Lz\ PRESBYTERIAN Presbyterian Senior Care (HMO) Plans
Health Plan, Inc. 2026 Pre-Enrollment Checklist

Before making an enrollment decision, it is important that you fully understand our
benefits and rules. If you have any questions, you can call Presbyterian Medicare
Sales at (505) 923-8458 or 1-800-347-4766. TTY users can call 711.

Understanding the Benefits

[] The Evidence of Coverage (EOC), provides a complete list of coverage and
services. It is important to review plan coverage, costs and benefits before
you enroll. Visit www.phs.org/medicare or call (505) 923-8458 or
1-800-347-4766, TTY users can call 711, to view a copy of the EOC.

[[] Review the provider directory (or ask your provider) to make sure the providers
you see now are in the network. If they are not listed, it means you will likely
have to select a new provider.

[[] Review the pharmacy directory to make sure the pharmacy you use for any
prescription medicine is in the network. If the pharmacy is not listed, you will
likely have to select a new pharmacy for your prescriptions.

[[] Review the formulary to make sure your drugs are covered.

Understanding Important Rules

[] Inaddition to your monthly plan premium, you must continue to pay your
Medicare Part B premium. This premium is normally taken out of your Social
Security check each month.

[] Benefits, premiums and/or copayments/coinsurance may change on
January 1, 2027.

[[] Exceptin emergency or urgent situations, we do not cover services by out-of-
network providers (providers who are not listed in the provider directory).

[ ] Effect on Current Coverage. If you are currently enrolled in a Medicare
Advantage plan, your current Medicare Advantage healthcare coverage will
end once your new Medicare Advantage coverage starts. If you have TRICARE,
your coverage may be affected once your new Medicare Advantage coverage
starts. Please contact TRICARE for more information.
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Presbyterian Senior Care (HMO) Plans
2026 Individual Enrollment Request Form

Who can use this form?

People with Medicare who want to join
a Medicare Advantage plan

To join a plan, you must:

* Be a United States citizen or be lawfully
present in the United States

* Live in the plan’s service area

Important: To join a Medicare Advantage plan,
you must also have both:

* Medicare Part A (Hospital Insurance)

® Medicare Part B (Medical Insurance)

What happens next?

Complete and sign your form and send it to us
using one of the options below:

Mail:  Presbyterian Health Plan, Inc.
P.O. Box 27489
Albuquerque, NM 87125-7489
Fax: (505) 923-5385

Online: phs.org/medicare

Once we process your request to join, we'll
contact you.

When do | use this form?
You can join a plan:

® Between October 15 to December 7 each
year (for coverage starting January 1)

* Within three months of first getting Medicare

® In certain situations where you're allowed to
join or switch plans

Visit Medicare.gov to learn more about when
you can sign up for a plan.

What do | need to complete this form?

® Your Medicare Number (the number on your
red, white and blue Medicare card)

* Your permanent address and
phone number

Note: You must complete all items in

Section 1. The items in Section 2 are optional -
you can't be denied coverage because you
don't fill them out.

How do | get help with this form?

Call Presbyterian Medicare Sales at

(505) 923-8458 or 1-800-347-4766.

TTY users can call 711. Or call Medicare at
1-800-MEDICARE (1-800-633-4227).

TTY users can call 1-877-486-2048.

En espafiiol: Llame a Presbyterian Medicare
Sales al (505) 923-8458 o 1-800-347-4766/
TTY 711 o a Medicare gratis al
1-800-633-4227 y oprima el 2 para asistencia
en espafol y un representante estara
disponible para asistirle.

Reminders:

* If you want to join a plan during fall open
enrollment (October 15 — December 7),
the plan must get your completed form by
December 7.

* If your plan has a premium, your plan will
send you a bill for the plan’s premium. You
can choose to sign up to have your premium
payments deducted from your bank account
or your monthly Social Security (or Railroad
Retirement Board) benefit.

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
checks) may be considered your permanent
residence address.
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Presbyterian Senior Care (HMO) Plans
2026 Individual Enrollment Request Form

Section 1 - All fields on this page are required (unless marked optional)

SELECT THE PLAN YOU WANT TO JOIN:

Part D Drug coverage is included:

O Presbyterian Senior Care (HMO) Plan 2 with Rx - $0 per month.
O Presbyterian Senior Care (HMO) Plan 3 with Rx - $114 per month

Presbyterian Senior Care (HMO) Plans are available in these counties: Bernalillo, Cibola, Rio Arriba,
Sandoval, Santa Fe, Socorro, Torrance, and Valencia.

