
TUFTS MEDICARE PREFERRED HMO  
TUFTS MEDICARE PREFERRED DENTAL OPTION 

ENROLLMENT FORM

To Enroll in the Tufts Medicare Preferred Dental Option, Please Provide the Following Information:
Member ID: Birth Date: (           /          /                    )

                     ( M M / D  D /  Y  Y  Y  Y )

Last Name: First Name: Middle Initial:

Permanent Street Address:

City:  State: ZIP Code:

Home Phone Number: 

(              )

Mailing Address (Only if Different From Your Permanent Street Address):
Mailing Address:

City:  State: ZIP Code:

Paying Your Plan Premium

The way you choose to pay your monthly plan premium will automatically be the same method that’s used 

to pay for this dental plan.

The premium charge of $30.00 per month ($17.00 per month for HMO Saver Rx, HMO Basic Rx, and HMO 

Basic No Rx plans) for the Tufts Medicare Preferred Dental Option will be added to your current plan premium. 

If you would like to change the way you pay your plan premium, please contact our Customer Relations 

Department at 1-800-701-9000 (TTY: 711). 

Please continue to page 2. A signature is required to complete your enrollment in the Tufts Medicare 
Preferred Dental Option.

P.O. Box 9178
Watertown, MA 02472

This Enrollment Form is for current members that want to add the Tufts Medicare Preferred Dental Option to 

their existing coverage under Tufts Medicare Preferred HMO.

This additional benefit is administered through Dominion National. The monthly premium charge of $30.00 

($17.00 for HMO Saver Rx, HMO Basic Rx, and HMO Basic No Rx plans) will be added to your current plan 

premium. Tufts Health Plan Medicare Preferred will notify you of your effective date of coverage. 

Tufts Health Plan is an HMO plan with a Medicare contract. Enrollment in Tufts Health Plan depends on  

contract renewal.  



H2256_2020_10_C

Signature: Date:

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

Name: ___________________________________ Address: _______________________________________

Phone Number: ( ______) ______  – ____________  Relationship to Enrollee: __________________________

Please Mail This Completed Form to:

Tufts Health Plan 

705 Mount Auburn Street 

P.O. Box 9178 

Watertown, MA 02471-9948

For More Information:

Please contact Customer Relations at 1-800-701-9000 (TTY: 711) with any questions. Representatives are 

available 7 days a week, 8 a.m. – 8 p.m. (Apr. 1 – Sept. 30, Mon. – Fri., 8 a.m. – 8 p.m.).

Please Read and Sign Below

By completing this Optional Supplemental Benefit Enrollment Form, I agree to add the Tufts Medicare 

Preferred Dental Option for $30.00 ($17.00 for HMO Saver Rx, HMO Basic Rx, and HMO Basic No Rx members) 
per month, which is in addition to my monthly plan premium. I understand that the Tufts Medicare Preferred 
Dental Option is subject to the terms and conditions stated in my Tufts Medicare Preferred HMO Evidence 
of Coverage.

I understand that in order to be eligible for the Tufts Medicare Preferred Dental Option, I must remain a 
member of Tufts Medicare Preferred HMO Plan. If I disenroll from Tufts Medicare Preferred HMO Plan, I will 
be automatically disenrolled from the Tufts Medicare Preferred Dental Option.  

Dental benefits for members of Tufts Health Plan Medicare Preferred are administered by Dominion Dental 
Services, Inc. For questions regarding your benefits or provider network, please contact Customer Relations.

I understand that I may voluntarily disenroll from the Tufts Medicare Preferred Dental Option by giving 
advance notice in writing. I will be disenrolled effective on the first of the month after Tufts Health Plan 
Medicare Preferred receives my signed and completed disenrollment request. If I fail to pay the monthly 
premium for the Tufts Medicare Preferred Dental Option, I will lose this optional supplemental benefit, but will 
remain enrolled in the Tufts Medicare Preferred HMO Plan.

The information in 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 the laws 
of the State where I live) on this enrollment form means that I have read and understand the contents of this 
enrollment form. If signed by an authorized individual (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 from Medicare.



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.

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




