Medicare Prescription Payment Plan
participation request form

The Medicare Prescription Payment Plan is a voluntary payment option that works with your current drug
coverage to help you manage your out-of-pocket Medicare Part D drug costs by spreading them across the
calendar year (January-December). This payment option may help you manage your expenses, but it
doesn’t save you money or lower your drug costs.

This payment option might not be the best choice for you if you get help paying for your prescription drug costs
through programs like Extra Help from Medicare or a State Pharmaceutical Assistance Program (SPAP). Call
your plan for more information.

Complete all fields unless marked optional

FIRST name: LAST name: MIDDLE initial (optional):
Medicare Number: - -

Member ID Number: RxGroup Number:
Birth date: (MM/DD/YYYY) Phone number:

( / / ) ( )

Permanent residence street address (don’t enter a P.O. Box unless you’re experiencing homelessness):

City: County (optional): State: ZIP code:

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

Read and sign below

¢ [ understand this form is a request to participate in the Medicare Prescription Payment Plan. [Plan Name] will
contact me if they need more information.

¢ [ understand that signing this form means that I’ve read and understand the form and the attached terms and
conditions.

e [Plan Name] will send me a notice to let me know when my participation in the Medicare Prescription
Payment Plan is active. Until then, | understand that I’m not a participant in the Medicare Prescription
Payment Plan.

Signature: Date:

If you’re completing this form for someone else, complete the section below. Your signature certifies that
you’re authorized under State law to fill out this participation form and have documentation of this authority
available if Medicare asks for it.

Name: Address (Street, City, State, ZIP code):

Phone number: () Relationship to participant:

How to submit this form

You can also complete the participation request form online at https://www.express-scripts.com/mppp or call us
at 1-833-750-9969 to submit your request via telephone.
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https://www.express-scripts.com/mppp

Submit your completed form to:
Express Scripts MPPP
P.O. Box 801101
Kansas City, MO 64180-1101

If you have questions or need help completing this form, call us at 1-833-750-9969, 24 hours a day, 7 days a
week. TTY users can call 1.800.716.3231.

TERMS AND CONDITIONS:
Upon acceptance into the Medicare Prescription Payment Plan:

We will inform your pharmacy that you’re using this payment option, which will apply only to Medicare
Part D covered drugs that are processed after your election is confirmed.

When you fill a prescription for an eligible drug, you will pay zero dollars at the pharmacy, but you will still
be responsible for your cost share of the drug associated with your Medicare Part D benefit under your plan.
You will receive a monthly invoice for the amount you owe, when it’s due, and information on how to make
a payment.

Your payments may change every month because your monthly bill is based on what you would have paid
for any prescriptions you get, plus your previous month’s balance, divided by the number of months left in
the year. However, you’ll never pay more than the total amount you would have paid out of pocket or the
total annual out-of-pocket maximum.

If you miss a payment, you will receive a reminder notice. If you don’t pay your bill by the date listed, you
will be removed from this payment option. However, you are required to pay the amount you owe, and you
may not be able to elect back into this payment option.

You can leave this payment option at any time without affecting your Medicare drug coverage and other
Medicare benefits.

You can do this by selecting Opt-out through the website or calling the phone number listed on the back of
your member ID card. However, after you opt out, you will receive an invoice each month for the amount
you owe until your balance is paid.

You’ll pay the pharmacy directly for new out-of-pocket drug costs after you leave this payment option.
Participation in this payment option will automatically make you eligible for important relevant emails.

If you are disenrolled from your Medicare Part D plan for any reason, or you enroll in a new plan with drug
coverage, your participation in this payment option will end. However, you will continue to receive a
monthly invoice for the amount owed until your balance is paid in full. If you enroll in a new plan with drug
coverage, you may be able to rejoin the Medicare Prescription Payment Plan by contacting your new plan.
While this payment option helps to manage your costs, it doesn't lower your costs. If you have limited
income or resources, you can learn more about programs to help lower drug costs by visiting Medicare.gov.
If you have a concern, you have the right to follow the grievance process found in your Member Handbook
or Evidence of Coverage.

Express Scripts is administering this program on behalf of your Medicare Part D plan. If your address is
different than what is on the form, you will need to work with your plan to update your address.

If you suspect that your account or password has been compromised, please notify Express Scripts.