Part D Drugs are not included:

O Presbyterian Senior Care (HMO) Plan 1 - $0 per month.

Optional Supplemental Benefit:

O Comprehensive Dental - $29.30 per month

FIRST Name: LAST Name: Middle Initial: (Optional)
Birth Date: Sex: Phone Number: Email:
MM/DD/Y Y YY) OM OF | (Cell Preferred)

(. /__ /) (¢ )

Permanent Residence Street Address (Don't enter a P.O. Box):

City: County: State: ZIP Code:

Mailing Address, if different from your permanent address (P.O. Box allowed):

City: State: ZIP Code:

Your Medicare information:

Medicare Number: - -

Answer these important questions:

Will you have other prescription drug coverage (like VA, TRICARE) in addition to
Presbyterian Senior Care (HMO)? O Yes O No

If yes, name of other coverage:

Member number for this coverage:

Group number for this coverage:
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Presbyterian Senior Care (HMO) Plans
2026 Individual Enrollment Request Form

IMPORTANT - Read and sign below:

* | must keep both Hospital (Part A) and Medical (Part B) to stay in Presbyterian Senior Care (HMO).

* By joining this Medicare Advantage (MA) plan, | acknowledge that Presbyterian Senior Care
(HMO) will share my information with Medicare, 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). Your response to this form is voluntary. However,
failure to respond may affect enrollment in the plan.

* | understand that | can be enrolled in only one MA plan at a time — and that enrollment in this plan
will automatically end my enrollment in another MA plan (exceptions apply for Private Fee-For-
Service (PFFS), MA Medical Savings Account (MSA) plans).

e | understand that Presbyterian Senior Care (HMO) has worldwide emergency/urgent care services.

e | understand that when my Presbyterian Senior Care (HMO) coverage begins, | must get all of
my medical and prescription drug benefits from Presbyterian Senior Care (HMO). Benefits and
services provided by Presbyterian Senior Care (HMO) and contained in my Presbyterian Senior
Care (HMO) “Evidence of Coverage” document (also known as a member contract or subscriber
agreement) will be covered. Neither Medicare nor Presbyterian Senior Care (HMO) will pay for
benefits or services that are not covered.

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

* | understand that my signature (or the signature of the person legally authorized to act on my
behalf) on this application means that | have read and understand the contents of this application.
If signed by an authorized representative (as described above), this signature certifies that:

1) This person is authorized under state law to complete this enrollment, and

2) Documentation of this authority is available upon request by Medicare.

Signature: Today’s Date:

If you're the authorized representative, sign above and fill out these fields:
Name: Address:

Phone Number: Relationship to Enrollee:

For individuals helping enrollee with completing this form only:

Name: Relationship to Enrollee:

Signature: National Producer Number (agent/Brokers only):

How was enrollment received: O Walk-in with presentation O In Home with presentation
O Seminar/Meeting O Telephonic O Walk-in without presentation

O In Home without presentation O Mail in O Email 0O Faxed

Plan ID# Effective date of coverage:

|ICEP/IEP: AEP: SEP (type): Not Eligible:
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Presbyterian Senior Care (HMO) Plans
2026 Individual Enrollment Request Form

Section 2 - All fields on this page are optional Answering these questions is your choice.
You can't be denied coverage because you don't fill them out.

| may need help accessing care or benefits and would like to be contacted (check all that apply):
O Find a new primary care provider (PCP)

O Transfer prescription/medication (e.g., coverage, cost, mail order)

O Care coordination (for example, if you have complex healthcare needs)

Select one if you want us to send you information in a language other than English.
O Spanish O Other

Select one if you want us to send you information in an accessible format.
O Braille O Large Print O Audio CD O Data CD

All materials are available in Spanish and a machine-readable format through our website

or by request. Please contact Presbyterian Customer Service Center at (505) 923-6060 or
1-800-797-5343 if you need information in an accessible format other than what's listed above.
Our office hours are 8 a.m. to 8 p.m., seven days a week from October 1 to March 31, and
Monday to Friday (except holidays) from April 1 through September 30. TTY users can call 711.

Do you work? [ Yes [ No Does your spouse work? O Yes [ No

List your primary care provider (PCP), clinic or health center:

As part of your enrollment, do you want to receive any of the following materials via email?

