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Summary of Benefits

January 1, 2027 - December 31, 2027

This is a summary of what we cover and what you pay. For a complete list of covered services,
limitations and exclusions, review the Evidence of Coverage (EOC) at
myUHC.com/CommunityPlan or call Customer Service for help. After you enroll in the plan, you
will get more information on how to view your plan details online.

UHC Dual Advantage MI-V1 (HMO-POS D-SNP)

Medical premium, deductible and limits

Monthly plan premium

$0
You need to continue to pay your Medicare Part B
premium

Annual medical deductible

This plan does not have a medical deductible.

Maximum out-of-pocket amount (does
not include prescription drugs)

$7,150

This is the most you will pay out-of-pocket each year for
Medicare-covered services and supplies received from
network providers.

Out-of-pocket costs paid for your Part D prescription
drugs are not included in this amount.

Medical benefits

Inpatient hospital care?
Our plan covers an unlimited number of
days for an inpatient hospital stay.

$455 copay per day: days 1-6
$0 copay per day: days 7 and beyond

Outpatient
hospital
Cost-sharing for
additional plan

Ambulatory surgical
center (ASC)?

$0 copay for a colonoscopy
$455 copay otherwise

Outpatient hospital,

$0 copay for a colonoscopy

. . 5 .
covered services including surgery?  $455 copay otherwise
will apply. Outpatient hospital $455 copay
observation
services?
Doctor visits Primary care $0 copay
provider
Specialists? $50 copay
Virtual medical $0 copay

visits

Preventive
services

Routine physical

$0 copay, 1 per year

Medicare-covered

$0 copay




Medical benefits

Abdominal aortic aneurysm screening

Alcohol misuse counseling

Annual wellness visit

Bone mass measurement

Breast cancer screening (mammogram)

Cardiovascular disease (behavioral therapy)

Cardiovascular screening

Cervical and vaginal cancer screening

Colorectal cancer screenings (colonoscopy, fecal occult blood test,
flexible sigmoidoscopy)

Depression screening

Diabetes screenings and monitoring

Hepatitis C screening

HIV screening

Lung cancer with low dose computed tomography (LDCT) screening
Medical nutrition therapy services

Medicare Diabetes Prevention Program (MDPP)

Obesity screenings and counseling

Prostate cancer screenings (PSA)

Sexually transmitted infections screenings and counseling
Tobacco use cessation counseling (counseling for people with no sign
of tobacco-related disease)

Vaccines, including those for the flu, Hepatitis B, pneumonia, or
COVID-19

“Welcome to Medicare” preventive visit (one-time)

Any additional preventive services approved by Medicare during the
contract year will be covered.

This plan covers preventive care screenings and annual physical exams at
100% when you use in-network providers.

Emergency care

$130 copay per visit. If you are admitted to the hospital
within 24 hours, you pay the inpatient hospital copay
instead of the Emergency Care copay. See the
“Inpatient Hospital Care” section of this booklet for
other costs.

Urgently needed services

$50 copay per visit

Diagnostic tests,
lab and radiology
services, and X-
rays

Diagnostic $0 copay for each diagnostic mammogram
radiology services  $320 copay otherwise
(e.g. MR, CT scan)?

Lab services? $0 copa
pay

Diagnostic tests $40 copay
and procedures?

Therapeutic 20% coinsurance
radiology?

Outpatient X-rays®>  $30 copay




Medical benefits

Hearing Exam to diagnose  $0 copay
@ services and treat hearing
and balance issues?
Routine hearing $0 copay for a routine hearing exam to help support
exam hearing health
Hearing aids? $1,000 allowance for 2 hearing aids every year
e A broad selection of high-value and brand name
prescription hearing aids
e Access to one of the largest national networks of
hearing professionals with more than 6,500
locations
e 3-year manufacturer warranty on all prescription
hearing aids covers a trial period and damage or
repair during warranty period
e Hearing aids purchased outside of
UnitedHealthcare Hearing are not covered.
Routine Preventive and $2,500 allowance for all covered dental services*
Q dental comprehensive $0 copay for covered preventive services like oral
benefits services exams, X-rays, routine cleanings and fluoride
Covered in
and out-of- 50% coinsurance for covered comprehensive services
network. like fillings, crowns, bridges and dentures
e No annual deductible
e Access to one of the largest national dental
networks
e Freedom to see any dentist
] Vision Exam to diagnose  $0 copay
oz| services and treat diseases
and conditions of
the eye?
Eyewear after $0 copay

cataract surgery

Routine eye exam

$0 copay, 1 per year

Routine eyewear

$0 copay
Plan pays up to $200 every year for 1 pair of
lenses/frames and contacts

Mental health

Inpatient visit?

Our plan covers 90
days for an
inpatient hospital
stay

$455 copay per day: days 1-5
$0 copay per day: days 6-90

Outpatient group
therapy visit?

$15 copay




Medical benefits

Outpatient $25 copay

individual therapy

visit?

Virtual mental $0 copay

health visits
Skilled nursing facility (SNF)? $0 copay per day: days 1-20
Our plan covers up to 100 days in a SNF. $221 copay per day: days 21-100
Outpatient Physical therapy $50 copay
rehabilitation and speech and
services language therapy

visit?

Occupational $50 copay

Therapy Visit?
Ambulance? $350 copay for ground
Your provider must obtain prior $350 copay for air

authorization for non-emergency
transportation.

Routine transportation $0 copayment for 24 one-way trips to or from approved
locations, such as medically related appointments,
gyms and pharmacies

Medicare Part B Chemotherapy 20% coinsurance
prescription drugs drugs?

Cost sharing shown

. . Part B covered 20% coinsurance; up to $35
is the maximum . -
. insulin
you will pay for Part
B prescription Other Part B drugs? 20% coinsurance
drugs. You may pay Part B drugs may
less for certain be subject to Step
drugs. Therapy. See your
Evidence of
Coverage for
details.