Express Scripts works with a third-party supplier to offer the Medicare Prescription Payment Plan, including
providing a website to view your account, schedule and make payments, and review payment history.

I understand that my plan, Express Scripts and other third parties on behalf of them may contact me, by
phone or text at the phone numbers I provide in conjunction with my coverage. I acknowledge these calls or
text messages may be delivered using an automated system. I understand I can opt out of calls and texts
related to the Medicare Prescription Payment Plan by contacting Express Scripts or my health plan at any
time.



https://Medicare.gov

Form Approved Multi-Language Insert
OMB# 0938-1421 Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health or
drug plan. To get an interpreter, just call us at 1-844-428-2224 (TTY: 711). Someone who speaks English/
Language can help you. This is a free service.

Spanish: Contamos con los servicios de interpretacion gratuitos para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para solicitar un intérprete, llamenos al
1-844-428-2224 (TTY: 711). Alguien que hable espafiol puede ayudarlo. Este es un servicio gratuito.

Chinese (Mandarin): =5 [" [HELF Ba il 2R 7 o |t oS [EO5 MY RS 25 P Sl E =il
ijp%fjé@ RS 1-844-428-2244 (Try s 7m) o [EORPRIFETY %’}iﬁ]ﬁﬁ[ ()] IRETEV TR S5
AR 7

J
Chinese (Cantonese): TRt B 2RSS @+ AIARSTH BRIV EZED S Al e B T
ISR - MNFORERTS © FBEE 1-844-428-2224 (TTY & 711) ° RERERAMAE AT LIEBE -
It G B AR TS o

Tagalog: May mga libre kaming serbisyo ng interpreter para sagutin ang anumang posible ninyong tanong
tungkol sa aming planong pangkalusugan o plano sa gamot. Para kumuha ng interpreter, tawagan lang kami sa
1-844-428-2224 (TTY: 711). May makakatulong sa inyo na nagsasalita ng Tagalog. Isa itong libreng serbisyo.

French: Nous mettons a votre disposition des services d’interprétation gratuits pour répondre a toutes vos
questions sur notre régime de santé ou de médicaments. Pour obtenir les services d’'un interprete, appelez-
nous au 1-844-428-2224 (TTY : 711). Un interlocuteur francophone pourra vous aider. Ce service est gratuit.

Vietnamese: Chuing tdi c6 dich vu théng dich mién phi dé tra 1&i bat ky cau hdi nao clia quy vi vé chuong trinh
strc khde hodc chuong trinh thube clia chiing ti. Dé nhan théng dich vién, chi can goi cho chiing téi theo s6
1-844-428-2224 (TTY: 711). M6t nhan vién ndi tiéng Viét cd thé gitip quy vi. Dich vu nay dugc mién phi.

German: Wir bieten Ihnen einen kostenlosen Dolmetschservice, wenn Sie Fragen zu unseren Gesundheits-
oder Medikamentenplanen haben. Wenn Sie einen Dolmetscher brauchen, rufen Sie uns unter folgender
Telefonnummer an: 1-844-428-2224 (TTY: 711). Ein deutschsprachiger Mitarbeiter wird Ihnen behilflich sein.
Dieser Service ist kostenlos.

Korean: SAI2| (14 tE= 2|t &
o5t 22 5 MHIAT} QS
A0 A=fsH =HA[L., 2F=0]
MilAaes FE2 MIEL

Russian: Ecain y Bac BO3HMKAN Kakne-nmbo BONPOCHI O Hallem NaaHe MeaMUMHCKOro CTPaxoBaHWA Uamn
naaHe C MOKPbITUEM NIEKAPCTBEHHbIX MPENapaToB, BaM A0CTYMNHbI 6ecniaTHble ycayri nepesoaymKa.
Ecan Bam HyxKeH NnepeBoAYMK, MPOCTO NO3BOHUTE HAaM NO HOMepy 1-844-428-2224 (TTY: 711). Bam
OKaXKeT MOMOLLb COTPYAHMK, FOBOPALLMIA Ha PYCCKOM A3blike. [laHHaA ycayra becnnaTtHa.