O Plan Formulary O Summary of Benefits O Evidence of Coverage
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Presbyterian Senior Care (HMO) Plans
2026 Individual Enrollment Request Form

Paying Your Plan Premiums
You can pay your monthly plan premium (including any late enrollment penalty that you currently
have or may owe) by mail, “Electronic Funds Transfer (EFT),” or credit card each month. You can
also choose to pay your premium by having it automatically taken out of your Social Security or
Railroad Retirement Board (RRB) benefit each month. Please select a payment option:

O Get a bill.

O Electronic Funds transfer (EFT) from your bank account each month.
Please enclose a VOIDED check or provide the following:
Account holder name:

Bank routing number: Bank account number:

Account type: O Checking 0O Saving

O Credit Card. Please provide the following information:
Type of Card: O Visa O MasterCard O Discover

Name of Account holder as it appears on card:

Account number: Expiration Date: _ _/__ _ _ (MM/YYYY)

O Automatic deduction from your Social Security or Railroad Retirement Board (RRB)
benefit check. | get monthly benefits from: O Social Security O RRB

If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you must
pay this extra amount in addition to your plan premium. The amount is usually taken out of your
Social Security benefit, or you may get a bill from Medicare (or the RRB). DON'T pay Presbyterian
the Part D-IRMAA.

Presbyterian complies with civil rights laws and does not discriminate on the basis of protected status including but
not limited to race, color, national origin, age, disability, or sexual orientation or gender expression. Free language
assistance services are available to you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-855-592-7737 (TTY: 711) or speak to your provider.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingliistica. También estan
disponibles de forma gratuita ayuda y servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-855-592-7737 (TTY: 711) o hable con su proveedor.

SHOOH: Diné bee ydnitti'gogo, saad bee and’'awo’ bee dka'anida’awo'it'ad jik'eh nd hdld. Bee
ahit hane'go bee nida’anishi t'ad dkodaat'éhigii dod bee dka'anida'wo'i dko bee baa hane'i bee
hadadilyaa bich’j’ ahoot'i'igii éi t'ad jiikk’eh hdld. Kohjj' 1-855-592-7737 (TTY: 711) hodiilnih doodago
nika'andlwo'i bich']" hanidziih.

For more information, visit https://www.phs.org/nondiscrimination.
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Notice of Availability

English ATTENTION: If you speak English, free language assistance services are available to
you. Appropriate auxiliary aids and services to provide information in accessible
formats are also available free of charge. Call 1-855-592-7737 (TTY: 711) or speak to
your provider.

Spanish ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia

Espanol linglistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al
1-855-592-7737 (TTY: 711) o hable con su proveedor.

Navajo SHOOH: Diné bee yanitti'gogo, saad bee and’awo’ bee dka'anida’awo’it’ad

Diné jik’eh nd hold. Bee ahit hane’go bee nida’anishi t'ad dkodaat’éhigii d6o6 bee
dka'anida'wo'i dko bee baa hane'i bee hadadilyaa bich’j’ ahoot'i’igii éi t'ad
jik’'eh hold. Kohjj' 1-855-592-7737 (TTY: 711) hodiilnih doodago nika’andlwo’i
bich'j’ hanidziih.

Vietnamese |LUU Y: Né&u ban néi tiéng Viét, chiing ti cung cap mién phi cac dich vu hd trg ngén

Viét nglt. Céac hé trg dich vu phu hgp dé cung cip thdng tin theo cac dinh dang dé tiép can
cling dugc cung cap mién phi. Vui long goi theo s6 1-855-592-7737 (Nguoi khuyét tat:
TTY: 711) hodc trao déi v&i nguoi cung cap dich vu cta ban.

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose

Deutsch Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur
Bereitstellung von Informationen in barrierefreien Formaten stehen ebenfalls
kostenlos zur Verfiigung. Rufen Sie 1-855-592-7737 (TTY: 711) an oder sprechen Sie
mit lhrem Provider.