Prescription drugs

If you don’t qualify for Low-Income Subsidy (LIS), you pay the Medicare Part D cost-share
outlined in the Evidence of Coverage. If you do qualify for Low-Income Subsidy (LIS) you pay:

Deductible Your deductible amount is $0.

Initial Coverage In this stage, you’ll pay your plan copays or
coinsurance. The plan pays the rest. Once you, and
others on your behalf, have paid a combined total of
$2,400, which includes the amount you paid towards
your deductible, you move to the Catastrophic
Coverage stage.




Prescription drugs

Drug coverage 30-day” or 100-day supply from a retail network
pharmacy

Generic $0, $1.65, or $5.80 copay

(including brand drugs treated as Drugs that are in Tier 1 are always $0 copay.

generic) (Some covered drugs are limited to a 30-day supply)

All other drugs® $0, $5, or $14.40 copay

Drugs that are in Tier 1 are always $0 copay.
(Some covered drugs are limited to a 30-day supply)

Catastrophic Coverage Once you’re in this stage, you won’t pay anything for
your Medicare-covered Part D drugs for the rest of the
plan year.

“Members living in long-term care facilities pay the same for a 31-day supply as a 30-day supply at a retail pharmacy.

3You pay no more than 25% of the total drug cost or a $35 copay, whichever is lower, for each 1-month supply of Part D
covered insulin drugs, even if you haven’t paid your deductible, until you reach the Catastrophic Coverage stage where
you pay $0.

Additional plan benefits

Chiropractic Medicare-covered  $15 copay
services chiropractic care
(manual

manipulation of the
spine to correct
subluxation)?

Diabetes Diabetes $0 copay
management itori
d ;rl]Jonl‘l[ic;rSlgg We only cover Contour® and Accu-Chek® brands.
PP Other brands are not covered by your plan.
Covered glucose monitors include: Contour Plus Blue,
Contour Next EZ, Contour Next Gen, Contour Next
One, Accu-Chek Guide Me and Accu-Chek Guide.
Test strips: Contour, Contour Plus, Contour Next, Accu-
Chek Guide and Accu-Check Aviva Plus.
Diabetes self- $0 copay
management
training

Therapeutic shoes 20% coinsurance
or inserts?




Additional plan benefits

20% coinsurance

Durable medical DME (e.g.,
equipment (DME)  wheelchairs,
and related oxygen)?
supplies

Prosthetics (e.g.,
braces, artificial
limbs)?

20% coinsurance

" Fithess program

$0 copay
Your fitness program helps you stay active and
connected at the gym or in your community. It’s
available to you at no cost and includes:
e Free gym membership at core and premium
locations
e Access to a large national network of gyms and
fithess locations

Foot exams and
treatment?

Foot care
(podiatry services)

$40 copay

Routine foot care

$40 copay, 8 visits per year

Meal benefit

$0 copay for 28 home-delivered meals immediately
after an inpatient hospitalization or skilled nursing
facility (SNF) stay

Home health care?

$0 copay

Hospice

You pay nothing for hospice care from any Medicare-
approved hospice. You may have to pay part of the

costs for drugs and respite care. Hospice is covered by
Original Medicare, outside of our plan.

Opioid treatment $0 copay
program services?
Outpatient Outpatient group $15 copay
substance use therapy visit?
disorder services
Outpatient $25 copay
individual therapy
visit?




Additional plan benefits

~6' OTC, healthy food, utilities +

2  wellness support
Special Supplemental Benefits
for the Chronically Ill (SSBCI)
allow eligible members—whose
condition is verified by their
provider—to use plan credits for
healthy food and utilities, along
with OTC and other wellness
support products.

$99 credit every month for over-the-counter (OTC)
products and wellness support, plus healthy food and
utilities for qualifying members

Choose from thousands of OTC products, like
first aid supplies, pain relievers and more

Buy healthy foods like fruits and vegetables,
meat and seafood, dairy products and bottled
water

Shop at thousands of participating stores,
including Walmart, Walgreens, Dollar General,
Target and at neighborhood stores near you

Pay home utilities like electricity, heat, water and
internet

Get wellness support including in-home services,
weight management counseling, caregiver relief,
select fitness items and more

Renal dialysis?

20% coinsurance

" Requires a referral from your doctor.

2 May require your provider to get prior authorization from the plan for in-network benefits.

*Benefits are combined in and out-of-network.

Member discounts

As a UnitedHealthcare Medicare Advantage plan member, you’ll have access to a
‘ collection of discounts on hundreds of products and services. Once you’re a member,
you can sign in to your member site for a list of discounts available to you.

10



Medicaid Benefits

Information for people with Medicare and Medicaid. Your services are paid first by Medicare and
then by Medicaid.

The benefits described below are covered by Medicaid. You can see what Department of Health
and Human Services covers and what our plan covers.

Coverage of the benefits depends on your level of Medicaid eligibility. If Medicare doesn’t cover a
service or a benefit has run out, Medicaid may help, but you may have to pay a cost share. In some
situations, Medicaid may pay your Medicare cost sharing amount. See your Medicaid Member
Handbook for more details. If you have questions about your Medicaid eligibility and what benefits
you are entitled to, call Department of Health and Human Services, 1-844-464-3447.

Benefits Medicaid UHC Dual Advantage MI-V1

(HMO-POS D-SNP)
Inpatient Hospital Care Covered Covered
Doctor Office Visits Covered Covered
Preventive Care Covered Covered
Emergency Care Covered Covered
Urgently Needed Services Covered Covered
Diagnostic Tests Lab and Covered Covered
Radiology Services and X-
Rays
Hearing Services Covered Covered
Dental Services Covered Covered
Vision Services Covered Covered
Inpatient Mental Health Care Covered Covered
Mental Health Care Covered Covered
Skilled Nursing Facility (SNF) Covered Covered
Ambulance Covered Covered
Transportation (Routine) Covered Covered
Prescription Drug Benefits Covered Covered
Chiropractic Care Covered Covered with limitations
Diabetes Supplies and Covered Covered
Services
Durable Medical Equipment  Covered Covered
Foot Care Covered Covered
Home Health Care Covered Covered
Hospice Covered Covered
Outpatient Hospital Services Covered Covered
Renal Dialysis Covered Covered

Prosthetic Devices Covered Covered
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About this plan

UHC Dual Advantage MI-V1 (HMO-POS D-SNP) is a Medicare Advantage HMOPOS plan with a
Medicare contract.

