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Medicare Prescription Payment Plan Participation Request Form

Medicare Prescription Payment Plan
participation request form

The Medicare Prescription Payment Plan is a payment option that works with your current drug
coverage to help you manage your out-of-pocket costs for drugs covered by your plan by spreading
them across the calendar year (January-December). This payment option might 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: _ _ - -

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:

| want to participate in the Medicare Prescription Payment Plan for the:
O Current Plan Year o0 Upcoming Plan Year
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Read and sign below

e | understand this formis a request to participate in the Medicare Prescription Payment Plan. Molina
Medicare Complete Care Plus (HMO D-SNP) will contact me if they need more information.

e |understand that signing this form means that I've read and understand the form.

e Molina Medicare Complete Care Plus will 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.

e | understand that if | stay in the same health or drug plan, Molina Medicare Complete Care Plus will
automatically renew my participation in the Medicare Prescription Payment Plan at the beginning of
each calendar year, unless | contact Molina Medicare Complete Care Plus to opt out.

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

Submit your completed form to:
Molina Healthcare
Attn: Membership Accounting Department
P.O. Box 22800
Long Beach, CA 90801-9945

You can also complete the participation request form online at MyMolina.com or call us at (855) 687-7860 to
submit your request via telephone.

If you have questions or need help completing this form, call us at (855) 687-7860, October 1 — March 31, 8
a.m. to 8 p.m. local time, 7 days a week. From April 1 — September 30, Monday — Friday, 8 a.m. to 8 p.m. local
time. TTY users can call 711.
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Non-Discrimination Notice — Section 1557 .‘i“ MOLINA
Molina Healthcare - Medicare HEALTHCARE

Discrimination is against the law. Molina Healthcare follows State and Federal civil rights laws.
Molina Healthcare does not unlawfully discriminate, exclude people, or treat them differently
because of sex, race, color, religion, ancestry, national origin, ethnic group identification, age,
mental disability, physical disability, medical condition, genetic information, marital status, gender,
gender identity, or sexual orientation.

Molina Healthcare provides:

« Free aids and services in a timely manner to people with disabilities to help them
communicate better, such as:

« Qualified sign language interpreters

«  Written information in other formats (large print, audio, accessible electronic formats, other
formats)

« Free language services in a timely manner to people whose primary language is not English,
such as:

«  Qualified interpreters

«  Written information in other languages

If you need these services, contact Molina Healthcare between 7.00 am. to 7:00 p.m. by calling
1-855-687-7860. If you cannot hear or speak well, please call 711. Upon request, this document
can be made available to you in braille, large print, audiocassette, or electronic form. To obtain a
copy in one of these alternative formats, please call or write to:

Molina Healthcare

Civil Rights Coordinator
200 Oceangate, Suite 100
Long Beach, CA 90802

By phone: 1-866-606-3889. If you cannot hear or speak well, please call 711.

HOW TO FILE A GRIEVANCE

If you believe that Molina Healthcare has failed to provide these services or unlawfully
discriminated in another way on the basis of sex, race, color, religion, ancestry, national origin,
ethnic group identification, age, mental disability, physical disability, medical condition, genetic
information, marital status, gender, gender identity, or sexual orientation, you can file a grievance
with Molina Healthcare's Civil Rights Coordinator. You can file a grievance by phone, in writing, in
person, or electronically:

e Byphone: Contact Molina Healthcare’s Civil Rights Coordinator between 830 am. to 530 pm.
by calling 1-866-606-3889. Or, if you cannot hear or speak well, please call 711

* Inwriting: Fill out a complaint form or write a letter and send it to:
Molina Healthcare
Civil Rights Coordinator
200 Oceangate, Suite 100
Long Beach, CA 20802

1557 Non-Discrimination
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« In person: Visit your doctor's office or Molina Healthcare and say you want to file a grievance.

« Electronically: Send an email to Civil.Rights@MolinaHealthcare.com. You can also visit Molina
Healthcare'’s website at MolinaHealthcare.Alertline.com.

OFFICE OF CIVIL RIGHTS - CALIFORNIA DEPARTMENT OF HEALTH CARE SERVICES

You can also file a civil rights complaint with the California Department of Health Care Services,
Office of Civil Rights by phone, in writing, or electronically:

e Byphone: Call 1-916-440-7370. If you cannot speak or hear well, please call 711
(Telecommunications Relay Service).

e In writing: Fill out a complaint form or send a letter to:
Deputy Director, Office of Civil Rights
Department of Health Care Services
Office of Civil Rights
PO. Box 997413
Sacramento, CA 95899-7413

Complaint forms are available at DHCS.ca.gov/Pages/Language_Access.aspx.

» Electronically: Send an email to CivilRights@dhcs.ca.gov.

