Clever Enroll - Online Enroliment Portal

¥ Enroliment Application

Clever Care Website
Assessable Electronic In Language DocuSign
¥ Online Enroliment Powerforms
Downloadable Paper forms
¥ Paper Enrollment forms

Clever Enroll - £3_F3%{F

Clever Enroll 282 #2{R (Clever Care) RUAR LIRAN DA, SALIEE—ANORELEHIRAZE
FE49EEE (Scope of Appointment, SOA). stElEEFNEREE MY (Health Risk Assessment,
HRA),

FIRIRIRIERS. 12— T [FHtR#AYIRIREREE] (Start a New Enrollment Application) $&H,

Clever Care Health Plan Enrollment Portal - Home

Start a New Enrollment Application
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$EE 1 - $YEETELIEEE (Scope of Sales Appointment)

1. BE [FHBIEE] (Plan Year), HE [ZHMAMR] (Beneficiary Name) #1 [FEE{Eib] (Primary

Residence) B4R &,

Clever Care Health Plan Enrollment Portal - SOA Joey Chadwick =

Scope of Sales Appointment  submit SOA

Plan Year #* 2025 w

Beneficiary Name and Primary Residence Contact Information
Beneficiary Prefix Beneficiary First Name #* Beneficiary MI Beneficiary Last Name #* Beneficiary Suffix

v Ted Smith v

Beneficiary Preferred Phone Number * Type *
(562) 555-2525 Cell v No Phone Number Provided

Street Address # Address 2

1234 Main Street

2. B [EHETELEEERZE] (Scope of Sales Appointment confirmation), F— ~/AELUEESEELS:
A*‘J mYETEl. HMO AiRERIR RESETEFIBESTE]. C-SNP FiEERAREFNESINETE]. $RE
B R ENR R T2, (EUEAEE5E + AMEEEERGL,

3. MIATImALR (Beneficiary or Authorized Representative Signature), IhEEFENEEZSZEHED
(Signature Date), ¥ii% [1EHEE]| SIFENAR, FEE [E] (Yes)gk [H] (No), WIFREE [2] |
IERHEE . Mt EEESRIELAN EZ I ARBE,
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Scope of Sales Appointment Confirmation

The Centers for Medicare and Medicaid Services requires agents to document the scope of a marketing appointment prior to any face-to-face sales meeting to ensure
understanding of what will be discussed between the agent and the Medicare beneficiary (or their authorized representative). All information provided on this form is
confidential and should be completed by each person with Medicare or his/her authorized representative.

Please select the product types that you would like the agent to discuss #
Clever Care Health Plan Medicare Advantage and Prescription Drug Plan (MAPD)

% Medicare Health Maintenance Organization (HMO) A Medicare Advantage Plan that provides all Original Medicare Part A and Part B health coverage and 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).

2l Medicare Chronic Special Needs Plan (C-SNP) A Medicare Advantage special needs Plan that is designed for people with chrenic conditions.

Acknowledgement and Signature

Please note, the person who will discuss the products is either employed or contracted by a Medicare plan. They do not work directly for the Federal government. This
individual may also be paid based on your enrcliment in a plan.

Beneficiary or Authorized Representative Signature # Signature Date #
12/9/2024 B
|s an authorized representative signing on behalf of the beneficiary * Yes O No

4. EIEF—(AEMRE, WRAZMER 2 X5&E 7 SOA, AN [FAER] (N/A), 215R SOA BEFRTEL
MREEERRE, FmA [RKFEQY] (Walk-In), (CMS EKIERIRAI 48 \FEE SOA, )
5. SOA g 7 mu{EFrFERE,
a. SHERENEHEIEWNEEEAY? (How was the Scope of Sales Appointment captured?)
* BT (Electronic), #&4 (Paper) Zi&zE (Telephone)
b. ESIHETRLIEEERYEHA? (Date the Scope of Sales Appointment was captured?)
o BIEEE SOARIBHE
6. BN [ERE4SAT] (Initial Method of contact), 53:®HYTEl (Plan(s) the Agent Represented During
this Meeting). AR ARIZEER (Agent Signature) #1552 HER (Agent Signature Date), LA5Ehk SOA RIE