To join this plan, you must be entitled to Medicare Part A, be enrolled in Medicare Part B, live within
our service area listed below, and be a United States citizen or lawfully present in the United States.

You can enroll in this plan if you are in one of these Medicaid categories:

¢ Qualified Medicare Beneficiary (QMB): You get Medicaid coverage of Medicare cost-share
but are not eligible for full Medicaid benefits. Medicaid pays your Part A and Part B premiums,
deductibles, coinsurance, and copayment amounts only for Medicare covered services. You
pay nothing, except for Part D prescription drug copays.

¢ Qualifying Individual (Ql): Medicaid pays your part B premium only. The State Medicaid
Office does not pay your cost-share. You do not have full Medicaid benefits. You pay the cost
share amounts listed in the chart above. There may be some services that do not have a
member cost share amount.

o Specified Low-Income Medicare Beneficiary (SLMB): Medicaid pays your Part B premium
only. The State Medicaid Office does not pay your cost-share. You do not have full Medicaid
benefits. There may be some services that do not have a member cost share amount.

If your category of Medicaid eligibility changes, your cost share may also increase or decrease. You
must recertify your Medicaid enrollment to continue to receive your Medicare coverage.

Our service area includes these counties in:

Michigan: Allegan, Antrim, Arenac, Bay, Benzie, Charlevoix, Cheboygan, Clare, Clinton, Crawford,
Eaton, Emmet, Genesee, Gladwin, Grand Traverse, Gratiot, Hillsdale, Huron, Ingham, losco, Isabella,
Jackson, Kalkaska, Kent, Lake, Lapeer, Leelanau, Livingston, Manistee, Mason, Mecosta, Midland,
Missaukee, Monroe, Montcalm, Montmorency, Muskegon, Newaygo, Oakland, Oceana, Ogemaw,
Osceola, Oscoda, Otsego, Ottawa, Roscommon, Saginaw, Sanilac, Shiawassee, Tuscola, Washtenaw,
Wexford.

Use network providers and pharmacies

UHC Dual Advantage MI-V1 (HMO-POS D-SNP) has a network of doctors, hospitals, pharmacies and
other providers. For routine dental services, you can use providers that are not in our network. This
health plan requires you to select a primary care provider (PCP) from the network. Your PCP can
handle most routine health care needs and will be responsible to coordinate your care. If you need to
see a network specialist or other network provider, you may need to get a referral from your PCP. We
encourage you to find out which specialists and hospitals your PCP would recommend for you and
would refer you to for care, prior to selecting them as your plan’s PCP. If you use pharmacies that are
not in our network, the plan may not pay for those drugs, or you may pay more than you pay at a
network pharmacy.

You can go to UHC.com/CommunityPlan to search for a network provider or pharmacy using the
online directories. You can also view the plan Drug List (Formulary) to see what drugs are covered and
if there are any restrictions.

12



Required Information

UHC Dual Advantage MI-V1 (HMO-POS D-SNP) is insured through UnitedHealthcare Insurance Company or one
of its affiliated companies, a Medicare Advantage organization with a Medicare contract and a contract with the
State Medicaid Program. Enrollment in the plan depends on the plan’s contract renewal with Medicare.

Plans may offer supplemental benefits in addition to Part C benefits and Part D benefits.

Benefits, features, and/or devices vary by plan/area. Limitations, exclusions and/or network restrictions may
apply.
You must continue to pay your Medicare Part B premium, if not otherwise paid for under Medicaid or by another

third party. Premiums, copays, coinsurance, and deductibles may vary based on the level of Extra Help you
receive. Please contact the plan for further details.

Hearing aids - The plan may only cover hearing aids from a UnitedHealthcare Hearing network provider. Other
hearing exam providers are available in the UnitedHealthcare network.

Routine dental benefits - If your plan offers out-of-network dental coverage and you see an out-of-network
dentist, you might be billed more. Provider network may vary in local market. Dental network size based on Zelis
Network360, May 2025.

Fitness program - The fitness benefits and gym networks vary by plan/area and participating locations may
change. The fitness benefit includes a standard fithess membership at participating locations. Consult your
doctor prior to beginning an exercise program or making changes to your lifestyle or health care routine.

OTC, healthy food, utilities + wellness support - OTC, food and utility benefits have expiration timeframes.
Review your Evidence of Coverage (EOC) for more information. The healthy food and utilities benefit is a special
supplemental benefit available only to chronically ill enrollees with a qualifying condition, such as diabetes,
cardiovascular disorders, chronic heart failure, chronic high blood pressure and/or chronic high cholesterol,
who also meet plan criteria indicating they are at high risk for hospitalization and eligible for intensive care
coordination. There may be other qualifying chronic conditions not listed. If you use this benefit for certain
utilities, it may be considered income for housing assistance. Check with your housing authority for details.

Member discounts - As a UnitedHealthcare Medicare Advantage plan member, you’ll have access to an
exclusive collection of discounts on hundreds of products and services. Once you’re a member, you can sign in
to your member site for a list of discounts available to you. The discounts described are neither offered nor
guaranteed under our contract with the Medicare program. In addition, they are not subject to the Medicare
appeals process. Any disputes regarding these products and services may be subject to the UnitedHealthcare
grievance process. Discount offerings may vary by plan and are not available on all plans. The discount offers
are made available to members through a third party. Participation in these third-party discount offers is subject
to your acceptance of their respective terms and policies. UnitedHealthcare and its respective subsidiaries are
not responsible for the services or information provided by third parties.

