2027 Humana Group Medicare
PPO (Preferred Provider Organization)

E n ro “ m e nt FO rm A Medicare Advantage plan

Follow these easy steps to become
a Humana Medicare member

Have your Medicare card ready % Call us with questions
Each individual applying must fill out If you have questions, please call a licensed
a separate form. Humana sales agent at 1-800-824-8242
. (TTY: 711). We’re available Monday - Friday,
/ Sign and date the enrollment form 8 a.m. - 8 p.m. Eastern Time.

If the enrollment form is not completed
and returned within the allotted time
period, the enrollment could be denied.

Please don’t send in the same
enrollment form or apply to the
same plan more than once.

Humana.
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o e Asterisks (*) indicate required fields
Add |t| ond l N OteS Answering non-required fields is your
choice. You can’t be denied coverage

if you don’t complete them.

Instructions

« Completely fill the ovals. « If you make a mistake, fix it by crossing
out the box with an X. Put in the correct

_ ' letter or number above or below the box
* Print only one clear number or capital as shown:

block letter in each box.

* Use black ink only.

Correct numbers and letters

-
123SMIXKH

When inputting your Medicare Number on the enrollment form, print it exactly as it is on your Medicare
card. N indicates a number, A indicates an alphabetic character, and E indicates either a number or
alphabetic character. Medicare numbers will not start with a zero or contain the letters B, I, L, O, S or Z.
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Notice of Non-Discrimination

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not
discriminate or exclude people because of their race, color, religion, gender, gender identity, sex,
sexual orientation, age, disability, national origin, military status, veteran status, genetic information,
ancestry, ethnicity, marital status, language, health status, or need for health services. Humana Inc.:

* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids
and services 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 assistance services to people whose primary language is not English,
which may include:
- Qualified interpreters
— Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services
contact 877-320-1235 (TTY: 711). Hours of operation: 8 a.m. — 8 p.m., Eastern time. If you believe
that Humana Inc. has not provided these services or discriminated on the basis of race, color,
religion, gender, gender identity, sex, sexual orientation, age, disability, national origin, military status,
veteran status, genetic information, ancestry, ethnicity, marital status, language, health status, or
need for health services, you can file a grievance in person or by mail or email with Humana Inc.’s
Non-Discrimination Coordinator at P.O. Box 14618, Lexington, KY 40512-4618, 877-320-1235
(TTY: 711), or accessibility@humana.com. If you need help filing a grievance, Humana Inc.’s
Non-Discrimination Coordinator can help you.

You can also file a 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://locrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

» U.S. Department of Health and Human Services, 200 Independence Avenue, S.W., Room
509F, HHH Building Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

California members:

You can also file a civil rights complaint with the California Dept. of Health Care Services, Office
of Civil rights by calling 916-440-7370 (TTY: 711), emailing Civilrights@dhcs.ca.gov, or by mail
at: Deputy Director, Office of Civil Rights, Department of Health Care Services, P.O. Box 997413,
MS 0009, Sacramento, CA 95899-7413. Complaint forms available at:
http://www.dhcs.ca.gov/Pages/Language_Access.aspX.

This notice is available at www.humana.com/legal/non-discrimination-disclosure.

GHHNDN2026HUM_0526
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Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call 877-320-1235
TTY: 711).
;U‘?C’#‘ [Am)haric]:-w @y®: AT I9LMDERLT KE ATTCEE BCOT SATD MIANATI RFA:: N
877-320-1235 (TTY: 711) AL 2@

877-320-1235 A1 e st Lo Judl Gl s Bdla§h s2e Lunall 5 23l ciladi 531 1[Arabic] 4 sl

(711 st i)

Luwybpbu [Armenian]: Lwuwbbh Gy wudtwp |Egqulwl, wowlgdw b wypunpwupwiht
dluwywithh dwnwnipjnubbn: Quwuqwbiwpb'p 877-320-1235 (TTY' 711) Shnwhunuwbwdwpny:

Basdd [Bassa]: Wudu-xwiniin-mu-za-za k(a, hwodd-fona-nyd,, ké nyo-bd-po-ka bé bé wa nyussé widi
pEe-peedo ko Da 877-320-1235 (TTY: 711).

e [Bengali]: RAMTET S, SEte st @38 ey R «iff et Soes e T3 877-
320-1235 (TTY: 711) 791

&1 [Simplified Chinese]: ZATREMM R EMIES. WINGE DUEMBIURER T B2
877-320-1235 (ifa%4:: 7T11) .
FAREP [Traditional Chinese] : FMPIRERENFES © BEIRELURHEMETUREIRT © sAE

877-320-1235 (BE[S=iE 1 711) o
Kreyol Ayisyen [Haitian Creole]: Gen sevis lengwistik gratis, ed oksilye, ak I6t foma sevis ki disponib.
Rele 877-320-1235 (TTY: 711).
Hrvatski [Croatian]: Dostupne su besplatne jeziéne usluge, usluge dodatne pomodi i alternativhog
formata. Nazovite 877-320-1235 (TTY: 711).