Chinese . AR R, BATE RN IR ANE ST I BIRST . ATE G g PR it

Simplified | i& 2 () H Y T HARSS, DMRGLERERGH RS B . 15RIT 1-855-592-7737 (TTY: 711)

i A 3L BRI AR S TR L

Chinese AR AR TR EF‘I Pl e R iRt S BiRG - fE &Mt

Traditional |7 EHVEHEN T AR » DAt fefRiess 2Chi & - 5528 1-855-592-7737 (TTY:711)

BHTI | SRR

Japanese  |7E: AAGRZRESILOY 6 IR O S RESCR—E A TRV 59, T ev T

HAGE GEL2FIH TELIDBLESNT) B THH MR § 2720 O U722/ B) 3L 80—
EAG BT H W22 T £, 1-855-592-7737 (TTY:711) £ CEEFIEIV, £72iZ
TR O IZTHRIZS W,

Filipino ATTENTION: Kung marunong kang magsalita ng Filipino, makakagamit ka ng mga
libreng serbisyo sa tulong sa wika. Ang mga angkop na karagdagang tulong at
serbisyo upang magbigay ng impormasyon sa mga naa-access na format ay
magagamit din nang libre. Tumawag sa 1-855-592-7737 (TTY: 711) o makipag-usap
sa iyong provider.

Korean Fo: et=0E AIEot= R £2 80 XNI& MHIAE 0| Eota == JASLICHL B2

=0 JtsetEAoz2 FE2E MBot)| flet HEst EX EF2 L ANUHAE RER
MZB& LICH 1-855-592-7737(TTY: 711)& M3tot AL MHIA WSS X0l 22/0HAI K.
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French

ATTENTION : Si vous parlez Frangais, des services d'assistance linguistique gratuits

Frangais sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement.
Appelez le 1-855-592-7737 (TTY : 711) ou parlez a votre fournisseur.

Tagalog PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary
na tulong at serbisyo upang magbigay ng impormasyon sa mga naa-access na
format. Tumawag sa 1-855-592-7737 (TTY: 711) o makipag-usap sa iyong provider.

Russian BHUMAHMWE: Ec/iv Bbl roBOpUTE Ha PYCCKUIA, Bam AOCTYMHbI BecnaaTHble YCIyr A3bIKOBOM

PYCCKMNI noanep»kn. CooTBETCTBYHOLLME BCMOMOTaTe/IbHble CPeACTBa M YCAYrM MO NPeaoCTaBAeHUIo
MHGOPMaLMKM B LLOCTYNHbIX POpMaTax TakKe npefocTaBaAoTcA becnnatHo. Mo3BoHUTe Nno
TenedpoHy 1-855-592-7737 (TTY: 711) nam obpatutech K cBOEMy NOCTaBLUMKY YCAYT.

Urdu i gn s 1 SOl clend (S cale) il e g n e 53 G 81 g e

) - Al maslae S S S il b Clasles ae (el ) B8 g Glaad ) 2l e

-0 S Ol 028wl 8l b S IS 5 1-855-592-7737 (TTY: 711)

Nepali & fGTEIY; dUTS UTel Sledgo HH TUTS] AT Yok HINT JGTHAT AdTee

IUAS B | Ug IRY GG SIFMBRI U™ T I9gad JgRi® Tgdee 3
YaTee UM :Yeeh JUeTe B | 1-855-592-7737 (TTY: 711) HI I TG T 3T
TaAHAT -1 TeN |

Bengali NN A S TR 1A FT ICEAN, OIRC [T Ordl STRITS] A {0

GG SIHNNR TS GHNeTg | SIS FHIE BT AW TNy BN IS AZTF AZT@l
G2 ARCIAISIETS [T ATSH WA 1-855-592-7737 (TTY: 711) NH(L FeT P
YT FANL ARNBIKIF A FAT I |

Hindi & ¢ afe 3y gt aiard & af 3ueh forg e HTST Tgriar aTd Sudsy g | gay

fect

URET! H STHSR! UG &3 & A Sugad Jead Jgrian 3R Jard +f f:3ew Suds
&1 1-855-592-7737 (TTY: 711) TR bicl DX T AT USTdT T 91 B |

Arabic Aulia Ldlia) ciladd 5 lae e Wil Glaalls #lia s glaally 4 sad ciland ol lied g jall Caai i€ 13) il
A ilgll 4e23) 1-855-592-7737 (TTY: 711) adlls duail Lgrle J eand) Jgusy Dilinaiy Silo sleal) il
iy yal) Sl ) 2aadl) 555 ) Gan sl (el
Turkish DIKKATINIZE: Tirkge biliyorsaniz, Gcretsiz dil destek hizmetlerinden
Tirkce faydalanabilirsiniz. Ayrica Ucretsiz olarak, uygun yardimci araglarla ve hizmetlerle

erisilebilir formatlarda bilgi de saglanmaktadir. 1-855-592-7737 (TTY (isitme ve
Konusma Engelli Destek Hatti): 711) numarali telefondan bize ulasabilir veya hizmet
saglayiciniz ile gorusebilirsiniz.
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