does not diseriminate on the
basis of race, color, national origin, age, disability, or sex. Peak Health does not exclude people
or treat them differently because of race, color, national origin, age, disability, or sex.

Peak Health:

e Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,
other formats)
* Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact Member Service Phone Number on the front of you Member
ID.

If you believe that Peak Health 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:

Peak Health

ATTN: Appeals and Grievances Department
1085 Van Voorhis Rd, Suite 300
Morgantown, WV 26505

1.855.962.7325
TTY Users Call: 711
Fax: (304) 974-3191

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance,
Member Service Phone Number on the front of you Member [D.

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

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

Room 509F, HHH Building

Washington, D.C. 20201

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

Complaint forms are available at http://'www.hhs. gov/ocr/office/file/index.html.
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YPeakHealth

Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have
about our health or drug plan. To get an interpreter, just call us at 1-855-962-7325
(TTY 711). 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 1-855-962-7325 (TTY 711). Alguien que hable
espanol le podra ayudar. Este es un servicio gratuito.

Chinese Mandarin: $Ai 152 0L 50 2R RENR 55, BRI E 3 T e ol 25 W Ok B g AT ] 5 1)
WA S R IR 55, 1580 1-855-962-7325 (TTY 711), FATH b S T A R R R 5 5B 1)
&, XJe I iss,

Chinese Cantonese: &% oA fat fe sl €M I B T BEA- AT B, At Mgtk 2 nyfiaE Ik
¥, MFEMERE, #ECE 1-855-962-7325 (TTY 711), HAMaE iy A BB s A mie gt E
By, 18 & W g%,

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
1-855-962-7325 (TTY 711). Maaari kayong tulungan ng isang nakakapagsalita ng
Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d'interprétation pour répondre a toutes
vos questions relatives a notre régime de santé ou d'assurance-médicaments. Pour
accéder au service d'interprétation, il vous suffit de nous appeler au

1-855-962-7325 (TTY 711). Un interlocuteur parlant Francais pourra vous aider. Ce
service est gratuit.

Vietnamese: Chung tdi cé dich vu thong dich mién phi dé tra I18i cac cu héi vé
chuadng suc khoe va chuong trinh thuéc men. Néu qui vi can thong dich vién xin goi
1-855-962-7325 (TTY 711) sé& c6 nhan vién ndi ti€ng Viét gilp dd qui vi. Day la dich
vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu
unserem Gesundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter
1-855-962-7325 (TTY 711). Man wird Ihnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.



Korean: 3A:= AE’ Ef‘é Y= oFE Bl w3k Aol @ =l RS9 AH|AE
A8k FUT & HH]*E o] &35le ™ %3 1-855-962-7325 (TTY 711)&@,9; .
o) FAA L. GP%O%E st FeAE mok =9 APyt o] Az FaE 99y
=3

Russian: Ecnn y Bac BO3HMKHYT BOMPOCbl OTHOCUTE/IbHO CTPaxoBOro Uim
MeAMKAMEeHTHOrro rnsaHa, Bbl MOXeTe BOCMNO0J/1b30BaTbCs HAaWMMKM 6ecniaTHbIMU
ycnyramm nepeBogunkoB. YTobbl BOCNOb30BaTbCH yC/yraMm nepeBoaymka,
No3BOHUTE HaMm no TenedoHy 1-855-962-7325 (TTY 711). BaM okaxeT NOMOLLUb
COTPYAHMK, KOTOPbIM FOBOPUT MO-pyccku. [laHHasa ycnyra 6ecnnatHas.

Ll 4 W) Jsan ol daally gl Al (o (e Ala Dl dplaal) o) il an jiall Cilexs anis L) :Arabic

Giaady b add asise 1-855-962-7325(TTY 711) e Ly Juai¥l (5 pms e Gl 558 jia e J seal
Alae dedd o3 Sliaclusey Gy jall

Hindi: SR WA g1 &dl $1 Ao & aR H TS fhdt Hft IRy & Ja19 2+ & forg g9R U
0T I SaTd SUas 8. Teh gHITNT IR &+ & oS, &9 81 1-855-962-7325 (TTY 711)
Wﬁﬁﬁ@%@%ﬁ@ﬂ%ﬁuquamlé Ig U g 4l &.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a
eventuali domande sul nostro piano sanitario e farmaceutico. Per un interprete,
contattare il numero 1-855-962-7325 (TTY 711). Un nostro incaricato che parla
Italianovi fornira I'assistenza necessaria. E un servizio gratuito.

Portuguese: Dispomos de servicos de interpretacao gratuitos para responder a
qualquer questao que tenha acerca do nosso plano de saude ou de medicagao.
Para obter um intérprete, contacte-nos através do niumero 1-855-962-7325 (TTY
711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este
servico é gratuito.

French Creole: Nou genyen sévis entépret gratis pou reponn tout kesyon ou ta
genyen konsenan plan medikal oswa dwog nou an. Pou jwenn yon entepret, jis
rele nou nan 1-855-962-7325 (TTY 711). Yon moun ki pale Kreyol kapab ede w.
Sa a se yon sevis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktory
pomoze w uzyskaniu odpowiedzi na temat planu zdrowotnego lub dawkowania
lekéw. Aby skorzystaé z pomocy ttumacza znajacego jezyk polski, nalezy
zadzwoni¢ pod numer 1-855-962-7325 (TTY 711). Ta ustuga jest bezptatna.

Japanese: Yjit Dl HELRR & Fi LI T 7 IcBiT A 2 ’*”F'Eﬁ BEZT 5120
12, ERLOERT —E 22°H ) T 583 nWE T, Wik e M 51T 1%.
1-855-962-7325 (TTY 711)IC BEE L 728 v, A AGE ﬁﬁ%@%ﬁiﬁmttiﬁo:ﬂ
3R D

= EZ2TT,
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