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Attestation of Eligibility for an Enroliment Period

IMPORTANT: This completed form must accompany your application.

Please read the following statements carefully and check the box if the statement applies to you. By
checking any of the following boxes you are certifying that, to the best of your knowledge, you are
eligible for an Enrollment Period. If we later determine that this information is incorrect, you may be
disenrolled.

[J | am new to Medicare.

[1 | have had Medicare prior to now, but am turning 65.

[1 I'am enrolled in a Medicare Advantage plan and want to make a change during the Medicare
Advantage Open Enroliment Period (MA OEP).

[1 I'm enrolling during the Annual Enrolliment Period from October 15 through December 7.

[1 | recently moved outside of the service area for my current plan or | recently moved and this plan
is a new option for me. | moved on (insert date)

[1 I recently was released from incarceration. | was released on (insert date)

[1 I recently returned to the United States after living permanently outside of the U.S. | returned to
the U.S. on (insert date)

[1 I recently obtained lawful presence status in the United States. | got this status on (insert date)

[1 I recently had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid
assistance, or lost Medicaid) on (insert date)

[1 I recently had a change in my Extra Help paying for Medicare prescription drug coverage (newly
got Extra Help, had a change in the level of Extra Help, or lost Extra Help) on (insert date)

(1 | have both Medicare and Medicaid (or my state helps pay for my Medicare premiums) or | get
Extra Help paying for my Medicare prescription drug coverage, but | haven’t had a change.
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[J I am moving into, live in, or recently moved out of a Long-Term Care Facility (for example, a
nursing home or long term care facility). | moved/will move into/out of the facility on
(insert date)

[1 I recently left a PACE program on (insert date)

[1 I recently involuntarily lost my creditable prescription drug coverage (coverage as good as
Medicare’s). | lost my drug coverage on (insert date)

[1 I 'am leaving employer or union coverage on (insert date)

[1 I belong to a pharmacy assistance program provided by my state.
[J My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

[1 I was enrolled in a plan by Medicare (or my state) and | want to choose a different plan. My
enrollment in that plan started on (insert date)

[1 I was enrolled in a Special Needs Plan (SNP) but | have lost the special needs qualification
required to be in that plan. | was disenrolled from the SNP on (insert date)

[ My plan is affected by non-renewal or service area reduction effective January 1.

[1 | was affected by a weather-related emergency or major disaster (as declared by the Federal
Emergency Management Agency [FEMA]). One of the other statements here applied to me, but | was
unable to make my enrollment because of the natural disaster.

1 Other:

If none of these statements applies to you or you’re not sure, please contact Health Alliance at the
number for your area listed below to see if you are eligible to enroll. TTY/TDD Users call 711. We are
open Daily 8 a.m. to 8 p.m. Voicemail is used on holidays and weekends from April 1 to
September 30.

Medicare Sales:
Simplete: 1-877-634-3390
Simplete Riverside: 1-877-642-4753

Health Alliance Medicare is a Medicare Advantage Organization with a Medicare contract. Enroliment
in Health Alliance Medicare depends on contract renewal. Other providers are available in our
network.



DISCRIMINATION IS AGAINST THE LAW

Health Alliance complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,

national origin, age, disability or sex. Health Alliance does not exclude people or treat them differently because of race,

color, national origin, age, disability or sex. Health Alliance:

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)
e 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 customer service.

If you believe that Health Alliance 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: Health Alliance Medicare, Member

Services, 3310 Fields South Drive, Champaign, IL 61822 or 411 N. Chelan Avenue, Wenatchee, WA 98801, telephone

for members in Illinois, Indiana, lowa and Ohio: 1-800-965-4022; telephone for members in Washington:

1-877-750-3350 TTY: 711, fax: 217-902-9705, MemberServices@healthalliance.org. You can file a grievance in
person or by mail, fax or email. If you need help filing a grievance, Member Services 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
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, DC 20201, 1-800-368-1019, TTY:

1-800-537-7697.