L dalal) o sall gf daall ddad Jga ehal (&5 08 Al (gf e el dulas 4y ) 58 dea 3 Cledd i 53 :Arabic
il of (Sar (711 :TTY) 1-844-428-2224 &8 )| o Ly Juaill (5 s Slile Lo (5 )8 an yia Slo J seanll
b S danall oda 8 gy Ay el Caaay (el
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Hindi: AR ARG 7 S W & dR T 3T fobat Uy &1 IR o o oIy, 9 gud & guIisa
JaTE <d & | GHIT a1 U & oG, 999 9 1-844-428-2224 (TTY: 711) R HId B+ | gt Saq
qTell/aTel! dis TERI® D! GG HR bl /Tl ¢ | T8 U [:Yewd Ja1 g

Italian: Sono disponibili servizi di interpretariato gratuiti per rispondere a qualsiasi domanda possa avere

in merito al nostro piano farmacologico o sanitario. Per usufruire di un interprete, € sufficiente contattare il
1-844-428-2224 (TTY: 711). Qualcuno la assistera in lingua italiana. E un servizio gratuito.

Portuguese: Temos servicos de intérprete gratuitos para responder a quaisquer duvidas que possa ter
sobre 0 nosso plano de saude ou medicagao. Para obter um intérprete, contacte nos atraveés do numero
1-844-428-2224 (TTY: 711). Um falante de portugués podera ajuda-lo. Este servico € gratuito.

French Creole: Nou gen sevis enteprét gratis pou reponn nenpot kesyon ou ka genyen sou plan sante oswa
plan medikaman nou an. Pou jwenn yon entépret, annik rele nou nan 1-844-428-2224 (TTY: 711). Yon moun
ki pale Kreyol Ayisyen ka ede w. Se yon sevis ki gratis.

Polish: Oferujemy bezptatng ustuge ttumaczenia ustnego, ktdra pomoze Panstwu uzyskac¢ odpowiedzi na
ewentualne pytania dotyczace naszego planu leczenia lub planu refundacji lekow. Aby skorzystac z ustugi
ttumaczenia ustnego, wystarczy zadzwoni¢ pod numer 1-844-428-2224 (TTY: 711). Zapewni to Panstwu
pomoc 0soby méwigcej po polsku. Ustuga ta jest bezptatna.

Japanese: ¥t DEECEXRIFEICOVWT CERAH HEHEIE. BHOBRY—EXR%
CHFIRWEETET, BREFIRAT BICIE, 1-844-428-2224 (TTY : 1) [THBEELC 12
S, BREORERELESRIELET ., CNITEHODHY—ERXTY,

Bengali: sma 37 31 919 R33F A{Fga TE AfaE R @ @19 SHF Sod (OTF G ANIE PR LA

FLEEEE AHAEA F@@I AFGF FORECE (e, Afd Aema 1-844-428-2224 (TTY: 711) 99@ F FFA| IR IoM0©
ME ANT @8 IAFAE TR FA© NF| 93 AFEAMT Tl @93 46 @R

Nepali: THT TR g1 SNYTUERFE W] FHUHT AU YT § Yo b U3h! ST fa
BRI f:eh MU JaTeE B T QIHRID] Tal YT T dUTSd 1-844-428-2224 (TTY: 711)
AT IS Hd AT TR TS | AT HIST dier] $ Hfaddl dursals Hed g 31 4 U - 3[ew
a1 gl

Swabhili: Tuna huduma za mkalimani zisizolipiwa wa kujibu maswali yoyote ambayo unaweza kuwa nayo
kuhusu mpango wetu wa afya au dawa. Ili kupata mkalimani, tupigie tu simu kupitia 1-844-428-2224
(TTY: 711). Mtu anayezungumza Kiswahili anaweza kukusaidia. Huduma hii ni ya bila malipo.

Tamil: 6TRIGHENT 2 L 6DHEVLD SI6LEVGI WO(HHGHIS SHLL LD LUDHM 2 hisbEHHEG
gCHILD CoHeNaNBHET QHHMeL LIHeaTlILGHMHTS Qeveusd GLOMBIGLILITLILITENIT
GCaemeudemen QUPMHIGHCHILD. e QLOMBICOUILALILITOTEN] S60)|5, 1-844-428-2224
(TTY: 711) 6T601(D 6T6UVIGUUNGL 6TRIGHEMET MW . SO Cuad CBMbHG € (hHeur
2 hSEhHG 2 dHaleuli. Qg (b Qeveusd GFameUlLMGLO.
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