BRERS
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To be Completed by Agent

Agent First Name: Joey Agent Last Name: Chadwick Agent Phone Number: N/A

If the form was signed by the beneficiary at time of appointment, provide explanation why SOA was not documented prior to meeting. #*

Walk In
How was the Scope of Sales Appointment captured? #* Date the Scope of Sales Appointment was captured #
Paper v 12/9/2024 i

Initial Method of Contact #

Walk-in v

| Plan(s) the Agent Represented During this Meeting *
| @ MA-PD Longevity-002-001
| E MA-PD Total +-011-001

| B MA-PD Value-008-001

Signature
Agent Signature #* Agent Signature Date #*
Joey Chadwickl 12/5/2024 i
7. SOASEHUE, #HE—T [1252 SOA ( )i, WISBRETHE, —T 526kl (Done),

SOA Submitted
Confirmation Code: N00155451936

R 2 - 512242 (Plan Selection)

1. EEEEREIMETEIFEFREEEER (Clever Care) 518, M THEIES R AEEIRFETEL
2. HEFEIAEEER [BfIRE] (Monthly Premium) #1 [&E&FFIE] (View Details) j#45, LEGEERE

EAPIRIELEIR (Clever Care) {8 RGO EH, HPE a5 EIMEFAERFR NERIS .
3. b gEE 8] (Medical). [ZE55] (Pharmacy) FtEFIAEELAVEFHRENFIF(TEE,
4. #Z—T [EEZUMEEI] (Select This Plan) #ZilEERE], KESIESIREFMEETETE.
5. FHEEEEIRRIIE—NRER [FiRiR{REE] (Start Enrollment Application) &,
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Clever Care Health Plan Enrollment Portal - New Enrollmen Joey Chadwick ~

Plan Selection Medic

Information Eligibility
Plan Selection (4) Start Enrollment Ap n
Clever Care Longevity (HMO) Plan o

Clever Care Longevity (HMO) plan is a comprehensive MA-PD plan.

Monthly Premium

Hide Benefits and

Medical Benefits Include

Routine Physical

Routine Vision and Eyewear
PCP Copay $0.00 Coverage

Prescription Drugs

$0.00

In Network

Si list C 0.00
pecalist Lopay § = Transportation (Non-Emergency)
Deductible $0.00 * Dental
= Flexible Health and Wellness
COP Max $1,700.00 Allowance
» TeleHealth Visits
Pharmacy
s Hearing
Annual Deductible Copays = Acupuncture
NA = Eastern Wellness Therapies
Tier 1 Copay 30 Copay
Initial Coverage Limit
$5,030.00 Tier 2 Copay 30 Copay
True OOP Threshhold Amt  Tier 3 Copay $35 Copay
$2,000.00 Tier 4 Copay $99 Copay
Tier 5 Copay 33% Coinsurance
Tier 6 Copay $0 Copay

*Your cost-sharing may differ depending on the pharmacy you choose (e.g., standard retail, out-of-network, mail-order) or whether you receive a 30- or 100-day supply. If you live
in a long-term care facility (LTC), you pay the same amount as you would at a standard retail pharmacy for a 31-day supply of medication. **Limits and exclusions may apply. Refer
to the Evidence of Coverage for a full description of benefits. This information is not a complete description of benefits. Call (833) 388-8168 for more information.

$BE 3 - i75% (Agreement)

1. # [1Bd] (Review) HE L, 1FSERRD LAMEIRIEREE:R,
2. MZTABRRERZEED (Agreement), AESIRLGCEREEURE. MAHEZE (Member's or
Authorized Representative’s Signature) FI{{IE A £ (Signature of Licensed Medicare Agent),
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3. EE [EAEERIZRIR] (Source of Application) i@ [E5E] (Telephonic) 8% [H& RN 4FL]
(Enrollment portal),

4. ENBIZEHAIERRERIABYS (Individual's Signature),

5. ENE2SZE AHIBE(ER (Relationship to Enrollee),

6. WMERBLLA, BEMAN [£EEERRSR] (National Producer Number),

7. HE—NRE (SRR ( ) SREBLMESTEAR,

Agreement

+ must keep both Hospital (Part A) and Medical (Part B) to stay in Clever Care Health Plan.