OFFICE OF CIVIL RIGHTS - U.S DEPARTMENT OF HEALTH AND HUMAN SERVICES

If you believe you have been discriminated against on the basis of race, color, national origin,
age, disability, or sex, you can file a civil rights complaint (grievance) with the U.S. Department of
Health and Human Services, Office for Civil Rights, by phone, in writing, or electronically:

+ Byphone: Call 1-800-368-1019. If you cannot speak or hear well, please call TTY/TDD: 1-800-
537-7697.

e In writing: Fill out a complaint form or send a letter to:
U.S. Department of Health and Human Services
200 Independence Avenue, SW
Room S0O9F, HHH Building
Washington, DC. 20201

Complaint forms are available at HHS.gov Jocr/office/file/index.html.

¢ Electronically: Visit the Office for Civil Rights Complaint Portal at
OCRportal.hhs.gov/ocr/portal/lobby.jsf.
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Notice of Availability of Language Assistance
Services and Auxiliary Aids and Services

English
ATTENTION: If you need help in your language call 1-855-687-7860 (TTY: 711). Aids

and services for people with disabilities, like documents in braille and large print, are
also available. Call 1-855-687-7860 (TTY: 711). These services are free of charge.

4y 2l (Arabic)

G&a.d\ ailell GA;;_\MA.\ ‘\_h.n.\n_}j) ¢1-855-687-7860 = Jocaild cclizly sacliusall ) chadial 13) seoliid¥) o y

A oSl calatiisad) Jia diley) LS}J ua\a.u)l Gleaddl g ilae Ll \..4.1\ P« (71 1 Juasy) (’é'&“" TTY
el Sy TTY ol gl o) il 5) 1-855-687-7860 —» ol il 1l s s B sl
Aflas Slastl i (711 Gle

3wjtptu (Armenian)

NpcUNhE3NrL. Lpk 4dkq hwpluynp L wowlgnmipmit dkp (Equny, wwu
quuquhwptp 1-855-687-7860 (711) htnwjunuwhwdwpny: Zwodwbnuunipnil
niukgnn wtdwtg hwdwp gnpénid L twlb odwunul] vhgngubp ni swnwjmipniuukp,
ophtw] Ppuyh qpuunpwny ni junonp nyununn] wpudungming Gmpkp: U
ntupnid quuquhwnbp 1-855-687-7860 (711) hEnwhunuwhwdwpny:
Ownuwynipjnibttpp gnpénud Eu wtigwp:

121 (Cambodian

Gam: I0EAEIMINSWMMMANIUNHA 8 Siunisitug 1-855-687-7860
(TTY: 711)4 SSw SHIO™ Y UNSAMI

STMAR NI H PR URS A MITE A YRSt s/ iIngs
AHMGIRTNSRHUINIY SIUnuB ™IS 1-855-687-7860 (TTY: 711)4

NAY SRS OsAnIyIS)w

B X (Chinese)

53R  MRGCEEUEESIREREE) - 15 1-855-687-7860 (711) - BHMNERH
HYWEREALTWEE TEMRS - AIUESSIHMAREE - 1B 1-855-687-7860
(711) - XLERRF R ERIZMH

(e (Farsi)

wilai 1-855-687-7860 ( 711) L casS <l yn laial ) 253 0b) 4 2l sa e R 1aa s

Do b ala s daydaa b ladsis aiile il slaa (51500 31 8 (o geadie Gledd 5 eSS 2 150
S e ) 8 clead Gyl 80 (il 1-855-687-7860 ( 711) L .ol 23 50
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&8 (Hindi)

&7 < 3R YT U= HIT & eTdT Pt HTIhdT g df 1-855-687-7860 (TTY: 711)
IR B P | RMEIdT aTed AN b foTT T 3R Iamy, oY 9d iR 98 fife # +ff gxaew
IUA g | 1-855-687-7860 (TTY: 711) R I B | T JaTd e & |

Hmoob (Hmong)

CEEB TOOM: Yog koj xav tau kev pab txhais koj hom lus hu rau 1-855-687-7860
(TTY: 711). Tsis tas li ntawd, kuj tseem muaj cov kev pab txhawb thiab kev pab cuam
rau cov neeg xiam oob ghab, xws li cov ntawv su thiab luam tawm ua tus ntawv loj. Hu
rau 1-855-687-7860 (TTY: 711). Cov kev pab cuam no yog pab dawb xwb.