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

ATENCION: Si habla Espafiol, servicios de asistencia lingiiistica, de forma gratuita, estan disponibles para usted. IA,
IL, IN, OH: Llame 1-800-965-4022, WA Llame: 1-877-750-3350 (TTY: 711).

AE  MRMBEHRX, FEHBRE RER, HALUGIR, 1A, IL, IN, OH: FEMY 1-800-965-4022, WA: M
1-877-750-3350 (TTY: 711) ,

UWAGA: Jesli méwic Polskie, ustugi pomocy jezyka, bezptatnie, sg dostepne dla Ciebie. IA, IL, IN, OH: Zadzwon
1-800-965-4022, WA: Zadzwon 1-877-750-3350 (TTY: 711).

Chuy: Néu ban nobi Tiéng Viét, cac dich vu hd tro ngon ngit, mién phi, co san cho ban. IA, IL, IN, OH: Goi
1-800-965-4022, WA: Goi 1-877-750-3350 (TTY: 711).

=2 U0IE =20, 22 60 XN& MBIAS Zotes 2R AMEL &= UASLILE 1-800-965-4022 1A, IL, IN, OH:
&3t WA: 1-877-750-3350 & &t (TTY: 711).

BHUMAHMUE: Ecnu BbI rTOBOpHUTE PYCCKUI, BCTABKU YCIYTH S3bIKOBOM TTOMOIIH, OECIIIIATHO, JOCTYIIHBI 1715 Bac. [A,
IL, IN, OH: Be13oB 1-800-965-4022, WA: Bezos 1-877-750-3350 (TTY: 711).

Pansin: Kung magsalita ka Tagalog, mga serbisyo ng tulong sa wika, nang walang bayad, ay magagamit sa iyo. IA, IL,
IN, OH: Tumawag 1-800-965-4022, WA: Tumawag 1-877-750-3350 (TTY: 711).
uhub@iy]SMﬂ%Sangjh@Aﬂ}delmhdy¢\uM;ﬂUgMMyMmmudghhwhumfﬂghgﬁh\&m

(711 20 e Juaild pand) 3 4 sa 5l aasall (g Silad S 1)) 1-877-750-3350 8l Jusil

Aufmerksamkeit: Wenn Sie Deutsch sprechen, Sprachassistenzdienste sind kostenlos, zur Verfligung. IA, IL, IN, OH:
Anruf 1-800-965-4022, WA: Anruf 1-877-750-3350 (TTY: 711).

ATTENTION: Si vous parlez frangais, les services d'assistance linguistique, gratuitement, sont a votre disposition. 1A,
IL, IN, OH: Appelez 1-800-965-4022, WA: Appelez 1-877-750-3350 (TTY: 711).

taulot: A cled Al ARl GUML UsLA AU, U, dAHIRL HIER GUAsU B, A, IL, IN, OH: SIA 1-800-965-4022,

WA: 5 1-877-750-3350 (TTY: 711).

B HLGRIE BRE . BHTEEXBEY—EXR%E. E95HEE. HLEICRATRETY,
1-800-965-4022 1A, IL, IN, OH: 3 —JL 1-877-750-3350 WA: 2 —)L (TTY:711),

LET OP: Als je spreekt pennsylvania nederlandse, taalkundige bijstand diensten, gratis voor u beschikbaar zijn. IA, IL,
IN, OH: Bel 1-800-965-4022, WA: Bel 1-877-750-3350 (TTY: 711).

YBAT'A: SIkiio BU TOBOPUTE YKPATHCHKUHM, BCTABKU MOCIYTH MOBHOI TOTIOMOT'H, O€3KOIITOBHO, AOCTYIHI I Bac. 1A,
IL, IN, OH: Buxuuk 1-800-965-4022, WA: Buxuuk 1-877-750-3350 (TTY: 711).

ATTENZIONE: Se si parla italiano, servizi di assistenza linguistica, a titolo gratuito, sono a vostra disposizione. IA,

IL, IN, OH: Chiamare 1-800-965-4022, WA: Chiamare 1-877-750-3350 (TTY: 711).
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