Rewards Program - Medicare Advantage reward offerings may vary by plan and are not available in all plans.
By participating in the program or accessing rewards funds, you agree to the Rewards Program Terms of
Service. Members must participate January through December to earn all available rewards. Rewards must be
earned and reported within time frames specified by the plan.

Y0066_SB_H2247_003_000_2027_M CSMI27HP0412589_000
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Page 1 of 2
Scope of Appointment Confirmation Form

Before meeting with a Medicare beneficiary (or their authorized representative), Medicare requires
that Sales Agents use this form to ensure your appointment focuses only on the types of plans and
products you are interested in. A separate form should be used for each Medicare beneficiary.
Please check what you want to discuss with the Sales Agent (See the back of this page for
definitions):

L1 Medicare Advantage (Part C) plans and cost plans L] Dental, vision, hearing products

[J Standalone Medicare prescription drug (Part D) plans [J Hospital indemnity products

[J Medicare Supplement (Medigap) products

By signing this form, you permit the Sales Agent to discuss the products checked above. The
Sales Agent is either employed or contracted by a Medicare plan and may be paid based on your
enrollment in a plan. They do not work directly for the federal government.

Signing this form does not affect your current or future enroliment in a Medicare plan, enroll you in
a Medicare plan or obligate you to enroll in a Medicare plan. All information provided on this form is
confidential.

Beneficiary or authorized representative signature and signature date:

Signature of beneficiary/authorized representative Today’s date

If you are the authorized representative, please sign above and print clearly and legibly below:

Name (First and Last) Relationship to beneficiary

To be completed by licensed sales representative (please print clearly and legibly)
Sales Agent name (First and Last) Sales Agent phone Sales Agent ID

Beneficiary name (First and Last) Beneficiary phone Date of appointment

Beneficiary address

Initial method of contact Plan(s) the Sales Agent will represent during the meeting

Sales Agent signature

15



Page 2 of 2
Medicare Advantage plans (Part C) and cost plans

Medicare Health Maintenance Organization (HMO) plan — A Medicare Advantage plan that
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D
prescription drug coverage. In most HMOs, you can only get your care from doctors or hospitals in
the plan’s network (except in emergencies).

Medicare HMO point-of-service (HMO-POS) plan — A Medicare Advantage plan that provides all
Original Medicare Part A and Part B health coverage and sometimes covers Part D prescription
drug coverage. HMO-POS plans may allow you to get some services out of network for a higher
copay or coinsurance.

Medicare preferred provider organization (PPO) plan — A Medicare Advantage plan that provides
all Original Medicare Part A and Part B health coverage and sometimes covers Part D prescription
drug coverage. PPOs have network doctors, providers and hospitals but you can also use
out-of-network providers, usually at a higher cost.

Medicare private fee-for-service (PFFS) plan — A Medicare Advantage plan in which you may go
to any Medicare-approved doctor, hospital and provider that accepts the plan’s payment, terms
and conditions and agrees to treat you — not all providers will. If you join a PFFS plan that has a
network, you can see any of the network providers who have agreed to always treat plan members.
You will usually pay more to see out-of-network providers.

Medicare Special Needs Plan (SNP) — A Medicare Advantage plan that has a benefit package
designed for people with special health care needs. Examples of the specific groups served include
people who have both Medicare and Medicaid, people who reside in nursing homes and people
who have certain chronic medical conditions.

Medicare Medical Savings Account (MSA) plan — MSA plans combine a high-deductible health
plan with a bank account. The plan deposits money from Medicare into the account. You can use it
to pay your medical expenses until your deductible is met.

Medicare cost plan — In a Medicare cost plan, you can go to providers both in and out-of-network.
If you get services outside of the plan’s network, your Medicare-covered services will be paid for
under Original Medicare but you will be responsible for Medicare coinsurance and deductibles.

Stand-alone Medicare prescription drug (Part D) plan

Medicare prescription drug plan (PDP) — A standalone drug plan that adds prescription drug
coverage to Original Medicare, some Medicare cost plans, some Medicare private fee-for-service
plans and Medicare Medical Savings Account plans.

Other related products

Medicare Supplement (Medigap) Products — Insurance plans that help pay some of the
out-of-pocket costs not paid by Original Medicare Part A and Part B, such as deductibles and
coinsurance amounts for Medicare-approved services.

Dental, vision, hearing products — Plans offering additional benefits for consumers who are
looking to cover needs for dental, vision or hearing. These plans are not affiliated or connected
to Medicare.

Hospital indemnity products — Plans offering additional benefits; payable to consumers based
upon their medical utilization; sometimes used to defray copays/coinsurance. These plans are not
affiliated or connected to Medicare.

Y0066_SOA_2027_C UHEX27PP0438250_000
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Additional Benefit Verification Form

To receive your healthy food and utilities benefit, we need to verify that you qualify. After you
complete this form, please return it with your plan enroliment form. Do not take this form to your
treating physician.

Name:

Date of birth: Medicare ID:

Qualifying clinical conditions
Please select the health condition(s) that apply to you:

O Diabetes mellitus (type 1 or type 2) O HIV/AIDS
O Cardiovascular disorders O Immunodeficiency and immunosuppressive
O Chronic heart failure disorders
O Chronic hypertension (chronic high blood O Myasthenia Gravis/Myoneural Disorders and
pressure) Guillain-Barre Syndrome/Inflammatory and
O Chronic hyperlipidemia (chronic high Toxic Neuropathy
cholesterol) O Neurologic disorders
O Autoimmune disorders O Overweight, obesity and metabolic syndrome
O Cancer O Post-organ transplantation care
O Chronic alcohol use disorder and other O Severe hematologic disorders
substance use disorders (SUDs) O Stroke
O Chronic gastrointestinal disease O Conditions associated with cognitive
O Chronic kidney disease (CKD) impairment
O Chronic lung disorders O Conditions with functional challenges and
O Chronic and disabling mental health conditions require similar services including spinal cord
O Dementia injuries, paralysis, limb loss, stroke and arthritis
Treating physician information
Full name Phone number
Address
City State ZIP code
Fax number Email address

National Provider Identifier (NPI) number (10-12 digits without dashes)

If you don’t have all this information, you can complete your treating physician’s full name and NPI
number (exactly as it’s found in the Provider Directory or online).

