This form is for people who have MassHealth Standard J TU FTS
benefits and Medicare Parts A and B, and choose to 1r Health Plan

enroll in Tufts Health One Care.

a Point32Health company

2026 MassHealth One Care & Medicare Advantage
Enrollment Form

[] Tufts Health One Care (HMO D-SNP) H5314-001-000
[] Tufts Health One Care CW (HMO D-SNP) H5314-002-000

MassHealth Information
» Are you enrolled in MassHealth? Yes (] No[]

Please write in your MassHealth ID number or attach a copy of your MassHealth card. Your
MassHealth ID number is the 12-digit number under your name.

MassHealth ID number

You must have both Medicare Part A and Part B and be eligible for Part D, be eligible for
MassHealth Standard or MassHealth CommonHealth, live in the Tufts Health One Care service
area, not have any other comprehensive health insurance except Medicare, and are not enrolled
in a MassHealth Home and Communty-based Services (HCBS) waiver, to enroll in a One Care
organization. To apply for MassHealth, call 1-800-841-2900 (TTY: 1-800-497-4648) for people
who are deaf, hard of hearing, or speech disabled).

»Name of primary care doctor you have selected:  Are you a current patient? Yes (1 No [

Member Information

Last name First name Ml Mr Mrs.J Ms.Ol
Date of birth Sex Preferred format for materials
MO rO O Braille [Large print [JAudio CD
CODataCD Other
Written language preferred Spoken language preferred [Email address

Permanent address (P.O. Box not allowed unless you do not have a permanent residence)
Street address City/town

State Zip Telephone number

Mailing address (where you get mail, if different from where you live)
Street address City/town

State Zip Telephone number

If you are a resident of a nursing facility, enter the name and address here.

Name of nursing facility

Street address City/town

State Zip Telephone number
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Medicare Information

» Please take out your Medicare card to
complete this section. Name (as it appears on your Medicare card):

« Please type your Medicare number, indicate
your gender, and type the effective dates in

the card shown to the right, so it matches Medicare Number:
your red, white, and blue Medicare card.
-OR- Is Entitled To: Effective Date:

« Attach a copy of your Medicare card or your HOSPITAL (Part A)
letter from the Social Security Administration
or Railroad Retirement Board. MEDICAL (Part B)

You must have Medicare Part A and Part B to

join a Medicare Advantage plan.

Other Health Insurance
» Do you have any health insurance other than Medicare and MassHealth? Yes[ ] No[]

If you answered yes, what is the name of the other insurance?

Your Medical Care

By completing this enrollment application, | agree to the following:

Tufts Health One Care is a Medicare Advantage plan and has a contract with the federal government.
Tufts Health One Care also has a contract with the Commonwealth of Massachusetts/MassHealth. |
will need to keep my MassHealth Standard and my Medicare Parts A and B. | can be in only one Medi-
care Advantage plan at a time and | understand that my enrollment in this plan will automatically end
my enrollment in another Medicare health plan or prescription drug plan. It is my responsibility to in-
form you of any prescription drug coverage that | have or may get in the future. Because | have Mass-
Health, | may leave Tufts Health One Care at any time. | will no longer be covered by Tufts Health
One Care on the first day of the month following the month | request to leave Tufts Health One Care.
(Example: | request to leave this plan on July 10; | am no longer covered by this plan on August 1.)

Tufts Health One Care serves a specific service area. If | move out of the area that Tufts Health One
Care serves, | need to notify the plan so that | can disenroll and find a new plan in my new area. Once
| am a member of Tufts Health One Care, | have the right to appeal plan decisions about payment

or services if | disagree with them. | will read the Evidence of Coverage from Tufts Health One Care
when | receive it to know which rules | must follow in order to receive coverage with this Medicare
Advantage plan. | understand that Medicare beneficiaries are generally not covered under Medicare
while out of the country except for limited coverage near the U.S. border.

| understand that beginning on the date that Tufts Health One Care coverage begins, | must get all
my health care from Tufts Health One Care with the exception of emergency or urgently needed
services or out-of-area dialysis services. Services authorized by Tufts Health One Care and other
services contained in my Tufts Health One Care Evidence of Coverage document (also known as a
member contract or subscriber agreement) will be covered. Without authorization, NEITHER MEDI-
CARE NOR TUFTS HEALTH ONE CARE WILL PAY FOR THE SERVICES.

Please go to the next page.p»



| understand that if | am receiving assistance from a sales agent, broker, or other individual
employed by or contracted with Tufts Health One Care, he or she may be compensated based on
my enrollment in Tufts Health One Care.

Release of Information

By joining this Medicare health plan, | acknowledge that the Medicare health plan will release my
information to Medicare and other plans as is necessary for treatment, payment, and health care
operations. | also acknowledge that Tufts Health One Care will release my information to Medicare,
who may release it for research and other purposes that follow all applicable federal statutes and
regulations. 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 authorized to act on behalf of the
individual under the laws of the state where the individual resides) on this application means that
| have read and understand that: 1) this person is authorized under state law to complete this
enrollment and 2) documentation of this authority is available upon request by Tufts Health One
Care or by Medicare.