(TTY: 711) 877-320-1235 L oo (s fod 53 o Bola sl s 8 5 bl (sla S o805 ol ) e - [Farsi] o)

b il

Francais [French]: Des services gratuits d'assistance linguistique, d’'aide auxiliaire et de format
alternatif sont disponibles. Appelez le 877-320-1235 (ATS : 711).

Deutsch [German]: Es stehen kostenlose unterstltzende Hilfs- und Sprachdienste sowie alternative
Dokumentformate zur Verfigung. Telefon: 877-320-1235 (TTY: 711).

EAANVIKA [Greek]: AlatiBevial Swpedv YAWCOIKES UTTNPETIES, BonBRMaTa Kal UTTNPETIEG O
EVAANAKTIKEG TTPOOPACINEG Hoppés. KaiéoTe oo 877-320-1235 (TTY: 711).

3(onicll [Gujarati] : HSc oML, ASRUS A 24 ds(cls slHz Aadl Gueed €. 877-320-1235 (TTY: 711)
U2 sid 2.
AYPNN K1 .0"917N 0'0ANI9A D'VORVI ITY MT'AXR 010N NIV (D1'NA 0'AT NTR 0NN [Hebrew] nmay
(TTY:711) 877-320-1235 ~oonY
{24} [Hindi]: Fr3leer w191, WERIes Agg SR doicies UeT 9ary Su«ey g1 877-320-1235 (TTY:711)
TR Thicl el
Hmoob [Hmong]: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gauv pab cuam.
Hu 877-320-1235 (TTY: 711).
Bekee [Igbo]: Asusu n'efu, enyemaka nkwaruy, na oru usoro ndi 0zo di. Kpoo 877-320-1235
(TTY: 711).
GHHNOAZ2026HUM_0526
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Italiano [ltalian]: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati
alternativi. Chiamare il numero 877-320-1235 (TTY: 711).

H#&ZE [Japanese| E2Z T — X, @Y —E X RABER Y —E X2 EETIRIB LR
(FE£ 7, 877-320-1235 (TTY: 711) ETHEBFEC 25 LY

mentgs [Khmer]: iunayigaman figw 8§H unagmsERRbiguMEIAms girgisitue 877-320-
1235 (TTY: 711) 4

ot=0] [Korean]: =& 210, 2 X|@ % CHA| &4 MH|AE O|83H = AUELIC 877-320-1235
(TTY: 711) HO 2 BolStMA|L.

wiznad [Lao]: Godmuunan, suzneugoanfie ua: suwuunEendudigesile. Tn

877-320-1235 (TTY: 711).

Diné [Navajo]. Saad bee ana'alwo’, bee haz'aanii, dé6 naaltsoos t'aa ajitii'igii bee ak’e'elyaaigii t'aa
jiik'eh holg. 877-320-1235 (TTY: 711) bich’]’ hodiilnih.

Jurett [Nepali]: F:3[cer WTST 9aT, GgRIes ARl X denfcteh alatehl Jaresw saaesd &+ | 877-320-1235
(TTY: 711) T 6l TR |

Polski [Polish]. Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty. Zadzwon
pod humer 877-320-1235 (TTY: 711).

Portugués [Brazilian Portuguese]: Estao disponiveis servi¢os gratuitos de ajuda linguistica auxiliar
e outros formatos alternativos. Ligue 877-320-1235 (TTY: 711).

drret [Punjabi]: Hgs 3w, Aarfed AafesT, »i3 feasfua gane Ree GUsed a6 1 877-320-1235
(TTY: 711) 3 TE 3|

Pycckuin [Russian]: MNpegoctaenaotca BecnnaTHble yCnyru A3bIKOBOW NoAae piKKu,
BCMOMoOraTernbHble cpeacTBa U MaTepuarns! B ansTepHaTUBHLIX hopmaTax. 3BOHUTE Mo HOMepy
877-320-1235 (TTY: 711).

Espafiol [Spanish]: Los servicios gratuitos de asistencia linglistica, ayuda auxiliar y servicios en otro
formato estan disponibles. Llame al 877-320-1235 (TTY: 711).

Tagalog [Tagalog]: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na
pantulong, at kapalit na format. Tumawag sa 877-320-1235 (TTY: 711).
SLO1Lp [Tamil]: Glomdl,, 2 sel0 ClumKHLs6T WHMIWD WTMHM| elyeenLLILEF GaFemneuser
@leveuFTHS SlenL s 86Tme6nT. 877-320-1235 (TTY: 711) 6T600T60)650T 3{6MLDSHE6|LD.
Bt [Telugu]: &es amh, HEFF0HE Hageds, B8 HEPHRTHODH T Diden wotkerend® o).
877-320-1235 (TTY: 711) & 505 SoHodk.

