it TUII:'II'S Tufts Health Plan Medicare Preferred
riealth Plan Dental Option Enroliment Form

P.O. Box 9178
Watertown, MA 02472

This Enrollment Form is for current members that want to add the Tufts Health Plan Medicare Preferred Dental Option to
their existing coverage under Tufts Medicare Preferred HMO. This additional benefit is administered through Dominion
Dental Services, Inc. The monthly premium charge of $30 ($17 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.

A Personal information

First name: Middle initial: Last name:
Member ID number: Birth date: (mm/dd/yyyy)
S00 / /

Primary phone number: Alternate phone number: (optional)

|:| This is a mobile number |:| This is @ mobile number

Email address: (optional)

Permanent street address: (P.O. box is not allowed)

City: State: Zip code:

Mailing address: (only if different from your permanent address)

City: State: Zip code:

B Paying your plan premium

The monthly premium for the Tufts Health Plan Medicare Preferred Dental Option will be added to your current Tufts
Medicare Preferred plan premium and paid using the same method you choose to pay the 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
H2256_2021_4 C enrollment in the Tufts Health Plan Medicare Preferred Dental Option. > 1



C Please read and sign below

By completing this optional supplemental benefit enroliment application, | agree to the following:

1. |agree to add the Tufts Health Plan Medicare Preferred Dental Option for $30 ($17 for HMO Saver Rx, HMO Basic Rx,
and HMO Basic No Rx members) per month, which is in addition to my monthly plan premium.

2. |understand that the Tufts Health Plan Medicare Preferred Dental Option is subject to the terms and conditions stated
in my Tufts Medicare Preferred HMO Evidence of Coverage.

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

4. 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.

5. lunderstand that | may voluntarily disenroll from the Tufts Health Plan Medicare Preferred Dental Option by giving
advance notice in writing. | will be disenrolled effective on the first of the month after Tufts Health Plan Medicare
Preferred receives my signed and completed disenroliment request.

6. If | fail to pay the monthly premium for the Tufts Health Plan Medicare Preferred Dental Option, | will lose this optional
supplemental benefit, but will remain enrolled in the Tufts Medicare Preferred HMO Plan.

7. The information in 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.

8. | understand that my signature (or the signature of the person authorized to act on my behalf under the laws of the
State where | live) on this enrollment form means that | 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.

Signature: Today’s date (mm/dd/yyyy):

/ /

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

Full name:

Street address:

City: State: Zip code:

Phone number: Relationship to Enrollee:

D Please mail this completed form to:

Tufts Health Plan

705 Mount Auburn Street
P.O. Box 9178

Watertown, MA 02472-1508

For more information, contact Customer Relations at 1-800-701-9000 (TTY: 711). Representatives are available 8:00
a.m.-8:00 p.m., 7 days a week from October 1to March 31 and Monday-Friday from April 1to September 30.



i TUFTS

Health Plan

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)



English: ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Call 1-800-701-9000 (TTY: 711).

ild &8 ) 1-800-701-9000 @8y Jecal  Glanally cll 5l 535 4, salll sae busall iladd (8 Aalll 83 Gaaats i€ 1) +4k sale :Arabic
(711 285 aall
Chinese: 5. : MMREFERERPX , BALIGEESHES EBERS. FHE 1-800-701-9000 (TTY: 711)0
8L e pal 8 el (sl G Sy e (L) S g S o KK s 0l 40 S 1455 Farsi
2,50 o b 2dl e a8 % 1-800-701-9000 (TTY: 711)
French: ATTENTION: Si vous parlez francais, des services daide linguistique vous sont proposés gratuitement.
Appelez le 1-800-701-9000 (TTY: 711).

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfiigung. Rufnummer: 1-800-701-9000 (TTY: 711).

Greek: ITIPOXOXH: Av wikate eAAnvikd, otn Stdbeor| oag Ppiokovtal vinpesieq Y\wooikng vtootnpEng, ot
omnoieg mapéxovrat dwpedv. Karéote 1-800-701-9000 (TTY: 711).

Gujarati: Y4l: 641 dH Aol olddl Sl dl [:9es ML AL AADIL dHIZL HI2 GUAsH, 89, 5l 52
1-800-701-9000 (TTY: 711).

Haitian Creole: ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou.
Rele 1-800-701-9000 (TTY: 711).

Italian: ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica
gratuiti. Chiamare il numero 1-800-701-9000 (TTY: 711).

Japanese: ;T EFEIE : BAZBZHEINSEE. BHOSEXIEEZ AW EITET,
1-800-701-9000 (TTY: 711) ET. FBIEICTTER LY,

Khmer (Cambodian): {Uti5i¢ 153 sthyafunty manigs, twndgwigaman rintwds
AMNGWSINOGHEEAT G §1A5Q 1-800-701-9000 (TTY: 711)

Korean: 5 2|: °F:‘015 A& 3F = 82, 0] X[ MHIAE Fr=Z 0|84 = U&LICH
1-800-701-9000 (TTY: 711) HOE ﬂzPoH FHA2.

Laotian: EUOZ‘]U ‘E]‘]O‘] U]’llJﬁD‘]ZU‘]&‘] N1, ﬂ‘]l)U&ﬂ‘]U%DSJﬁU’]SO‘]lJZUﬂ%’I EOSJUES\’)JE]‘]
cuvuSwoulmmau. Tns 1-800-701-9000 (TTY: 711).

Navajo: Dii baa aké ninizin: Dii saad bee yaniltigo Diné Bizaad, saad bee akdanidaawodeg;, t'aa jiikeh, éi na
hol6, koji” hédiilnih 1-800-701-9000 (TTY: 711).

Polish: UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowe;.

Zadzwon pod numer 1-800-701-9000 (TTY: 711).

Portuguese: ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, grétis.
Ligue para 1-800-701-9000 (TTY: 711).

Russian: BHYIMAHVE: Ecnu Bbl ToBOpUTE Ha PyCCKOM A3bIKE, TO BaM IOCTYTIHBI OeCIIIaTHbIE YCTYTU
nepesopa. 3sounte 1-800-701-9000 (TTY: 711).

Spanish: ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica.
Llame al 1-800-701-9000 (TTY: 711).

Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa 1-800-701-9000 (TTY: 711).

Vietnamese: CHU Y: Néu ban néi Tiéng Viét, c6 cdc dich vu hé trg ngdn ngit mién phi danh cho ban.

Goi s6 1-800-701-9000 (TTY: 711).

21188118}

ha}{)
e