HZAEE (Japanese)

FE C HARBETOXNIGAMERIFEIL 1-855-687-7860 (711) F THEFELL S W, =
FOERPXFOILKREKRRGE, BAWEEFHHLOADHOOY—EXLZHABLTE
Y9, 1-855-687-7860 (711) X THEFE 28\, INHDH— R FERITH

St 0] (Korean)

gzl A5to| Aoz =28 Bt HNOA|H 1-855-687-7860 (711)HOZ FIISHA AL,
AL 2 22X 2 = +A19f 20| o7t A= 22 fet A& X MH | L 0| 83514
2 UEL|LCH 1-855-687-7860 (711HS 2

Moot Al Ol2{ot MH|A = 222 M-S E L

WI299990 (Laotian)

UrmIo: ﬁ*)ui*mc%’egmnamng}'oec@acﬁvwmveegzﬁm?m’?mmcﬁ 1-855-687-7860
(711). LENVEYDOOIVQOBCTD LT NIVVINIVFISVAVWNIV CQL:
conzzWTHTVENIDLYL (CDx Blodulns Witnmacd 1-855-687-7860 (711).
NIVOSNMCFHDCHLWE.

Mien

LONGC HNYOUV JANGX LONGX OC: Beiv taux meih giemx longc mienh tengx faan
benx meih nyei waac nor douc waac daaih lorx taux 1-855-687-7860 (TTY: 711). Liouh
lorx jauv-louc tengx aengx caux nzie gong bun taux ninh mbuo wuaaic fangx mienh,
beiv taux longc benx nzangc-pokc bun hluo mbiutc aengx caux aamz mborqv benx
domh sou se mbenc nzoih bun longc. Douc waac daaih lorx 1-855-687-7860 (TTY:
711). Naaiv deix nzie weih gong-bou jauv-louc se benx wang-henh tengx mv zuqc cuotv
nyaanh oc.

fI‘T-lTH"HPuniabil

forus fe€: 7 378 Wy 3 feg Hee S B3 J 31 1-855-687-7860 (TTY: 711) 3 IS
FJ | mUTaH B Bt I3 w3 A, i fa 98 »13 1t gurdt feg TAseq, <t Qusey
IS 1-855-687-7860 (TTY: 711) '3 A& 4| fog A He3 Ia|
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Pycckuu (Russian)

BHMMAHWE! Ecnu Bam Hy>xHa NOMOLLb Ha BalleM pOAHOM S3blKe, 3BOHUTE MO HOMepPY
1-855-687-7860 (TTY: 711). Takke npeaoCTaBnATCA CPeACcTBa M yCnyrn Ang nogen ¢
OrpaHNYEHHbIMW BO3MOXHOCTSIMU, HanpumMmep AOKYMEHTbI KPYMHbIM LWPUGTOM nnn
wpndptom bpannsa. 3sBoHnTe no Homepy 1-855-687-7860 (TTY: 711). Takne ycnyru
BecnnaTHbl.

Espaiol (Spanish)

ATENCION: si necesita ayuda en su idioma, llame al 1-855-687-7860 (TTY: 711).
También ofrecemos asistencia y servicios para personas con discapacidades, como
documentos en braille y con letras grandes. Llame al 1-855-687-7860 (TTY: 711). Estos
servicios son gratuitos.

Tagalog (Filipino)

ATENSIYON: Kung kailangan mo ng tulong sa iyong wika, tumawag sa
1-855-687-7860 (TTY: 711). Mayroon ding mga tulong at serbisyo para sa mga taong
may kapansanan, tulad ng mga dokumento sa braille at malaking print. Tumawag sa
1-855-687-7860 (TTY: 711). Libre ang mga serbisyong ito.

A ne (Thai)

Tdsansu: wnaasasnIsaNubamdaiiunwuasanu asan InsAwildivianaa
1-855-687-7860 (711) uananil fawsanlvnnuhrandanazuiniseig o
ANTUYAAANIANUNNTT LUU LAaNFITAN 9
17iLﬂuz‘n”ﬂmmsaduauanmsﬁﬁuﬁmﬂﬁaﬁnmmmm‘my asan AWl ivunaa
1-855-687-7860 (711) Lisia1danadniuusnisimani

YkpaiHcbka (Ukrainian)

YBAI'A! Akwo Bam noTpibHa gonomora BaLLO PigHOK MOBOK, TENEOHYNTE HA HOMEP
1-855-687-7860 (TTY: 711). ITioan 3 0OMEXEHMMN MOXITUBOCTAMM TAKOX MOXYTb
cKopucTaTucs AONOMKHUMMK 3acobamun N nocrnyramu, Hanpyknaga oTpuMaT JOKYMEHTH,
HagpykoBaHi WwWpudTtom bpannsa ta senukum wpudtom. TenedoHynte Ha Homep
1-855-687-7860 (TTY: 711). Lli nocnyrn 6e3KOLLTOBHI.

Tiéng Viét (Vietnamese)

CHU Y: Néu quy vi can tro gitp bang ngén ngir ctia minh, vui long goi sb
1-855-687-7860 (TTY: 711). Chung téi ciing hé tro va cung cép cac dich vu danh cho
ngwdi khuyét tat, nhw tai liéu bang chiv nbi Braille va chi¥ khé I&n (chi hoa). Vui long
goi sb6 1-855-687-7860 (TTY: 711). Céac dich vu nay déu mién phi.
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