Have you seen this provider within the last 2 years? [ Yes O No

17



Authorization to release information

Completion of this document authorizes the disclosure and/or use of individually identifiable health
information, as set forth below, consistent with federal law.

| understand and agree that:
* This authorization is voluntary;

* My health information may contain information created by other persons or entities including
health care providers or health insurance companies and may contain medical, pharmacy, dental,
vision, mental health, substance abuse, HIV/AIDS, psychotherapy, reproductive, communicable
disease and health care program information;

* | may not be denied treatment, payment for health care services or enroliment or eligibility for
health care benefits if | do not sign this form. However, if | do not sign this form, UnitedHealthcare
may not be able to get information needed and may not be able to use another source to verify that
I qualify for the healthy food and utilities benefit, and | may not be able to receive these benefits
unless eligibility can be verified through another source. Also, | may not be able to exchange
certain health information with my network providers, my previous health insurance company, or
third parties named herein to better coordinate my healthcare and coverage;

* Once my health information is shared, the person or organization receiving it may share it again. If
they are not a health plan, health insurance company or health care provider, the information may
no longer be protected by federal privacy laws; and

* This authorization will expire 2 years from the date | sign the authorization. | may revoke this
authorization at any time by notifying UnitedHealthcare in writing, by updating my consent-sharing
preference on the member site or by calling Customer Service; however, the revocation will not
influence any actions taken before the date my revocation is received and processed or any action
taken pursuant to reliance on the authorization before the revocation became effective.

Who may receive and disclose my information:

| authorize UnitedHealthcare and its subsidiaries and affiliates to receive from or disclose my
individually identifiable health information between and among themselves, my health care
providers, my previous health insurance companies, and with vendors that help assess eligibility for
benefits and services such as healthy food and utilities.

If I haven't already provided my previous health insurance company's name and my member
number, | can submit it on the member site.

18



Type of information to be disclosed:

| authorize disclosure of all my health information including information relating to medical,
pharmacy, dental, vision, mental health, substance abuse, HIV/AIDS, psychotherapy, reproductive,
communicable disease and health care program information.

Purpose of disclosure:
My health information is being disclosed to:

* Verify that | qualify for the healthy food and utilities benefit or to verify my diagnosis of a covered
chronic condition

* Help keep my health records complete and support my care by:

- Requesting and sharing information with other health insurance companies | may have
coverage with

- Requesting health information from my previous health insurance company

- Sharing health information with my network health care providers so they can work together on

my care
Applicant signature Date
Witness signature (For lllinois residents only) Date

Please note: If you are a guardian or court appointed representative, please complete the

Guardian or Representative fields and attach a copy of your legal authorization to represent
the member.

Guardian or Representative

Name Phone number

Street address

City State ZIP code

Guardian or Representative signature Date

For California and Georgia residents only: | understand that | may see and copy the information
described on this form if | ask for it, and that | may receive a copy of this form after | sign it.

The healthy food and utilities benefit is a special supplemental benefit only available to chronically ill enrollees with
a qualifying condition, who also meet plan criteria indicating they are at high risk for hospitalization and eligible for
intensive care coordination. Contact us for details.

H2247_SSBCI_MI_2027_C CSMI27HM0438320_000
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Page 1 of 8

United
'J Healthcare
Dual Complete

2027 Enrollment Request Form
[J UHC Dual Advantage MI-V1 (HMO-POS D-SNP) H2247-003-000

Information about you (Please type or print in black or blue ink

Last name First name Middle initial
Birth date Sex [0 Male [0 Female
Home phone number ( ) - Mobile phone number ( ) —

Stay on top of your plan and health with timely, helpful texts and calls. You can change your
preferences at any time.

Check here to consent to receive texts from UnitedHealthcare at the mobile phone number you
provided about:

[ Important benefit information to help you manage your plan

[J Reminders about preventive care or health screenings

You also agree to the texting terms and conditions at uhc.com/txt-tcs. Message frequency
varies. Message and data rates may apply. Text STOP to opt out of a texting program.

[J Check here to consent to receive calls from UnitedHealthcare and its affiliates at the
phone number(s) you provided. This includes calls made using an autodialer or an artificial
prerecorded voice.

Social Security number
(Required for people who are enrolling in D-SNP plans): - -

Medicare number

Permanent residence street address (Don’t enter a P.O. Box. Note: For individuals
experiencing homelessness, a P.O. Box may be considered your permanent residence
address)

City County State Zip code

Mailing address (Only if it’s different from above. You can give a P.O. Box.)

Enrollee name

Agent name/ID number
H2247_ERF_2027_C CSMI27HP0427730_000
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City State Zip code

Email address

You will receive some plan information, such as your Explanation of Benefits and Annual Notice of
Changes, electronically (quicker than mail). We’ll email you when new documents are ready to
review online.

0 Check here if you prefer to receive paper copies by mail. You can change your delivery
preference at any time.

Do you have other insurance that will cover your prescription drugs? O Yes [ No
(Examples: Other private insurance, TRICARE, federal employee coverage, VA benefits or state
programs.)

If yes, what is it?

Name of other insurance

Member number Group number RxBin RxPCN (optional)

Enrollee name
Agent name/ID number
H2247_ERF_2027_C CSMI27HP0427730_000
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Answering these questions is your choice. You can’t be denied coverage because you don’t
fill them out.

How do you want to pay?

If you have a monthly plan premium (including any late enroliment penalty you may owe), you can
pay your premium by automatic deduction from your Social Security or Railroad Retirement
Board (RRB) benefit check each month. You can also pay from a bank account through
Electronic Funds Transfer (EFT)*.

