-MyCareOhio

Connecting Medicare + Medicaid
INDIVIDUALENROLLMENT REQUEST FORM

COMPLETE THIS FORM AND MAIL TO:
Ohio Medicaid Consumer Hotline
505 South High Street, Suite 200

Columbus, Ohio 43215
or FAXTO: (614) 280-0977
QUESTIONS? Call (800) 324-8680

To enroll in a MyCare Ohio Plan, you must have
Medicare Part A (Hospital Insurance), Medicare
Part B (Medical Insurance), and Ohio Medicaid

1. Choose the Medicare-Medicaid Plan you wish to enroll in:
[Check the box next to the plan you want to enroll with.]

[1 Buckeye [JCareSource 1 United

2. Your information
[Please fill in the spaces below. Be sure to print clearly.]

Your Name [first, middle, last]

Phone Number: Second phone number:

Email address:
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Home address:

City:

State:

Zip Code:

County:

Emergency contact name:

Emergency contact phone number:

3. Tell us where you usually get health services:

[Please print clearly.]

Name of primary care provider, clinic, or health center

Primary care provider phone Number:
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MyCare Ohio: Individual Enrollment Request Form

4. Tell us about your Medicare & Medicaid coverage:

Fill in your Medicare and Medicaid information below. You can find
this information on your red, white, and blue Medicare card, or a
notice from Social Security or the Railroad Retirement Board. Also,
please put your Medicaid ID number as it appears on the front of your
card.

Medicaid ID number:
Name:

Medicare Number

Sex

Is entitled to: Effective Date
[MM-DD-YYYY]

HOSPITAL (PartA)___/  /

HOSPITAL (PartB)__ / /

5. Tell us how you want to receive your care:
[ 1 I want MyCare Ohio to provide BOTH my

Medicaid and Medicare services.

[ 1 I want MyCare Ohio to provide my Medicaid
services ONLY.
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MyCare Ohio: Individual Enrollment Request Form

6. Please read and sign below.

When you sign this form, it means you understand the following:

« MyCare Ohio plans have a
contract with the federal
government and with Ohio.

* The health services you
get with your new plan
may be different than the
services you had before.

| must keep Part A, Part B,
and Ohio Medicaid.

| can be in only one
Medicare plan at a time.

* By enrolling in MyCare
Ohio, I'll end my enrollment
iIn another Medicare health
or prescription drug plan.

| must tell Medicare and
Ohio Medicaid about any
prescription drug coverage
that | have or may get in
the future.

* If  move, | need to tell my
county caseworker.

» As a member of MyCare
Ohio, | have the right to
appeal if | don’t agree with

my plan’s decisions about
payment or services.

| understand that my
MyCare Ohio plan’s
member handbook
Includes the rules | must
follow.

The MyCare Ohio doesn't
usually cover people
while they’re out of the
state, but there may be
some limited coverage
across the Ohio state
border.

On the date my coverage
begins, | must get my
health care from my
plans providers, except
for emergency or urgently
needed care.

My plan will cover my
health care with their
network providers and
other providers as outlined
in their member handbook.
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MyCare Ohio: Individual Enrollment Request Form

* If | need to see a provider
or other provider who isn’t
in in my plan’s network, |
may need prior
authorization or | may have
to pay out-of-pocket for the
services | get.

By enrolling in a MyCare
Ohio plan, | know that my
plan may share my
information with Medicare
and Ohio Medicaid and
other plans as necessary
for treatment, payment,
and health care operations.

| understand that
prescription drugs are
covered, but not always the
same ones I'm already
taking. | understand I'll
have access to my current
drugs for at least 30 days,
until | can switch to
different drug.

| know that my MyCare
Ohio plan may share my
information, including my
prescription drug event

data, with Medicare and
Ohio Medicaid. They may
release it for research and
other purposes, as allowed
by federal statutes and
regulations.

The information on this
form is correct to the best
of my knowledge. |
understand that if |
intentionally provide false
information on this form, I'll
be disenrolled from MyCare
Ohio.

My signature (or my
authorized representative’s
signature) on this form
means that I've read and
understood this form. If an
authorized representative
signs, the person’s
signature means that he or
she is authorized under
State law to complete this
enrollment, and
documentation of this
authority is available upon
request from Medicare
and/or Ohio Medicaid.

Your signature:

Date:
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MyCare Ohio: Individual Enrollment Request Form

Information about your authorized representative, if applicable:

If you're the authorized representative, you must provide the following
information, sign, and date below.

Name: Signature:
[Please print.]

