
IMportant information
Please read the “Important Information” section, fill out the application on page 1, answer questions  
1 through 5 on page 2, then sign the application on page 3.

(a) You do not need more than one Medicare Supplement Insurance Policy.

(b) �If you purchase this Policy, you may want to evaluate your existing health coverage and decide  
if you need multiple coverages.

(c) �You may be eligible for Medicaid benefits and may not need a Medicare Supplement  
Insurance Policy.

(d) �The benefits and premiums under your Medicare Supplement Insurance Policy can be suspended,  
if requested, during your entitlement to benefits under Medicaid for 24 months. You must request 
this suspension within 90 days of becoming eligible for Medicaid. If you are no longer entitled to 
Medicaid, your Policy will be reinstituted if requested within 90 days of losing Medicaid eligibility. 

	� If the Medicare Supplemental Insurance Policy provided coverage for outpatient prescription  
drugs and you enrolled in Medicare Part D while your Policy was suspended, the reinstituted Policy 
will not have outpatient prescription drug coverage, as you will be enrolled in the most comparable 
plan without outpatient prescription drug coverage.

(e) �If you are eligible for, and have enrolled in a Medicare Supplement Insurance Policy by reason  
of disability and you later become covered by an employer or union-based group health plan,  
the benefits and premiums under your Medicare Supplement Insurance Policy can be suspended,  
if requested, while you are covered under the employer or union-based group health plan. If  
you suspend your Medicare Supplement Insurance Policy under these circumstances, and later lose 
your employer or union-based group health plan, your suspended Medicare Supplement Insurance 
Policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if  
requested within 90 days of losing your employer or union-based group health plan.

	� If the Medicare Supplement Insurance Policy provided coverage for outpatient prescription  
drugs and you enrolled in Medicare Part D while your Policy was suspended, the reinstituted  
policy will not have outpatient prescription drug coverage, as you will be enrolled in the  
most comparable plan without outpatient prescription drug coverage.

(f) �Counseling services are available in Massachusetts to provide advice concerning your purchase  
of Medicare Supplement Insurance Policy and concerning medical assistance through the  
state Medicaid program, including benefits as a Qualified Medicare Beneficiary (QMB) and a  
Specified Low-Income Medicare Beneficiary (SLMB). You may call the Massachusetts Executive  
Office of Elder Affairs insurance counseling program at 1-800-243-4636 (TTY: 1-800-439-2370) 
or write to that office at the following address for more information: One Ashburton Place,  
5th Floor, Boston, MA 02108.
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Please answer all questions.

Check the Plan of your choice: (You may be eligible for a 15% discount. Please see page 3 of the  
enclosed Outline of Coverage.)

 Tufts Medicare Preferred Supplement Core	 Premium  $114.00 Optional Supplemental Benefit: 

9 �Tufts Medicare Preferred Dental 

Option $60.00 per month  Tufts Medicare Preferred Supplement One	 Premium  $212.00

Please select a premium payment option 

 Get a bill each month      Electronic Funds Transfer (EFT) from your bank account each month

Social Security Number	 –	 –

Last Name	 First Name	 Middle Initial

Gender

 Male       Female

Birth Date
 
_________________________
( M M  /  D  D  /  Y Y Y Y )

Home Phone Number

(            )             –

Permanent Home Address:
Number and Street	 City	 State	 Zip

Preferred Written Language: Preferred Spoken Language:

If you want your Tufts Medicare Preferred Supplement bill sent to an address other than your home  
address, complete the following section.

Billing Address Only:
Number and Street	 City	 State	 Zip

Medicare Number Information

Please copy information from your red, white, and blue Medicare card in the spaces below.

Medicare Number:

Medicare Part A (Hospital Insurance) Effective Date:	 _________________________ 
	 ( M M  /  D  D  /  Y Y Y Y )

Medicare Part B (Medical Insurance) Effective Date:	 _________________________  
	 ( M M  /  D  D  /  Y Y Y Y )

If you are under age 65, what is your disability that qualifies you for Medicare coverage?

 Yes    No    �Are you currently a Tufts Health Plan member? 
If yes, give your Tufts Health Plan identification number:
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Questions
If you lost or are losing other health insurance coverage and received a notice from your prior insurer  
saying you were eligible for guaranteed issue of a Medicare Supplement Insurance Policy, or that you had 
certain rights to buy such a Policy, you may be guaranteed acceptance in one or more of our Medicare 
Supplement Plans. Please include a copy of the notice from your prior insurer with your application. 

PLEASE ANSWER ALL QUESTIONS. [Please mark Yes or No below with an “X”]
To the best of your knowledge,
1. 	 Yes     No    (a) Did you turn age 65 in the last six months?     
	  Yes     No    (b) Did you enroll in Medicare Part B in the last six months? 
		  (c) If yes, what is the effective date? _______________

2.  Yes     No    �Are you covered for medical assistance through the state Medicaid program? 
[NOTE TO APPLICANT: If you are participating in a “Spend-Down Program” and  
have not met your “Share of Cost,” please answer NO to this question.] 
If YES, continue. If NO, proceed to question 3.