If you don’t choose an option below, we’ll send a bill each month to your mailing address.
If you must pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA),
Social Security (SS) will send you a letter and ask you how you want to pay it:

e You can pay it from your SS check

e Medicare can bill you

e The Railroad Retirement Board (RRB) can bill you
LI I want to pay from my Social Security check
I I want to pay from my Railroad Retirement Board (RRB) check
J I want to pay directly from a bank account

Account type [0 Checking [ Savings

Account holder name:

Bank routingnumber__ /_ /_/_/_ /[ [/ [/ __

Bank accountnumber__/_/_/ /. [/ [/ [ [ [ _

*Members enrolled in the EFT program agree to these terms: My bank may pay UnitedHealthcare
Insurance Company the new charges from my bank Account which may include up to $200.00 of
current retroactive charges plus monthly premium amount. If I choose to stop paying by EFT, | will
tell both UHC and my bank. | understand it could take 1-2 months to process the change.

A few questions to help us manage your plan

1. Which language or accessible format do you prefer for future plan information?
O English O Spanish
U Braille O Large print 0 Audio CD [ Data CD

If you don’t see the language or format you want, please call us toll-free at 1-844-560-4944, TTY
711, 8 a.m.-8 p.m. local time, 7 days a week. Or visit UHC.com/CommunityPlan for online help. If
no selection is made, you will receive plan information in English.

2. Are you enrolled in your state Medicaid program? OYes [ No

If yes, please give us your Medicaid number: _ _ _ __ __ ______ __
Enrollee name

Agent name/ID number
H2247_ERF_2027_C CSMI27HP0427730_000
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3. Have you served in the U.S. military? Yes O No
4. If yes, have you received care or services from a VA hospital or clinic? [dYes I No
5. Do you or your spouse work? OYes [ No

Do you or your spouse have other health insurance that will cover medical services?

(Examples: Other employer group coverage, LTD coverage, Workers’ Compensation,

auto liability, or Veterans benefits) [l Yes [ No
If yes, please complete the following:

Name of other health insurance company

Member number for other health insurance

Payer ID for other health insurance

Do you give us permission to request and share your health information with the other health
insurance company you listed above? JYes O No

If yes, we’ll request your records and share them with your other plan to keep your medical
records complete and help support your care. You can opt out at any time on your member site or
by calling Customer Service.

6. Do you give us permission to request your health information from your previous health
insurance company? O Yes [ No

If yes, we’ll request your records from your previous plan to keep your medical records complete
and help support your care. You can opt out at any time on your member site or by calling
Customer Service.

If yes, please complete the following:

Name of previous health insurance company

Member number for previous health insurance company

Payer ID for previous health insurance company

7. Please give us the name of your primary care provider (PCP), clinic or health center.

You can find a list on the plan website or in the Provider Directory.

Provider or PCP full name

Enrollee name

Agent name/ID number
H2247_ERF_2027_C CSMI27HP0427730_000
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Provider/PCP number (Please enter the number exactly as it appears on

the website or in the Provider Directory. It will be
10 to 12 digits. Don't include dashes.)

Are you now seeing or have you recently seen this provider? O Yes I No
8. Do you give us permission to share your health information with your providers?
OYes [ No

If yes, we’ll share your health information with your providers so they can work together on your care.
If no, your provider may still access some information as allowed by law to make sure you get the
right care. You can change your preference at any time by calling Customer Service. If you don’t
make a selection now, we’ll automatically share your information with your providers.

Please read and sign
By completing this form, | agree to the following:

| must keep both Hospital (Part A) and Medical (Part B) to stay in UnitedHealthcare. | must keep
paying my Part B premium if | have one, unless Medicaid or someone else pays for it.

| understand that people with Medicare are generally not covered under Medicare while out of
the country, except for limited coverage near the U.S. border.

| understand that when my UnitedHealthcare coverage begins, | must get all of my medical and
prescription drug benefits from UnitedHealthcare. Benefits and services authorized by
UnitedHealthcare and contained in my UnitedHealthcare “Evidence of Coverage” document
(also known as a member contract or subscriber agreement) will be covered. Neither Medicare
nor UnitedHealthcare will pay for benefits or services that are not covered.

| understand that | can be enrolled in only one Medicare Advantage (MA) plan at a time - and
that enrollment in this plan will automatically end my enrollment in another MA plan (exceptions
apply for MA Private Fee-for-Service (PFFS), MA Medicare Medical Savings Account (MSA)
plans).

Release of information: By joining this Medicare Advantage Plan, | acknowledge that the 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).

| give UnitedHealthcare permission to share my protected health information with organizations
or person(s) for permissible purposes under applicable law as required to administer my health
plan.

The information on this form is correct to the best of my knowledge. | understand that if |
intentionally provide false information on this form | will be disenrolled from the plan.

My response to this form is voluntary. However, failure to respond may affect enrollment in the
plan.

When | sign below, it means that | have read and understand the information on this form

If | sign as an authorized representative, it means | have the legal right under state law to sign. | can
show written proof (power of attorney, guardianship, etc.) of this right if Medicare asks for it. |

Enrollee name
Agent name/ID number

H2247_ERF_2027_C CSMI27HP0427730_000
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understand that | will need to submit written proof of this right, to the plan, if | wish to take action on
behalf of the member beyond this application. After this application has been approved and | have
received my UnitedHealthcare member ID card, | can call Customer Service at the number on my
UnitedHealthcare member ID card to update my authorization information on file.

Signature of applicant/member/authorized representative Today’s date

If you are the authorized representative, please sign above and complete the
information below (*Not a Sales Agent)

Last name First name
Address
City State Zip code

Phone number ( ) _ Relationship to applicant

For individuals helping enrollee with completing this form only

Complete this section if you’re an individual (i.e. agents, brokers, SHIP counselors, family
members, or other third parties) helping an enrollee fill out this form.