877-320-1235 (TTY: 711) JS .on i Claad (S el Jalie b alaal o glan ol 3 s [Urdu]: 520
Tiéng Viét [Viethamese]: C6 san mién phi cac dich vy ngén ngl, hé tr' phuy tre va dinh dang thay
the. Hay goi 877-320-1235 (TTY: 711).
Oyinbé [Yorubal]: Awon isé atiléhin iranldwé édeé, ati ona kika miran wa larowoté I6feé.
Pe 877-320-1235 (TTY: 711).

This notice is available at https://www.humana.com/legal/multi-language-support.
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Stamp Date
Asterisks (*) indicate required fields

Humana Group Medicare PPO Enrollment Form

EMPLOYER OR UNION SPONSOR NAME* Please use the Employer/Union name listed with your mailing address on your materials.

Please print this information exactly

as it is on your Medicare card.

MEDIC

£
" LAST NAME*

FIRST NAME*

MEDICARE NUMBER*

ISENTITLED TO EFFECTIVE DATE

ARE HEALTH INSURANCE

ADMIN ORG

PROPOSED EFFECTIVE DATE*

- 01 - 20

PLAN OPTION*

/

MI You can find the plan option number on the

front page of your Summary of Benefits in the
bottom right hand corner.

CATEGORY OF APPLICANT*

Medicare Eligible Retiree
Medicare Eligible Spouse

HOSPITAL (PART A) - 01 - Medicare Eligible Dependent
— 0 1 —
kMEDICAL (PART B) )
DATE OF BIRTH* - - SEX* F M

RESIDENTIAL ADDRESS* P.O. Box not allowed.

CITy*

COUNTY*

Experiencing homelessness
APT or STE

ST* Z1P*

MAILING ADDRESS Your residential address confirms your service area. Print your mailing address/P.O. Box
here, if applicable. If your mailing address is your residential address, please fill this oval.

CITY*

Y0040_SP_GRAPP_PPO_2027_C 072026

APT or STE

ST* ZIP*
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

It is important that we can reach you to help you stay informed and take care of your health.
Please provide your telephone number and email address.

TELEPHONE TELEPHONE TYPE

( ) - Cellphone Home (landline)

There may be times when Humana will use an automated system to call or text you.
When that happens we will be sure to use the telephone number you provided.

EMAIL By providing your email address, you authorize Humana to send you health information to this address.

PLEASE SELECT ONE PREMIUM PAYMENT OPTION. You may pay your monthly plan premium and/or late
enrollment penalty via automatic deduction from your bank account or credit or debit card. You may also choose
to pay by mail using a coupon book. If you do not choose an automatic deduction option, or your automatic

deduction request can't be processed, or you do not select any payment option, you will receive a coupon book
with instructions for paying by mail or online.

Automatic bank account deduction

Bank account information (Only complete this section if you selected Automatic bank account
deduction as your payment option).

Checking account Savings account
BANK NAME
ROUTING NUMBER ACCOUNT NUMBER

FOR

00492509 185

Routing number Account number

Automatic credit or debit card deduction

Credit or debit card information (Only complete this section if you selected Automatic credit or
debit card deduction as your payment option).

Mastercard Visa Discover American Express
CREDIT OR DEBIT CARD NUMBER EXPIRATION DATE
-2 0

Coupon book

You can visit Humana.com/pay to make your monthly premium payments online. If you have selected
coupon book as your payment option, you can pay as far in advance as you like. You can also log in to your

secure MyHumana account (click Register if you haven’t signed up yet) or download the MyHumana mobile app
to take advantage of other premium-related services.

If you are assessed a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you will be notified by

the Social Security Administration. You will be responsible for paying this extra amount in addition to your plan
premium. Do NOT pay Humana the Part D-IRMAA.
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

If you will have other prescription drug coverage (like VA, TRICARE) in addition to this plan for which you are
applying, please fill this oval.* I will have other prescription drug coverage

Please provide your other prescription drug coverage details here, if applicable.

NAME OF OTHER COVERAGE

ID NUMBER FOR THIS COVERAGE GROUP NUMBER FOR THIS COVERAGE

Once enrolled, will you or your spouse work? Yes No
PRIMARY CARE PHYSICIAN (PCP) PCP ID NUMBER

Are you already a patient of the physician you chose? Yes No

You can obtain the PCP ID number on our website at Finder.Humana.com.

Preferred Written Language (when available)

English Spanish Chinese (Simplified) Chinese (Traditional)
Korean Other
Preferred Verbal Language
English Spanish Mandarin Cantonese
Korean Other

If an accessible format is needed, please select one option. If none are selected, you will receive standard font,
printed materials.