Date:

Address:

Phone number:

Relationship to person with
Medicare and Medicaid:

If you need more information, have questions, or need any
assistance with this form such as translation, call the Ohio
Medicaid Consumer Hotline at (800) 324-8680, Monday
through Friday 7:00 a.m. to 8:00 p.m. and Saturday 8:00 a.m.
to 5:00 p.m., or visit www.ohiomh.com.
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http://www.ohiomh.com/

MyCare Ohio: Individual Enrollment Request Form
Notice of Nondiscrimination

The Ohio Department of Medicaid complies with applicable Federal
civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex. The Ohio Department of
Medicaid does not exclude people or treat them differently because of
race, color, national origin, age, disability, or sex.

The Ohio Department of Medicaid:
 Provides free aids and services to people with disabilities to
communicate effectively with us, such as:
» Qualified sign language interpreters
- 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:
- Qualified interpreters
- Information written in other languages

If you need these services, contact the Ohio Medicaid Consumer
Hotline at 800-324-8680.

If you believe that the Ohio Department of Medicaid 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:

Ohio Department of Medicaid
P.O. Box 182709

Columbus, Ohio 43218-2709
614-466-4693
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MyCare Ohio: Individual Enrollment Request Form

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/smartscreen/main.jsf 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, (TDD: 1-800-537-7697).

Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html
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English: ATTENTION: If you speak English, language assistance services, free of
charge, are available to you. Call 1-800-324-8680. (TTY: 711).

Spanish: ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de
asistencia linguistica. Llame al 1-800-324-8680. (TTY: 711).

Chinese: JX & : MNB/RiLFH X AILIREE RS
8680 (TTY: 711).

EE MR, 55 1-800-324-

]:IIIII

German: ACHTUNG: Wenn Sie Deutsch sprechen, koennen Sie kostenlos Hilfe fuer
Sprachen zur Verfuegung haben. 1 800-324-8680 (TTY 711).

Arabic: (TTY: 711) 1-800-324-8680
Oy Uilae Aaliall 2 galll Bac Luaal) dadd aladind SISl () sSan | A jal) Caaati i€ 13 1 ddaadla
Sl 285l Jlasy) Joa

Pennsylvanian Dutch: Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht,
kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die englisch Schprooch. Ruf
selli Nummer uff: Call 1-800-324-8680. (TTY: 711).

Russian: BHUMAHWE: Ecnu Bbl roBopuTe Ha pycCKOM A3bIKe, TO Bam AOCTYMHbI
becnnatHble ycnyru nepesoga. 3souute 1-800-324-8680. (tenetann: 711).

French: ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont
proposeés gratuitement. Appelez le 1-800-324-8680. (TTY: 711).

Vietnamese: CHU Y: N&u ban ndi Tiéng Viét, ching t6i cé cac dich vu hd tro ngdn
nglr mién phi danh cho ban. Goi s 1-800-324-8680. (TTY: 711).

Cushite: XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii,
kanfaltidhaan ala, ni argama. Bilbilaa 1-800-324-8680. (TTY: 711).

Korean: =2|: St 0{E AIESIA| = 2, A X[ & MHIAE REE
0| 835t4 &= AELIC} 1-800-324-8680 (TTY: 711) HO Z M3 FAHA| L.



Italian: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di
assistenza linguistica gratuiti. Chiamare il numero 1-800-324-8680. (TTY: 711).

Japanese:
FESFH: AREZFEINLISG. BROSEdEZ THHWZIT %
9, 1-800-324-8680 (TTY:711) F T, BEIFICTITHEHAZE I,

Dutch: AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de
taalkundige diensten. Bel: 1-800-324-8680. (TTY: 711).

Ukranian: YBAT'A! Akwio B1 po3MOBRsieTe YKpaiHCLKOK MOBOIO, BU MOXETE 3BEPHYTUCH
00 6e3KOLLTOBHOI Cry6u MOBHOI MigTPUMKK. TenedoHynTe 3a Homepom 1-800-324-
8680. (tenetawn: 711).

Romanian: ATENTIE: Daca vorbiti limba roména, va stau la dispozitie servicii de
asistenta lingvistica, gratuit. Sunati la 1-800-324-8680. (TTY: 711).

Somali: DIGTOONI: Haddii aad ku hadasho Af Soomaali, adeegyada caawimada
lugadda, oo lacag
la’aan ah, ayaa laguu heli karaa adiga. Wac 1-800-324-8680. (TTY: 711).

Nepali: 1o igaTugINT; T80 2973<% |16=7u789 872 TUTS0hI sTel<cTc HTHT
HEIIAT >ATg @ oTieT:Bubsh @UAT IUIEL 9 | BleT ITAuEI 1-800-324-8680

(igigars: 711) |