By joining this Medicare Advantage Plan or Medicare Prescription Drug Plan, | acknowledge that Clever Care will share my information with Medicare, who may use it to track my enroliment, to
make payments, and for other purposes allowed by Federal law that authorize the collection of this information (see Privacy Act Statement below). Your response to this form is voluntary.
However, failure to respond may affect enrollment in the plan.

| understand that | can be enrolled in enly one MA plan at a time and that enrollment in this plan will automatically end my enrcliment in ancther MA plan (exceptions apply for MA PFFS, MA
MSA plans).

«The information on this enrollment 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.

«I understand that when my Clever Care Health Plan coverage begins, | must get all of my medical and prescription drug benefits from Clever Care Health Plan. Benefits and services provided by
Clever Care Health Plan and contained in my Clever Care Health Plan 'Evidence of Coverage’ document (also known as a member contract or subscriber agreement) will be covered. Neither
Medicare nor Clever Care will pay for benefits or services that are not covered.

«I understand that by checking this box [ ] this represents my signature (or the signature of the person legally authorized to act on my behalf) on this application means that | have read and
understand the contents of this application. If signed by an authorized representative (as described above), 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.

By Checking this bex you are signing this enrollment application and you agree to the above statements *

Member's or Authorized Representative's Signature # Signature Date Signature of Licensed Medicare Agent * Signature Date

Ted Smith

Joey Chadwick 12/9/2024

Select Source of Application *  Enrollment Portal ¥

Telephonic

For individuals helping enral Erxlinert P('a‘ 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.

Individual's Signature Relationship to enrollee: * National Producer Number({Agents/Brokers only): *

Joey Chadwick Broker v 12345678 Enroll Now

J’E 4- EEHIL;\ I}%ﬁ%

1. BIREEREEH, WHZEARMHERAES (Confirmation Code),
a. EALAE, EALd [FUED] (Print) BHEEZR. [BE@N HRA] (Start an HRA) BiFifE [FE=mH]
(Home),
b. EEALSIEDERERAE—EM. &—T [FUED] (Print) #&280, IEEGEHSFE PDF EER
HIZERK,
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Clever Care Health Plan Enrollment Portal - New Enrollment: 2024

Thank You!

The Medicare Enrollment Application for Mary Beneficiary is subject to review by Clever Care Health Plan and the Centers for Medicare & Medicaid Services.

Confirmation Code: ADD066648656

Thank you for completing your application in Clever Care Health Plan. Processing your application will take 7-10 calendar days.

Plan Selection

Clever Care Longevity (HMO) Plan
$0.00 Premium Per Month

Applicant Information

Mary . Beneficiary Permanent Residence Address
Female 3052 N GOODVIEW TR Los Angeles, CA 90068
02/02/1955

Preferred Material Language and Format

Contact Information (where available)
Cell: (626) 555-1234 Texts Allowed Selected language: English
Format: Larae Print

Joey Chadwick ~
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&2 {R (Clever Care) §8uk — DocuSign PowerForms
SRR AT RN AR1EIR DocuSign fifE. DocuSign MiEHEE fFiie. s e
=, BFRYEERERREHPLIRHEF SRR AESR,

S BQ5IED DocuSign KEGHFREENEHHEZREER (Clever Care), 58k DocuSign
iidg—T [5Ek] (Finish) #%Z8H1E, MEBEIABFHIVEXEELER (Clever Care),

$1%:

BIERLE{R (Clever Care) B948uh: https://zh.clevercarehealthplan.com/brokers/enroliment-
forms/, M TBEIZE [{BL2E(R (Clever Care) Power Forms & ] (Clever Care Power Forms),
ig— AT sE = HIRRR TGRS,

2025 Power Forms

2025 Broker Enrollment Form in English

2025 Broker Enrollment Form in Chinese

2025 Broker Enrollment Form in Korean

2025 Broker Enrollment Form in Vietnamese

2025 Broker Enrollment Form in Spanish

F2:

EBEREARNYS (Your Name) FIEFEM4HEAE (Your Email),

PowerForm Signer Information
Fill in the name and email for each signing role listed
below. Signers will receive an email inviting them to

sign this document.

