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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
Complete Care for MyCare Ohio (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.

¢ Molina Complete Care for MyCare Ohio 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 Complete Care for MyCare Ohio will
automatically renew my participation in the Medicare Prescription Payment Plan at the beginning of
each calendar year, unless | contact Molina Complete Care for MyCare Ohio 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) 665-4623 to
submit your request via telephone.

If you have questions or need help completing this form, call us at (855) 665-4623, 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.

Molina Healthcare is a C-SNP, D-SNP and HMO plan with a Medicare contract. D-SNP plans have a contract
with the state Medicaid program. Enrollment depends on contract renewal.
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Notice of Availability

We offer free interpreter and translation services to help you understand your
health or drug plan. This includes help from someone who speaks your
language.

We also provide free aids and services—such as sign language interpreters
and written materials in alternative formats—to ensure everyone can access
the information they need. To request these services, please call Member
Services at (855) 665-4623 (TTY 711) Monday through Friday, 8 a.m. to 8 p.m.,
local time.

English

ATTENTION: If you speak English, free language assistance
services are available to you. Appropriate auxiliary aids and
services to provide information in accessible formats are
also available free of charge. Call 1-855-665-4623 (TTY 711)
or speak to your provider.

Spanish

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos para
asistirle en su idioma. También dispone de ayudas y servicios auxiliares
gratuitos para proporcionar informacion en formatos accesibles. Llame al
1-855-665-4623 o0 hable con su proveedor.

Russian

BHUMAHWE! Ecnu Bbl roBOpPUTE HA PYCCKOM, BaM AOCTYMHbI 6ecniaTHble YCAyrn A3bIKOBOW
nopnep>xku. CooTBeTCTBYHOLLME BCMOMOraTenbHble CpeacTBa 1 ycayru no
npegocTaBneHnto MHpopMaumm B A4O0CTYMNHbIX dopMaTax Takke 6ecnnaTHbl. [03BOHUTE NO
HoMepy 1-855-665-4623 (TTY: 711) nnun obpatutechb K CBOEMY MOCTaBLLUUKY YCNYT.
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Haitian Creole

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed aladispozisyon w gratis pou lang ou pale
a. Ed ak sévis siplemanteé apwopriye pou bay enfomasyon nan foma aksesib yo disponib
gratis tou. Rele nimewo 1-855-665-4623 (TTY 711) oswa pale ak pwofesyonel swen sante ou
a.

Arabic
il gal 5 655 LS Ulae Gl daliac 4 gall) sac Lusall culadd () sS85 Ca guad ¢ yadl Caaati oS 13) s
~ el AEST A (99 (o L) g 11 (S g la slaall b 1 Al dilia) il 5 Bac Lo
lexdll asie M a3 4l 1-855-665-4623 (TTY 711)

French

ATTENTION : Si vous parlez frangais, des services d’assistance linguistique gratuits sont a
votre disposition. Des aides et services auxiliaires appropriés sont également mis a votre
disposition gratuitement pour vous fournir les informations dans des formats accessibles.
Appelez le1-855-665-4623 (TTY : 711) ou adressez-vous a votre prestataire.

Viethamese

LUU Y: Néu quy vi néi tiéng Viét, ching téi c6 sdn céc dich vu hd trg ngdn ngr mién phi danh cho
quy vi. Ngoai ra, ching toi con c6 céc dich vu va phuong tién hé trg khac phu hop, hoan toan mién
phi dé cung cap théng tin theo céc dinh dang dé st dung. Vui long goi dén s6 1-855-665-4623 (TTY
711) hodc trao doi vai nha cung cap dich vu ctia quy vi.

Somali

Haddii aad ku hadasho Soomaali, adeegyada caawimaada luugada oo bilaash ah ayaad

heli kartaa. Agabka kaalmaatiga oo sax ah iyo adeegyada xogta ku bixiya gaab la heli karo
ayaa sidoo kale lagu heli karaa lacag la'aan. Wac 1-855-665-4623 (TTY 711) ama la hadal
dhakhtarkaaga.

Ukrainian

YBATA! AKLL0 BN pO3MOBASIETE YKPAIHCbKOK MOBOH, BaM AOCTYMHI 6€3KOLUTOBHI MOBHI
nocnyru. BignoBigHi 4onoMidKHi 3acobu 1 nocnyrm 3 HagaHHA iHbopMauii B A0CTYNMHUX
dopmMaTax Tako>XK NPOnoHyTbCcs 6e3KoLITOBHO. 3atenedoHymnTe Ha HoMep 1-855-665-4623
(TTY: 711) abo 3BEpHITLCA A0 CBOro NoctavanbHMUKa NOCNYT.
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Swalhili

KUMBUKA: Ikiwa wewe huzungumza Kiswahili, msaada na huduma za lugha bila malipo
unapatikana kwako. Vifaa vya usaidizi vinavyofaa na huduma bila malipo ili kutoa taarifa
katika mifumo inayofikiwa zinapatikana pia bila malipo. Piga simu ukitumia
1-855-665-4623 (TTY 711) au zungumza nha mtoa huduma wako.

Daz‘-ﬁh 5l SaS 51y i Ledi e 53 GG () SeaS iland (i€ e Cumaa 50 (b 4 el Sl s
Ll 35 g OBG1) )y gy (linad (s sy i (sla Caald e sl (il aal 8 (51 caulia (SS
A Cuna 354 005 a3 L L 80 il (TTY 711) 1-855-665-4623
Pashto
452 yo Caulia (5 ) O 58 o YL pulin lead Ju e b s 250 55 S o b ) sy 4y gl aS Al
(TTY 711) 1-855-665-4623. 3 0sid L ysad (558 siex Claslea (S s gy o pml 2 (> Cladd 5l S e
S5 om SOS slaa da Albia,, SiHa
Kinyarwanda
ICYOTONDERWA: Niba uvuga lkinyarwanda, serivisi z'ubufasha mu ndimi wazihabwa.

Serivisi n'inyunganirakumva zitangwa mu buryo bwose zitangwa ku buntu. Hamaraga
1-855-665-4623 (TTY 711) cyangwa uvugane n'uguha serivisi.

Tigrinya

APANE HICT THL WH BRI G0 £I% ATH A1t NG 2CNAN: N0, PCA. ST 79PN
HE:A. hTH L WM TT A1 TT A7 152 2C0N: 60 1-855-665-4623 (TTY 711) Lot g 9°0
@Y, I\ TI° THEAx

Uzbek

DIQQAT: Agar o‘zbek tilida gaplashsangiz, sizga bepul til yordami xizmatlari tagdim etiladi.
Ma’lumotlarni qulay formatlarda taqdim etish uchun kerakli yordamchi vositalar va
xizmatlar ham bepul tagdim etiladi. 1-855-665-4623 (TTY 711) ragamiga qo‘ng‘iroq qiling
yoki 0z davolovchi shifokoringizga murojaat eting.

Nepali

HIYT: TUTS SIS Aedg® HA, (.Y [ew HTH TeTadl JaTe® quTsdh dil I9asy &+
UG TGP IUBRUI I YAGE U TFBRI UG T Ugaang el (X[ Iudsd
B1 1-855-665-4623 (TTY 711) AT Hd e dl MU YGAHIT HT T |
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