Name Relationship to enrollee

Signature National Producer Number (Agents/Brokers only)

For Licensed Sales Representative/agency use only
Licensed Sales representative/Writing ID Initial receipt date

Licensed Sales representative/agent name Proposed effective date

Employer group name

Employer group ID Branch ID

Agent must complete, please select a qualifying election period for this enroliment

Enrollee name
Agent name/ID number
H2247_ERF_2027_C CSMI27HP0427730_000
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O IEP (MA-PD I ICEP (MA enrollees) [ IEP (MA-PD [J OEP (Jan 1 -
enrollees) enrollees eligible for Mar 31)
2nd IEP)
1 OEP (Newly J SEP (Dual LIS [J SEP (Change in [ SEP (Loss of
eligible) change of status) residence) EGHP coverage)
[ SEP (Chronic) [ SEP (Integrated [0 AEP (Oct 15-Dec 7) [ OEPI
Care)

] SEP (SEP reason)

Licensed Sales representative signature (optional) Date

Please mail or fax this completed form to:
UnitedHealthcare
P.O. Box 30769
Salt Lake City, UT 84130-0769

Fax: 1-888-950-1169
Fax the front and back of each page

PRIVACY ACT STATEMENT: The Centers for Medicare & Medicaid Services (CMS) collects information
from Medicare plans to track beneficiary enroliment in Medicare Advantage (MA) or Prescription Drug
Plans (PDP), improve care, and for the payment of Medicare benefits. Sections 1851 and 1860D-1 of the
Social Security Act and 42 CFR §§ 422.50, 422.60, 423.30 and 423.32 authorize the collection of this
information. CMS may use, disclose and exchange enroliment 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
enroliment in the plan.

UHC Dual Advantage MI-V1 (HMO-POS D-SNP) is insured through UnitedHealthcare Insurance Company or
one of its affiliated companies, a Medicare Advantage organization with a Medicare contract and a contract
with the State Medicaid Program. Enrollment in the plan depends on the plan's contract renewal with
Medicare.

OMB No. 0938-1378

Expires: 02/28/2029

H2247_ERF_2027_C CSMI27HP0427730_000
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Enrollment checklist

Before making an enrollment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a Customer Service Representative.

Understanding the benefits

The Evidence of Coverage (EOC) provides a complete list of all coverage and services. It is
important to review plan coverage, costs, and benefits before you enroll. Visit our plan
website or call to view a copy of the EOC.

Review the Provider Directory (or ask your doctor) to make sure the doctors you see now
are in the network. If they are not listed, it means you will likely have to select a new doctor.

Review the Pharmacy Directory to make sure the pharmacy you use for any prescription
medicines is in the network. If the pharmacy is not listed, you will likely have to select a new
pharmacy for your prescriptions.

J Review the Formulary to make sure your drugs are covered.

Understanding important rules

J In addition to your monthly plan premium, you must continue to pay your Medicare Part B
premium unless your Part B premium is paid for you by Medicaid or another third party.
This premium is normally taken out of your Social Security check each month.

J Benefits may change on January 1 of each year.

Our plan allows you to see providers outside of our network (non-contracted providers).
Check the EOC to see which out-of-network services are covered on this plan. However,
while we will pay for covered services the provider must agree to treat you. Except in an
emergency or urgent situation, non-contracted providers may deny care.

J Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage plan,
your current Medicare Advantage health care coverage will end once your new Medicare
Advantage coverage starts. If you have TRICARE, your coverage may be affected once your
new Medicare Advantage coverage starts. Please contact TRICARE for more information. If
you have a Medigap plan, once your Medicare Advantage coverage starts, you may want to
drop your Medigap policy because you will be paying for coverage you cannot use.

This plan is a Dual Eligible Special Needs Plan (D-SNP). Your ability to enroll will be based
on verification that you are entitled to both Medicare and medical assistance from a state
plan under Medicaid.

H2247_ERF_2027_C CSMI27HP0427730_000
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2027 Enrollment receipt

To be completed if enrolling with a Licensed Sales Representative.

Please use this as your temporary proof of coverage until Medicare has confirmed your enroliment,
and you receive your member ID card. This receipt is not a guarantee of enroliment.

This copy is for your records only. Please do not resubmit enroliment.

Applicant 1: Applicant 2 (if applicable):

Name Name

Application date Application date

Proposed effective date Proposed effective date

Plan name Plan name

Plan type Plan type

Health plan/PBP number Health plan/PBP number

Enrollment tracking number (if applicable) Enrollment tracking number (if applicable)

Call your local Licensed Sales Representative if you have
any questions:

Representative name and ID number RxPCN: 9999

RxBIN: 610097

RxGRP: MPDCSP

Representative phone number

We’re here to help. If you have additional questions, please call UnitedHealthcare Customer
Service toll-free at 1-844-560-4944, TTY 711, 8 a.m.-8 p.m. local time, 7 days a week.

Important Reminder — You don’t need a Medigap or supplement insurance plan with a Medicare
Advantage plan. If you currently have a Medigap plan, contact the insurer to cancel your plan once
your Medicare Advantage plan begins.

Y0066_ER_2027_C UHEX27HP0438196_000
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Important information: @ s
2026 Medicare star ratings fomatin | o s

UnitedHealthcare - H2247

For 2026, UnitedHealthcare - H2247 received the following Star Ratings from Medicare:

Overall Star Rating: * * K3 3.5 stars
Health Services Rating: * K * 9 3.5 stars
Drug Services Rating: * Kk * 3 stars

Every year, Medicare evaluates plans based on a 5-star rating system.

Why Star Ratings are Important
The number of stars

Medicare rates plans on their health and drug services. shows how well a plan
This lets you easily compare plans based on quality and performs.
performance. * # % % % EXCELLENT

Star Ratings are based on factors that include:
* * * * ABOVE

e Feedback from members about the plan’s service and care AVERAGE
e The number of members who left or stayed with the plan * %K AVERAGE
e The number of complaints Medicare got about the plan
* * BELOW
e Data from doctors and hospitals that work with the plan AVERAGE
More stars mean a better plan - for example, members may get * POOR

better care and better, faster customer service.