Please enter your name and email to begin the signing
process.

Broker

Your Name: *

Joey Chadwick |

Your Email: *

joseph_chadwick@ccmapd.conﬂ |

Begin Signing
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https://zh.clevercarehealthplan.com/brokers/enrollment-forms/
https://zh.clevercarehealthplan.com/brokers/enrollment-forms/

E 3

B—TEEALAINER [4#&] (Continue) 1Zill, FIIRIRREHS

N
e
Powered by DocuSign

CONTINUE FINISH LATER OTHER ACTIONS ~

Ea4:

EEREE SRS, WHERFTEAIBRIEREL.

Docusign Envelope 1D: 3C23DB56-A364-498E-93D3-D115AD8ETC13
All fields on this page are required (unless marked optional) |
Select the plan you want to join:
Clever Care Longevity (HMO) H7607-002 Clever Care Value (HMQ) H7607-008
CHOOSE () 001-Los Angeles County $0 per month () 001-Los Angeles County $0 per month
(:) 002-Orange County $0 per month O 002-Orange County $0 per month
() 003-3an Diego County $0 per month () 003San Diego County $0 per month
(") 004-San Bernardino County  $0 per month (O 004-5an Bernardino County  $0 per month
(T) 005-Riverside County $0 per month (O) 005-Riverside County $0 per month
Clever Care Total+ (HMO C-SNP) H7607-011
() 001-Los Angeles County $18.40 per month
(T) 002-Orange County $18.40 per month
() 003-San Diego County $18.40 per month
(T) 004-San Bernardino County  $18.40 per month
() 005-Riverside County $18.40 per month
LASTname: [ |
FIRSTname:.__ | M.1. (optional): ||
Birthdate: [ |/ sex: (7) Male (") Female
Phone Number: (] -

$EB5%:

5% 4 B, FEFEEEREN, REE—TIEEUTR. ERERTANETEE.
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All fields on this page are required (unless marked optional) continued ‘

IMPORTANT: Read and check the box below:

+ | must keep both Hospital (Part A) and Medical (Part B) to stay in Clever Care Health Plan.

+ By joining this Medicare Advantage Plan, | acknowledge that Clever Care will share my information with Medicare,
who may use it to track my enrollment, make payments, and for other purposes allowed by Federal law that
authorize the collection of this information (see Privacy Act Statement below). Your response to this form s
voluntary. However, failure to respond may affect enrollment in the plan.

| understand that | can be enrolled in only one MA plan at a time - and that enrollment in this plan will automatically
end my enroliment in another MA plan (exceptions apply for MA PFFS, MA MSA plans).

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

+ The information on this enrollment form is correct to the best of my knowledge. | understand that if | intentionally
provide false information on this form 2 dise e plan.

+ |understand that by checking this boj[.] Recwlred Signature jafure (or the signature of the person legally
authorized to act on my behalf) on th sRaars-thatlhdve read and understand the contents of this
application. If signed by an authorized representacwe {as described above), 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.

Today's date: 10/24/2024 /

$F6E:

1£55 6 SR, IEEEIGRARIEIZR (Relationship to enrollee), £EI4EER4RIE (National
Producer Number), 42{HHf (Effective Date of Coverage). #EUZHHA (Date Application was
Received), AN B EBEETHELE (Telephonic Application?), A1, KRLAHR—THE
(Sign) =280 | & ZEHE

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 enrolles:
Joey Chadwick Eroker [
Signature; Mational Producer Number (Agents/Brokers only);
I [1zz45678 |
FMO (if applicable) Telephonic Application?:
Ty

Ipro (Yes (®)No

Effective date of coverage: Date application was received:

