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	PACE and Partnership Supplement

	Instructions: Completion of this form is voluntary. However, this form must be completed, signed, and accompany your Long-Term Care Program Enrollment and Referral (F-03395) if you are requesting to enroll in the PACE or Partnership program. PACE and Partnership are Medicare Plans and may affect other plan benefits. Section 1, 2 and 3 of this form are to be completed by the aging and disability resource center (ADRC) or Tribal aging and disability resource specialist (ADRS). The signature of two witnesses is required if you are not able to sign or sign with a mark or X. 

	Section 1 – Personal information

	Name – First
     
	MI
     
	Last
     

	[bookmark: Check1][bookmark: Check2]Long-term care program selected: |_| PACE   |_| Partnership

	Plan selected      


	Medicare number      


	Medicare beneficiary name (First, MI, Last)      


	Hospital Part A effective date:      
	Medical Part B effective date:      

	Primary care physician (PCP) or provider:      


	[bookmark: Check3][bookmark: Check4]Do you receive Social Security benefits: |_| Yes   |_| No

	Do you receive Railroad Retirement Board (RRB): |_| Yes   |_| No

	Do you currently have medical/health insurance coverage such as employer-provided health insurance, private insurance, Medicare Advantage plan, VA benefits, TRICARE or federal employee health benefits coverage? |_| Yes   |_| No

	Name of other coverage
     

	Member number for this coverage
     
	Group number for this coverage
     

	Do you currently have prescription drug coverage? |_| Yes   |_| No

	Name of prescription drug coverage
     

	Member number for prescription drug coverage
     
	Group number for prescription drug coverage
     




	Section 2 – Agreement and signatures

	Read this important information:

If you currently have health coverage from an employer or union, joining PACE or Partnership could affect your employer or union health benefits. You could lose your employer or union health coverage if you join PACE or Partnership. Read the communications your employer or union sends you. If you have questions, visit their website, or contact the office listed in their communications. If you don’t know who to contact, your benefits administrator or the office that answers questions about your coverage can help. Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan. 
By completing this enrollment application, I agree to the following:

A PACE or Partnership plan is a Medicare plan and has a contract with the Federal government. If eligible, I must keep both Hospital (Part A) and Medical (Part B) to stay in the selected plan.

By joining this Medicare plan, I acknowledge that the selected plan will share my information with Medicare, who may use it to track my enrollment, to make payments, and for other purposes allowed by Federal law that authorize the collection of this information (see Privacy Act Statement below). 

I understand that I can be enrolled in only one plan at a time – and that enrollment in this plan will automatically end my enrollment in another Medicare health plan or prescription drug plan.

I understand that when my coverage begins, I must get all my medical and prescription drug benefits from the selected plan. Services authorized by the selected plan and other services contained in my selected plan’s member handbook and enrollment agreement will be covered. 

The information on this 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 legally authorized to act on my behalf) on this application means that I have read and understand the contents of this application and agree to enroll in the plan identified above. If signed by an authorized representative, 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 by Medicare.

[bookmark: Text44]I understand that my Medicaid enrollment start date will be      	 and my Medicare enrollment will start the first of the month following submission of this form. I will continue to receive my Medicare benefits from my current plan until I am eligible to enroll into the plan I have selected above.


	Signature – Individual

	Date signed

	Signature – Legal Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative

	Date signed

	Signature – Legal Guardian, Conservator, Activated Power of Attorney, or Medicaid Authorized Representative
	Date signed

	Signature – Witness (if applicable)

	Date signed

	Signature – Witness (if applicable)

	Date signed

	Section 3 - ADRC or TRIBAL ADRS form completion and distribution

	Date form completed:      
	Date form distributed with enrollment form:      

	Notes:
     

	The ADRC or Tribal ADRS must retain the original, signed enrollment form, or an electronically scanned copy of the signed form, on file for ten years in the event of a records request.




Privacy Act Statement: The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enrollment in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 of the Social Security Act and 42 CFR §§ 422.50 and 422.60 authorize the collection of this information. CMS may use, disclose and exchange enrollment data from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription Drug (MARx)”, System No. 09-70-0588. Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan
