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Medicare Medicare.PacificSource.com

Scope of Sales Appointment Confirmation Form

The Centers of 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 initial below beside the type of product(s) you want the agent to discuss.

Stand-alone Medicare Prescription Drug Plans (Part D)

Medicare Prescription Drug Plan (PDP) — A stand-alone drug plan that adds
prescription drug coverage to the Original Medicare Plan, some Medicare Cost Plans, some
Medicare Private-Fee-for-Service Plans, and Medicare Medical Savings Account Plans.

Medicare Advantage Plans (Part C) and Cost Plans

Medicare Health Maintenance Organization (HMO) —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 go to doctors or hospitals
in the plan’s network (except in emergencies).

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 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.
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By signing this form, you agree to a meeting with a sales agent to discuss the types of
products you initialed above. 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 enrollment in a plan.

Signing this form does NOT obligate you to enroll in a plan, affect your current enroliment, future
enrollment, or enroll you in a Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:

Signature Date

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

Representative Name:

Relationship to Beneficiary:

To be completed by Agent:

Agent Name: Agent Phone:

Beneficiary Name: Beneficiary Phone:

Beneficiary Address:

Initial Method of Contact:

Walk-in visit? YES NO (circle one)

Agent’s Signature: Date Appointment Completed:

Plan(s) the agent represented during this meeting:

Plan use only:

*Scope of Appointment documentation is subject to CMS record retention requirements.*

Agent, if the form was signed by the beneficiary at time of appointment, provide explanation why
SOA was not documented prior to meeting:

PacificSource Community Health Plans is an HMO/PPO plan with a Medicare contract. Enrollment in
PacificSource Medicare depends on contract renewal.
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Cushite-
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Isin yookan namni biraa isin deeggartan PacificSource Community Health Plans
irratti gaaffii yo qabaattan, kaffaltii irraa bilisa haala ta’een afaan keessaniin
odeeffannoo argachuu fi deeggarsa argachuuf mirga ni gabdu. Nama isiniif
ibsu argachuuf, lakkoofsa bilbilaa (888) 863-3637 tiin bilbilaa.

French

Si vous, ou quelqu'un que vous étes en train d’aider, a des questions a
propos de PacificSource Community Health Plans, vous avez le droit d'obtenir
de l'aide et lI'information dans votre langue a aucun coQt. Pour parler a un
interprete, appelez (888) 863-3637.

German

Falls Sie oder jemand, dem Sie helfen, Fragen zum PacificSource Community
Health Plans haben, haben Sie das Recht, kostenlose Hilfe und Informationen
in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen
Sie Dbitte die Nummer (888) 863-3637 an.
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Romanian

Daca dumneavoastra sau persoana pe care o asistati aveti intrebari privind PacificSource
Community Health Plans, aveti dreptul de a obtine gratuit ajutor si informatii in limba
dumneavoastra. Pentru a vorbi cu un interpret, sunati la (888) 863-3637.

Russian

Ecnny Bac nam nnua, KOTOPOMY Bbl NOMOTraeTe, MMEOTCA BONpockl No nosoay PacificSource
Community Health Plans, To Bbl MeeTe NpaBo Ha becnaaTHOE NOY4YEHME NOMOLLN U
MHbOpPMaLMM Ha Balem A3blKe. [11a pa3roBopa C NnepeBoAYMKOM NO3BOHUTE MO TenedoHy
(888) 863-3637.

Spanish

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de
PacificSource  Community Health Plans, tiene derecho a obtener ayuda e
informacién en su idioma sin costo alguno. Para hablar con un intérprete,
llame al (888) 863-3637.
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winag  wseauiALN 1astaemaeila 10nuincaand PacificSource Community Health Plans

Thai AN ANST Narlact s upnntcitamateuaza ana lunaesanla tne i dan e acng waag nuanu Tns (888)
863-3637.

Akwo y Bac um y Korocb, XT0 oTpuMye Bawly gonomMory, BUHUKaKTb MMTaHHS Npo
PacificSource Community Health Plans, y Bac € npaBo oTpumaTti 6€3KOLLITOBHY
Jonomory Ta iHdopmalito Ha Bawin pigHin mosi. LLLo6 3B’A3aTnch 3 nepeknagadvem,
3a43BOHITb Ha (888) 863-3637.

Ukrainian

Né&u quy vi, hay ngudi ma quy vi dang gitp d&, cd cau héivé PacificSource Community
Vietnamese | Health Plans, quy vij s& cé quyén duoc gitp va cé thém thong tin bang ngdn ngit ctia minh
mién phi. D& néi chuyén véi mdt thong dich vién, xin goi (888) 863-3637.

Discrimination is Against the Law

PacificSource Community Health Plans complies with applicable Federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, or sex. PacificSource
does not exclude people or treat them differently because of race, color, national origin, age,
disability, or sex.

PacificSource Community Health Plans:
e Provides free aids and services to people with disabilities to communicate effectively with
us, such as:
o0 Qualified sign language interpreters
0 Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such as:
0 Qualified interpreters
o Information written in other languages

If you need these services, contact Customer Service at (888) 863-3637 or, for TTY users, (800)
735-2900.

October 1 — February 14: 8:00 a.m. to 8:00 p.m., seven days a week
February 15 - September 30: 8:00 a.m. to 8:00 p.m. Monday-Friday

If you believe that PacificSource Community Health Plans has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex, you
can file a grievance with: Kristi Kernutt, PO Box 7068, Springfield, OR 97475-0068, (541) 225-
1967, Fax (541) 684-5475, or email Kristi.Kernutt@pacificsource.com. You can file a grievance in
person or by mail, fax, or email. If you need help filing a grievance, Customer Service Department
is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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