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SECTION 1 – ALL FIELDS ON THIS PAGE ArE rEquIrED (UNLeSS MArkeD OPTiONAL)

Select the plan you want to join:
 

Astiva Health Savings Plan (HMO) $0 per month 001

Astiva Health Premier Plan (HMO) $0 per month 010

Astiva Health C-SNP Deluxe Plan (HMO) $0 per month 007

Astiva Health C-SNP WOW Plan (HMO) $40* per month 008

FIRST name: LAST name: [Optional: Middle Initial]:

Birth date: (MM/DD/YYYY) Sex:
 Male Female
 Non-Binary

Phone number:

Permanent Residence Street Address (Don’t enter a PO Box):

City: [Optional: County]: State: ZIP Code:

Mailing address, if different from your permanent address (PO Box allowed):
Street address:                                                    City:                             State:         ZIP Code:

Your Medicare information:

Medicare Number:

Answer these important questions:

1.Will you have other prescription drug coverage (like VA, TRICARE) in addition to < Plan>? Yes    No 

Name of other coverage:                    Member number for this coverage:      Group number for this coverage

                                                              __________________________      __________________________

2. Are you enrolled in your State Medicaid program?  Yes    No

If yes, please provide your Medicaid number: 

                                                                        __________________________

3. Pre-Enrollment Qualification Assessment Tool
If you are enrolling into one of our Special Needs Plan (C-SNP), please complete our Pre-Enrollment 
Qualification Assessment Tool.

*Your premium may be paid by Extra Help
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IMPOrTANT: rEAD AND SIGN BELOW

• I must keep both Hospital (Part A) and Medical (Part B) to stay in Astiva Health.
• By joining this Medicare Advantage, I acknowledge that Astiva Health 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). Your 
response to this form is voluntary. However, failure to respond may affect enrollment in the plan.
• I understand that I can be enrolled in only one MA plan at a time – and that enrollment in this plan will 
automatically end my enrollment in another MA plan (exceptions apply for MA PFFS, MA MSA plans).
• I understand that when my Astiva Health coverage begins, I must get all of my medical and prescription 
drug benefits from Astiva Health. Benefits and services provided by Astiva Health and contained in 
my Astiva Health “Evidence of Coverage” document (also known as a member contract or subscriber 
agreement) will be covered. Neither Medicare nor Astiva Health will pay for benefits or services that are not 
covered.
• The information on this enrollment 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. 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.

Signature: Today’s date:

If you’re the authorized representative, sign above and fill out these fields:
Name: Address:

Phone number: Relationship to enrollee:
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SECTION 2 – ALL FIELDS ON THIS PAGE ArE OPTIONAL
Answering these questions is your choice. You can’t be denied coverage because you 

don’t fill them out.
Are you Hispanic, Latino/a, or Spanish origin? Select all that apply.

No, not of Hispanic, Latino/a, or Spanish origin 
Yes, Mexican, Mexican American, Chicano/a 
Yes, Puerto Rican 
Yes, Cuban
Yes, another Hispanic, Latino/a, or Spanish origin
I choose not to answer.

What’s your race? Select all that apply.

American Indian or Alaska 
Asian Indian
Chinese
Filipino
Japanese
Korean
Vietnamese
Other Asian

Black or African American
Native Hawaiian and Pacific Islander:

Guamanian or Chamorro
Native Hawaiian
Samoan
Other Pacific Islander
White
I choose not to answer

Select one if you want us to send you information in a language other than English.

 Spanish   Vietnamese     Other

Select one if you want us to send you information in an accessible format.

Braille      Large print  

Please contact Astiva Health at 1-866-688-9021. If you need information in an accessible format other than 
what's listed above. Our office hours are seven days a week from October 1- March 31st 8:00 AM - 8:00 PM 

8:00 AM - 8:00 PM Monday - Friday, April 1-September 30 TTY users can call TTY711 number.

Do you work?     Yes     No Does your spouse work?      Yes     No

PCP First Name: PCP Middle Initial: PCP Last Name:

IPA/Medical Group: PCP: ID#: Existing Patient? 
 Yes   No

Emergency Contact: Relationship: Phone Number:

I want to get the following materials via email. Select one or more.
Evidence of Coverage   Formulary     Pharmacy Directory    Provider Directory

E-mail address:
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PAYING YOur PLAN PrEMIuMS

If enrolling in Astiva Health Plan 001, 010 and 007 with a $0 monthly premium: If we determine that 
you owe a late enrollment penalty (or if you currently have a late enrollment penalty), we need to 
know how you would prefer to pay it. You can pay by mail. You can also choose to pay your premium 
by automatic deduction from your Social Security or Railroad Retirement Board (RRB) benefit check each 
month. If you are assessed a Part D-lncome related Monthly Adjustment Amount, you will be notified by 
the Social Security Administration. You will be responsible for paying this extra amount in addition to your 
plan premium. You will either have the amount withheld from your Social Security benefit check or be billed 
directly by Medicare or the RRB. DO NOT pay Astiva Health the Part D-IRMAA.

If enrolling in Astiva Health C-SNP WOW 008 with a monthly premium: You can pay your monthly 
plan premium including any late enrollment penalty that you currently have or may owe by mail. 
You can also choose to pay your premium by automatic deduction from your Social Security or 
Railroad Retirement Board (RRB) benefit check each month.

If you are assessed a Part D-lncome Related Monthly Adjustment Amount, you will be notified by the 
Social Security Administration.You will be responsible for paying this extra amount in addition to your plan 
premium. You will either have the amount withheld from your Social Security benefit check or be billed 
directly by Medicare or RRB. DO NOT pay Astiva Health the Part D-IRMAA.

If you don’t select a payment option, you will get a bill each month.

Please select a premium payment option:

Get a bill
Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB)

Benefit Check (The Social Security/RRB deduction may take two or more months to begin after Social 
Security or RRB approves the deduction. In most cases, if Social Security or RRB accepts your request 
for automatic deduction, the first deduction from your Social Security or RRB benefit check will include all 
premiums due from your enrollment effective date up to  the  point withholding begins. If Social Security or 
RRB does not approve your request for automatic deduction, we will send you a paper bill for your monthly 
premiums.)

* For Office Use Only

Agent/broker: NPN Number: 

Agency: Effective Date of Coverage:

ICEP/IEP: AEP: SEP (type): Not Eligible:  
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if none of these statements applies to you or you’re not sure, please contact Astiva Health at 1-866-688-9021 
TTY users should call 711 to see if you are eligible to enroll. We are open 8:00 AM to 8:00 PM seven days a week 

from October 1-March 31st. 8:00 AM to 8:00 PM Monday-Friday from April 1st - September 30.

ATTESTATION OF ELIGIBILITY FOr AN ENrOLLMENT PErIOD
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