Braille Large print (16 point +) Audio CD Data CD
Please call 1-877-320-1235 (TTY: 711) if you need information in another format or language.
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PLEASE READ THIS IMPORTANT INFORMATION

By completing this enrollment form, I agree to the following:

The Humana Group Medicare PPO plan is a Medicare Advantage plan that has a contract with the federal
government and I will need to keep my Medicare Parts A and B to stay in the plan. I must continue to pay
my Medicare Part B premium. I can only be in one Medicare Advantage plan at a time and I understand that
my enrollment in this plan will automatically end my enrollment in another Medicare Advantage health plan.
It is my responsibility to inform Humana of any prescription drug coverage that I have or may get in the
future. I understand that if I don’t have Medicare prescription drug coverage, or creditable prescription
drug coverage (as good as Medicare’s), I may have to pay a late enrollment penalty if I enroll in Medicare
prescription drug coverage in the future. I understand that if I leave this Humana plan, I may not be eligible
to return to the group plan or change plans outside of the group’s open enrollment period. I can receive
details of my options by calling my plan administrator or customer service.

I understand that when my Humana coverage begins, I must get all of my medical, and prescription drug
benefits when applicable, from Humana. Benefits and services provided by Humana and contained in my
“Evidence of Coverage” document (also known as a member contract or subscriber agreement) will be
covered. Neither Medicare nor Humana will pay for benefits or services that are not covered. Benefits and
services must be obtained from Humana in order to be covered as Medicare benefits, with the exception of
hospice and kidney acquisition costs for transplants, which are covered by Medicare. I will abide by the rules
of my Evidence of Coverage.

I understand that I must be a United States citizen or be lawfully present in the U.S. This Humana plan
serves a specific service area. If I move out of the area that this Humana plan serves, I need to notify
Humana as I may have to disenroll and find a new plan in my new area. Emergency coverage (both within
and outside the plan's service area) and urgent care are always covered.

I understand that a sales agent/broker may be compensated if they are helping me enroll.

I understand that I am enrolling into a Humana Medicare Advantage plan and not a Medicare Supplement,
Medigap, Medicare Select or Medicaid plan.

The information on this enrollment form is correct to the best of my knowledge. I understand that if I
intentionally provide false information on this form, I will be disenrolled from the plan.

Release of Information:

By joining this Medicare plan, I acknowledge that Humana will share my information with the U.S. Department
of Health and Human Services (HHS), who may use it to track my enrollment, to make payments, and for other
purposes allowed by federal law that authorize the collection of this information (see Privacy Act Statement
below).

Privacy Act Statement:

The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track
beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare
benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR §§ 422.50, 422.60, 423.30 and
423.32 authorize the collection of this information. CMS may use, disclose and exchange enrollment data
from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage
Prescription Drug (MARx)”, System No. 09-70-0588. Your response to this form is voluntary. However,
failure to respond may affect enrollment in the plan.

Individuals experiencing homelessness:

If you want to join a plan but have no permanent residence, a Post Office Box, an address of a shelter or
clinic, or the address where you receive mail (e.g., social security benefit checks) may be considered and
used in the residential address field as your permanent residence address.
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Asterisks (*) indicate required fields APPLICANT MEDICARE NUMBER*

I have read and understand the important information on the preceding pages. I have reviewed and received
a copy of the Summary of Benefits.

SIGNATURE OF APPLICANT* or authorized legal representative (including valid Power of Attorney, Legal Guardian, etc.)
SIGNATURE DATE*
- -2 0

I understand that my signature (or the signature of the individual legally authorized to act on my behalf) on this
enrollment form means that I have read and understand the contents of this enrollment form. If signed by an authorized
representative (as described above), the signature certifies that: 1) this individual is authorized under state law to complete
this enrollment, and 2) documentation of this authority is available upon request by Medicare.

If you are the authorized legal representative, you MUST sign above and provide the following information:*

LAST NAME FIRST NAME MI
STREET ADDRESS

CITY ST ZIP

TELEPHONE RELATIONSHIP TO APPLICANT

( ) -

FOR INDIVIDUALS HELPING AN APPLICANT WITH COMPLETING THIS FORM ONLY

Complete this section if you’re an individual (e.g. agents, brokers, SHIP counselors, family members, or other
third parties) helping an applicant fill out this form.

NAME SIGNATURE

RELATIONSHIP TO APPLICANT NATIONAL PRODUCER NUMBER (AGENTS/BROKERS ONLY)

INTERNAL MARKETPOINT AGENTS ONLY
WRITING AGENT NAME*

AGENT NUMBER (SAN)* DATE*

REFERRING AGENT NAME

REFERRING AGENT NUMBER (SAN)
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Humana.
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