ID1,/01/2025 [Lo/24/2024

PRIVACY ACT STATEMENT

The Cemters for Medicars & Medicaid Sarvices [CMS) collects infarmatizn from Medicare p .—'I'R.r'l rack beneficany enrollmens in Medicare Advantage (M&} Flans, improve care. and for the
paymient of Medicare benefits. Sections 1857 of the Social Secerity Act and 42 CFR 55 422,50 and 422 60 authorize the co Ir~' n af this information. CMS may usa, 1|t-'|r 0 and gxchange
enrallment data from Medicane beneficiar s soecifed (n the Sysis soonds Motos {5 :l?h “Medicare Advantage Prescription Dirug [MAR )", System Na M-05E8. Your resons

1o this farm |5 voluntary, Howeser, lallure ta respond may affect e

Gof7
FT1%:

STRUFTBSRIEE, Z— FTEEIEMH 5okl (Finish) &, AR F LG HEREEER
£f2{R (Clever Care). KA ABESEE FEHIGEPINEIEFEMAERFIRBEREIA.
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FINISH FINISH LATER OTHER ACTIONS ~

taEf2fR (Clever Care) 8ul — W] FEXRIRA RS

RGETEIRBENSE —ESER FEENRE. BRRE. EXaARE, HBEESINZEIEFE
HEXRLEE LR (Clever Care Health Plan),

$£1:

BIEEEfE(R (Clever Care) 484 https://zh.clevercarehealthplan.com/brokers/enroliment-
forms/, PAMEA TSEZIEEIKSE, #a~ [AFIENEIR] (Printable Resources) fiithys, %
— TFREERES Y 2025 SRR IRRANELS

2025 Printable Enrollment Resources

2025 Enrollment Forms
2025 Enrollment Form in English

2025 Enrollment Form in Chinese

2025 Enrollment Form in Korean

2025 Enrollment Form in Viethamese

2025 Enrollment Form in Spanish

F2:
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https://zh.clevercarehealthplan.com/brokers/enrollment-forms/
https://zh.clevercarehealthplan.com/brokers/enrollment-forms/

" =
FEEMHAR, & — & (Download) %R BFIUED (Print) &80 FIENZRIE, LMEZE=

NER.

Q& g (sare)

L3

FECRTESS 4 B58 1 BMo R B HARsR TR HA.
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m All fields an this page are reguired (unless marked optional) continued ‘

IMPORTANT: Read and sign below:

* | must keep both Hospital (Part A) and Medical {Part B} to stay in Clever Care Health Flan.

+ By joining this Medicare Advantage Plan, | acknowledge that Clever Care will share miy information with Medicare,
whi may use it to track my enroliment, make payments, and for other purposes allowed by Federal law that
authorize the collection of this information [see Privacy Act Statement below). Your response to this form is
woluntary. However, failure to respond may affect enroliment in the plan.

* | understand that | can be enrolled in only one MA plan at a ime = and that enroliment in this plan will automatically
end my enrcllment in another MA plan (exceptions apply for M& PFFS, MA M3A plans).

* | understand that when my Clever Care Health Plan coverage begins, | must get all of my medical and prescription
drug benefits from Clever Care Health Plan. Benefits and services provided by Clever Care Health Plan and
contained in my Clever Care Health Plan *Evidence of Coverage” document (also known as a member contract or
subscriber agreement] will be covered. Meither Medicare nor Clever Care will pay for benefits or services that are not
Covered.

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

* | understand that my signature (or the signature of the person legally authorized to act on my behalf) on this
application means that | have read and understand the contents of this application. If signed by an authorized
representative [as described above), this signature certifies that:

1. this person is authorized under State law to complete this enroliment, and
2. documnentation of this authority is available upon request by Medicare.
Signature: Today's date:

! !

If you're the authorized representative, sign above and fill out these fields:

MName: Address:

Phone number: Relationship to enrollee:

E4:
EHZEASTKRERRREIERAE, AL TAIRRREHRE.

1. BENBRIE: ISPRFEREEZ (657) 276-4757
2. BEEMRL: SIIEEFEMFEIXZE enrollment@ccmapd.com
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