Get More Information on Star Ratings Online

Compare Star ratings for this and other plans online at
medicare.gov/plan-compare.

Questions about this plan?

Contact UnitedHealthcare 7 days a week from 8:00 a.m. to 8:00 p.m. Local time at 888-834-3721
(toll-free) or 711 (TTY), from October 1 to March 31. Our hours of operation from April 1 to
September 30 are Monday through Friday from 8:00 a.m. to 8:00 p.m. Local time. Current members
please call 844-368-6885 (toll-free) or 711 (TTY).

Y0066_H2247_A_PR2026_M UHMI26P0O0367361_000
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Notice of availability
of language assistance services and alternate formats

ATTENTION: Free language assistance services and free communications in other
formats, such as large print, are available to you. Call the toll-free number on your
member identification card.

AAE:- KTICE (Amharic) £91.67% horr: 19 087k A A1 AG 19 00T A28 FAP WP
A A0T PCOFT ARCAP 150z NANATE a0 FOEP NCEP AL PADT 19 PHAN €TC LM

dolall dyg2ll saclunoll Hloas el yogiiw (Arabic) duyell dalll asis s 13 :dbasdlo
ole Oaxall ilzall @8yl Juail ByuS Loyl deldall Jio «(5pot lipminy diloall odalyallg
cliols gasll Cayyei dlay

crg: Seif T qtest (Bengali) 21 30e, S1aeet RERey STl 72we! st ¢392 I JaeeR 0ol Sl
TG S S Sy [T ST | SN T 2T FI06e (BIeT-p T3 391 Fep

BEE R EERANX (Chinese), A UEBAEES HURFINAFESFHELMERXHN
REET, AREECHEE SN R LELNEFBEEERE,

ATTENTION : Sivous parlez frangais (French), des services d’assistance linguistique
et des communications dans d’autres formats, notamment en gros caractéeres, sont
mis a votre disposition gratuitement. Appelez le numéro gratuit figurant sur votre
carte de membre.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste und kostenlose Kommunikation in anderen Formaten, wie
zum Beispiel grof3e Schrift, zur Verfligung. Rufen Sie die gebihrenfreie Nummer auf
Ihrer Mitgliedskarte an.

ATTENZIONE: se parla italiano (Italian), puo usufruire di servizi di assistenza
linguistica gratuiti e comunicazioni gratuite in altri formati, come ad esempio la
stampa a caratteri grandi. Chiami il numero verde riportato sul Suo tesserino
identificativo.

AR EIE C BAEE (Japanese) ZEESNBHEE. BROSEIZET —EX P, IhAXF
BREMOERTOENOIIa=r—> 3> 2 CFAVEREITEY, REINCEEH TN
TWBT7)—=RAT7I)IICHPERZESIES
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A& AL st10{(Korean)E AHESHA | = B2 & A0 X[@ MH|AQ} CHY 2| & CHE
HAOZ El 9JA AF OfH|E O85! 4= UESLICE 3| A ID 7HE0| LIRt Y= F & MotHS 2
Hobsl ZAMAL

UWAGA: Dla os6b mowigcych po polsku (Polish) dostepne sg bezptatne ustugi
pomocy jezykowej i bezptatne komunikaty w innych formatach, takich jak duzy
druk. Prosimy zadzwonic¢ pod bezptatny numer podany na karcie identyfikacyjne;.

BHUMAHME! Ecnv Bbl roBOpuTE Ha PYCCKOM fA3bike (Russian), BaM JOCTYMHbI
becnnaTHble yCnyru A3blIKkOBOW NOAAEPXKKM M becnnaTHble MaTepuanbl B Opyrmx
hopmaTax, Hanpumep HanevaTaHHble KPYMHbIM WpndTOM. 3BOHUTE No becniaTHOMY
HoMepy TeneoHa, yKazaHHOMY Ha Balen NaeHTUUKALMOHHON KapTe yY4acTHMUKA.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomasy
comunicaciones en otros formatos como letra grande, sin cargo, a su disposicion.
Llame al numero gratuito que figura en su tarjeta de identificacion de miembro.

ZINGATIA: Ikiwa unazungumza Kiswahili (Swahili), huduma za usaidizi wa lugha za
bila malipo na mawasiliano ya bila malipo katika miundo mingine, kama vile
maandishi makubwa, zinapatikana kwako. Piga nambari isiyolipishwa ya simu
kwenye kadi yako ya kitambulisho cha mwanachama.

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga
libreng serbisyo ng tulong sa wika at libreng komunikasyon sa ibang mga format,
tulad ng malalaking print. Tawagan ang walang bayad na numero na nasa iyong ID
card ng miyembro.

3BEPHITb YBATY! fAkw,0 B po3MoBrseTe ykpaiHcbkoto (Ukrainian), Bu moxeTe
6e3onnaTHO KOPUCTYBATUCA MOCyraMm MOBHOI NiATPUMKM, a Takox 6esonnaTHo
OTpMMyBaTK iHDOpPMaLiNHI MaTepianu B iHWKX hopmaTax, K oT HabpaHi BeNMKUM
wpudToM. TenedoHynTe Ha 6e3KOWTOBHMN HOMep TenedoHy, 3a3Ha4YeHMn Ha BaLlil
IeHTUIKALIMHIA KapTLl yY4acHUKA.

LU'U Y: Néu quy vi n6i Tiéng Viét (Vietnamese), quy vi sé dugc cung cdp cac dich
vu ho trg ngdn ngilr mién phi va cac phuong tién trao doi lién lac mién phi & cac
dinh dang khac, chang han nhu ban in chir I6n. Goi dén sé dién thoai mién phi c6
trén thé dinh danh thanh vién cta quy vi.

UHEX26HM0279492_001
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