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Virginia’s Medicaid Program
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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: - -

Birth date: (MM/DD/YYYY) Phone number:
(/7 ) ( )

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):
Street Address:

City: State: ZIP code:

Read and sign below

e | understand this form is a request to participate in the Medicare Prescription Payment Plan.
Aetna Medicare FIDE (HMO D-SNP) will contact me if they need more information.

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

e Aetna Medicare FIDE (HMO D-SNP) 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 AetnaBetterHealth.com/Virginia-
hmosnp, or call us at 1-855-463-0933 (TTY: 711) to submit your request via telephone.

Submit your completed form to :

Aetna Medicare FIDE (HMO D-SNP)
Medicare Prescription Payment Plan
P.O.Box 7

Pittsburgh, PA 15230

If you have questions or need help completing this form, call us at 1-855-463-0933, TTY users
cancall 711, 8 AM to 8 PM, 7 days a week.

Medicare Prescription Payment Plan Terms and Conditions

The Medicare Prescription Payment Plan is a voluntary program that allows you to spread your out-of-
pocket costs for covered Part D drugs across the remaining months of the plan year. The program
does not affect your total prescription cost. Any applicable plan premiums are billed and should be
paid separately from your Medicare Prescription Payment Plan billing statement. By opting in to the
program, you (or your authorized representative) are indicating you understand these Medicare
Prescription Payment Plan terms and conditions. You are agreeing to be financially responsible for all
amounts billed under the program. If you do not pay the amounts due under the program, you will be
terminated from the program, and will not be allowed to opt in again until the amounts owed are
repaid in full. You can choose to opt out of the program at any time; however, any outstanding
amounts owed will continue to be billed and must be paid.

Aetna Medicare FIDE (HMO D-SNP) is a Dual Eligible Special Needs Plan that combines your
Medicare and Medicaid coverage into one plan.
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Notice of Availability

TTY: 711

To access language services at no cost to you, call the number on this document.

(English)

PLIL ATANATTT PARNEP ATITH NHU A1E AR PADT €MC LLM-A:: (Amharic)
i) 138 e 3sasall a1 e Juai¥) ela )l Al gl (90 4 galll cleadll e J sasll (Arabic)

MRERREESIRT FREARXMH LHEERIE, (Chinese)

Afin d’accéder aux services langagiers sans frais, veuillez composer le numéro sur
ce document. (French)

Pou jwenn sevis lang gratis, rele nimewo ki sou dokiman sa a. (French Creole)

Um auf fur Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie die
Nummer auf diesem Dokument an. (German)

3y foru fomr foret swra o HToT Tarsii &1 IUINT a4 & o, 39 Sedrae R fod dar
TR HId PR | (Hindi)
Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero
indicato su questo documento. (ltalian)
EEV—EXRFZEHTIFAWEELIZIE, REIZERBDESICTEEECZELY,
(Japanese)
F2 A0 MH|AE O|85te{H & MFO 7|XHZO s He = Fols) FHA|L.
(Korean)

80l 483 58 ) (5 00 A o sled L (G sk s ) et 4 oy ) (Farrsi)

Aby uzyskac dostep do bezptatnych ustug jezykowych, prosze zadzwonoé numer
telefonu w tym dokumencie. (Polish)

Para acessar os servigos de idiomas sem custo para vocé, ligue para o numero que
consta neste documento. (Portuguese)

[lnsa Toro ytobbl 6ecnNaTHO NOYYNTb MOMOLLbL NEPEBOAYMKA, MO3BOHUTE MO TesiePpOoHy, Homep
KoToporo npueeaeH B 3Tom gokymeHTe. (Russian)

Para acceder a los servicios de idiomas sin costo, llame al nimero que figura en
este documento. (Spanish)

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tawagan
ang numero sa dokumentong ito. (Tagalog)



Notice of Availability

NE&u quy vi mudn st dung mién phi cac dich vu ngdn ngit, hay goi t&i s6 dién thoai ghi
trén tai liéu nay. (Vietnamese)

oS Al iz o g el gl ol S5 S Jaals cileas adlate w gl ) CwddSl (Urdu)

0,580 ol il 03l b el Sl 81 A3 e 09y Ob) lads 4y e yiuwd (S 52 (Dari)

A 27 I eS0T e90LNZTOCNED, &5 (DB &) H0DEEL 5°S
DONOAR. (Telugu)

lii nwetaohere na oru gasi asusu n’efu, kpoo nomba no na dokument a. (Ibo)

e UINT a1 UTWd 7T SO UREG UaHT HUD T TRIRAT el e | (Nepali)

AN [RAMYCET O ARIAN (AT A R VTS (MBS NH S (BFeATPIN S|
(Bengali)

15299 S3) 45 (G yuadd (S b (63 S i pgS A 3 o)l oy 3 &5 gigreds (25 > (Pashto)
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