One of our Enrollee Service Representatives will be calling you within the next 10 days to verify the
information on this form and to make sure you understand our plan rules.

Please provide a telephone number we may use for that call:

Best time to call: morning afternoon evening

ﬂgnature

Signature:

Print name:

Today's date:

If you have chosen an authorized representative, the authorized representative must sign above and
provide the following information.

Name:

Address:

Phone number:

Relationship to enrollee:

Send your completed and signed form to:

Tufts Health One Care Mail Stop B3
Point32Health

1 Wellness Way

Canton, MA 02021-9936

Fax: (617)-673-0785



Office Use Only

Name of staff member/agent/broker (if assisted in enrollment):

Agent NPN:

Agency Name:

FMO Name:

Plan ID No.:

Date Application Received:

Effective Date of Coverage:

ICEP/IEP: OEP: AEP:
SEP (other):

write in SEP reason

Notes




T'f' TUFTS Notice of Availability of Language Assistance Services
Hedlth Fian and Auxiliary Aids and Services

a Point32Health company

English ATTENTION: If you speak another language, 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 1-855-393-3154 (TTY: 711), seven days a week from
8 a.m. to 8 p.m., or speak to your provider.

Espafiol (Spanish) ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia lingtistica. También estan disponibles de forma gratuita ayuda y servicios auxiliares
apropiados para proporcionar informacién en formatos accesibles. Llame al 1-855-393-3154 (TTY:
711), los siete dias a la semana, de 8 a.m. a 8 p.m., o hable con su proveedor.

X (Simplified Chinese) ‘T & : ANRMR[F ], NI RBNERMHBE MRS, HMNERTEIER
SR TEMRS, ULEEEIEHER, 8 1-855-393-3154 (CCUARRRIE 1 711, HRE L
8 riZli k8 £i, ﬁ%’“l@?@?ﬂ’\]ﬁﬁ%hﬁrﬁ%

Francais (French) ATTENTION: Si vous parlez Francais, des services d'assistance linguistique
gratuits sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir des
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le
1-855-393-3154 (TTY: 711), sept jours sur sept, de 8 a.m. a 8 p.m., ou parlez a votre fournisseur.

Viét (Vietnamese) LUU Y: N&u ban ndi tiéng Viét, chiing tdi cung cip mié&n phi cac dich vu hb tro
ngén ngit. Cac hé trg dich vu phu hgp dé cung cap thdng tin theo cac dinh dang dé tiép can ciing
duoc cung cap mién phi. Vui long goi theo s6 1-855-393-3154 (Nguai khuyét tat: 711), bay ngay
trong tuan tir 8:00 sang dén 8:00 t6i, hoic trao déi vdi nguoi cung cip dich vu cda ban.

Deutsch (German) ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfiigung. Rufen
Sie 1-855-393-3154 (TTY: 711), Sieben Tage die Woche von 8 bis 20 Uhr., an oder sprechen Sie
mit Ihrem Provider.

Japanese I : D EFEZHFELICLGHEE . BEHNOEEXEY—ERZTAAVEETEY, £, B

BHEMYR—rE LV —ERZT7 IV AA LR A OFERELTEHTEEITLTEYET , 1-855-393-

3154 (TTY:711) (R EIR . F51 8 Fr~F1& 8 Bf) ICHBBELV-2<H. CHAOTANAFITE Mo EL
=S,

ot 0] (Korean) 2|: [Ct70{]E AIESIA| = B2 & A0 X[ AMH|AE 0|25 5= UESLICY.
0|8 7tsot A2 WHE XSSt Aot EX 7|7 A MH|A: 222 NS & L|CH 1-855-393-

S|
3154 (TTY:711), £ 7 L L& 8 AIRH 2F 8 AINMK|, HO 2 TSI AL M| A K S LH|of
oAl L.

—_



PYCCKWUW (Russian) BHYIMAHWE: Ecnv Bbl roBOpUTE Ha pycCcKuit, BaM AOCTYMHbI 6GecnnaTHble
ycnyru s3bikoBor nogaep>kkn. CooTBeTCTBYOLWME BCNIOMOraTe bHble CpeacTBa U yCyrm no
npeAocTaBneHuo MHGopMaunmn B AOCTYMHbIX popMaTax Takxke NpefocTaBnsAoTca becnnaTHo.
Mo3BoHUTe no TenedoHy

1-855-393-3154 (TTY: 711), cemb oHel B Hegento ¢ 8 a.m. oo 8 p.m., unm obpaTutecb K CBOEMy
NOCTaBLUNKY YCAYT.

Glead s Claelie Layl i 60 S el dalia duilas 4y ad saclue ciladd llia () K o)Al Zad Chanti i€ 1Y) 4w (Arabic)
(711 ;o) ilel) o3 ) 1-855-393-3154 &8 ) e Jaail Blas L) J pm o) Jgony ity il slaall agadil Auilia 3acLise
Az Jalai A daadll e ) Giaad 5l (plie 8 Aeludl is Alus 8 deludl (e g s Hlas e

&R (Hindi)a &: afe 3 ey averar 8, dF 317aes forw o2 e ST WeTrdT ¥aTe 3ueisty Bl &1 Forst
TRGT 3 STARY FeTol el o [eTT STGeFcl TETAeh ArereT 3T Farv off fo¥:3[eeh Iuelstr §1 1-855-393-3154
(TTY: 711) ,EcTE & ATcil &, GoIg 8 o1 A T 8 o1 cieh|, I hiel Y AT 391 Tl § FTed |

Italiano (Italian) ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama I'1-855-393-3154 (tty: 711), sette giorni su sette dalle
8.00 alle 20.00., o parla con il tuo fornitore.

Portugués (Portuguese) ATENCAO: Se fala Portugués, estio disponiveis para si servicos
gratuitos de assisténcia linguistica. Estdo também disponiveis gratuitamente ajudas e servicos
auxiliares adequados para fornecer informagdes em formatos acessiveis. Ligue para 1-855-393-
3154 (TTY - Dispositivo das telecomunicag¢des para surdos: 711), sete dias por semana, das 8h as
20h., ou fale com o seu prestador.

POLSKI (Polish) UWAGA: Osoby moéwigce po polsku mogg skorzystaé z bezptatnej pomocy
jezykowej. Dodatkowe pomoce i ustugi zapewniajgce informacje w dostepnych formatach s3
réwniez dostepne bezptatnie. Zadzwon pod numer 1-855-393-3154 (TTY: 711), siedem dni w
tygodniu, od 8:00 do 20:00., lub porozmawiaj ze swoim dostawca.

MaNi2i (Cambodian) GicnUmMIgAi: (UASIOH A SUNWMANINHE1S]S

NS SWaHMNIN WSS A SIBESUENUHAY 1uh
SHNSWNBEIUSAHMIRUASESMSEIIS UM GO U SAESINWESARIgREIRNM
g gIInisiinug 1-855-393-3154 (TTY: 711), msu:ﬁﬁﬁggmgmmgnﬁﬁtéwﬁ g imSUIitNH 8
WU S ANSHRYWINIEHA 8 [IAIUIEH § WU ySunwisim SHARUIINIUHAY

Kreyol Ayisyen (Haitian Creole) ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd
aladispozisyon w gratis pou lang ou pale a. Ed ak sévis siplemanté apwopriye pou bay
enfomasyon nan foma aksesib yo disponib gratis tou. Rele nan 1-855-393-3154 (TTY: 711) oswa
pale avek founise w la.

EAAnvika (Greek) MPOZOXH: EGv piddte eAANVIKG, UTTAPXOUV SLOBECLUEG SWPEAV UTTNPEGLEG UTTOOTAPLENG
0Tn ouykekpLlpévn yYAwooa. AlatiBevtat Swpedv kataAAnAa BonBripata KaL UTTNPECLEG yLa TTapoxn
TAnpodoplwv oe TTpooPaotpeg Hopdég. Kahéote to 1-855-393-3154 (TTY: 711), ETta npépeg tnv
eBéopada, amd tg 8:00 m.p. wg tig 8:00 p.y., 4 ameuBuvBeite otov TTapPox6 cag.



g2 cll (Gujarati) tlst HIUL: %) dR AUl Mlddl €l dl Hsd HINISIY Hsl-dl Ad ] dHRL ML

Gudoed 8, ALY WU[5363] Asld A WsAotd steHi Hiled] Yl uisdl Hidell Adizl uwl (deil
YR) Gudod 8. 1-855-393-3154 (TTY: 711), Alcllsotl AlAT2 (&l vaR 8 cwdauedl ARt 8

caul Yll., uR slet 5 WYl dHIRL Ueldl 418 did SR,

Tagalog PAUNAWA: Kung ikaw ay nagsasalita ng ibang lenggwahe, ang libreng tulong sa wika ay
maari mong magamit. Ang naaangkop na mga pantulong at serbisyo upang magbigay ng
impormasyon na naa-access na pormat ay makukuha rin nang walang bayad. Tumawag sa 1-855-
393-3154 (TTY: 711), pitong araw sa isang linggo mula 8:00 ng umaga hanggang 8:00 ng gabi o
maaring makipag usap sa provider.

279(Laos) cQLQIV: mm‘ncmw‘)s*) 290, 'au.,UUQm1)Qoemnwmvccuuucsam?mmv
Deeo9908 v ﬂ?DUQ3’)?‘DCCUUUCSE)G)‘)U)CUA)‘)”SDCMS?U)QUDYDSUCCUUU)S‘)D‘)OCQ‘)CT]?ZO
YmacD 1-855-393-3154 (TTY: 711), 7 Bderdocee 8 2u9caa ma 8 199, o)
SuHuglunvdnivasguio.