	  Yes     No    (a) Will Medicaid pay your premiums for this Medicare Supplement Insurance Policy?  
	  Yes     No    �(b) �Do you receive any benefits from Medicaid OTHER THAN payments toward your 

Medicare Part B premium?

3. 	 (a) ��If you had coverage from any Medicare plan other than original Medicare within 
the past 63 days (for example, a Medicare Advantage plan, or a  
Medicare HMO or PPO), fill in your start and end dates below. If you are  
still covered under this plan, leave “END” blank.  
START _____/_____/_____ END _____/_____/_____

	  Yes     No    (b) �If you are still covered under the Medicare plan, do you intend to replace your  
current coverage with this new Medicare Supplement Insurance Policy? 

	  Yes     No    (c) Was this your first time in this type of Medicare plan?
	  Yes     No    (d) �Did you drop a Medicare Supplement Insurance Policy to enroll in the  

Medicare plan?     

4.  Yes     No    (a) Do you have another Medicare Supplement Insurance Policy in force?
		  (b) �If yes, with what company, and what plan do you have? 

__________________________________________________________________

	  Yes     No    (c) �If yes, do you intend to replace your current Medicare Supplement Insurance  
Policy with this policy?

5. � Yes     No    �Have you had coverage under any other health insurance within the past 63 days?  
(For example, an employer, union, or individual plan) 

		  (a) �If yes, with what company and what kind of policy? 
___________________________________________________________________ 
___________________________________________________________________

		  (b) �What are your dates of coverage under the other policy?  
START _____/_____/_____ END _____/_____/_____ 
(If you are still covered under the other policy, leave “END” blank.)

	  Yes     No    (c) �If you answered yes to question 5a, are you replacing the other health  
insurance you indicated?
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PLease read & sign below
By completing this enrollment application, I agree to the following:
The information supplied on this form is true and complete. I acknowledge that I must continue  
to be enrolled in Medicare Parts A & B, and continue to pay my Part B premium unless someone pays  
it for me, or I will be ineligible for Tufts Medicare Preferred Supplement coverage effective as of the 
date I discontinue either Medicare Parts A or B. I grant Tufts Health Plan any legal right that I may  
have to recover the cost of services for an illness or injury caused by someone else when these  
services have been or will be paid for by Tufts Health Plan. I agree that Tufts Health Plan and health  
care providers may obtain or release my medical records and medical services-related information for  
the following purposes: (a) administering benefits; (b) managing care, including utilization review,  
quality assurance and member satisfaction procedures; (c) conducting bona fide medical research;  
and (d) when required by law. I understand that calls to Customer Relations may be monitored for  
quality assurance. I understand that the benefits for which I will be eligible are those described in  
the Tufts Medicare Preferred Supplement Member Policy.

Delta Dental of Massachusetts is an Independent Licensee of the Delta Dental Plans Association.  
®Registered Marks of the Delta Dental Plans  Association. SMService Mark of Delta Dental Plan  
Association. Tufts Medicare Preferred Dental Option is Powered by Delta Dental of Massachusetts.

Important: Your dental benefit and coverage plan is called the “Tufts Medicare Preferred Dental Option” 
which requires members to seek services from providers in the Delta Dental PPOSM network only. Your 
dental benefit under this plan does not cover dental services from Delta Dental providers who are  
outside of the PPO network or any out-of-network providers. For additional questions regarding this 
benefit or provider network, please contact customer service using the number listed on your card.

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.

I understand that my signature (or the signature of the person authorized to act on my behalf  
under Massachusetts law where I live) on this application means that I have read and understand  
the contents of this application. If signed by an authorized individual (as described above), this  
signature certifies that: 1) this person is authorized under Massachusetts law to complete this  
enrollment and 2) documentation of this authority is available upon request by Tufts Health Plan.

Signature: Today’s Date:

If you are the authorized representative, you must sign above and provide the following information:

Name: ___________________________________  	 Address:__________________________________

Phone Number: _ __________________________ 	 Relationship to Enrollee:_____________________
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Tufts Health Plan complies with applicable Federal civil rights laws and does not discriminate on the 
basis of race, color, national origin, age, disability, or sex. Tufts Health Plan does not exclude people or 
treat them differently because of race, color, national origin, age, disability, or sex.

Tufts Health Plan:
• Provides free aids and services to people with disabilities to communicate effectively with us, such as:

— 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 Tufts Health Plan at 1-800-701-9000 (TTY: 711).

If you believe that Tufts Health Plan 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:

Tufts Health Plan, Attention:

Civil Rights Coordinator, Legal Dept.

705 Mount Auburn St. Watertown, MA 02472

Phone: 1-888-880-8699 ext. 48000, (TTY: 711) 

Fax: 1-617-972-9048

Email: OCRCoordinator@tufts-health.com.

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the  

Tufts Health Plan Civil Rights Coordinator 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, D.C. 20201

1-800-368-1019 (TDD: 1-800-537-7697)

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

thpmp.org | 1-800-701-9000 (TTY: 711)




