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CMS-approved telephonic script that covers all CMS marketing guidelines: 

The purpose of this script is to call existing MetroPlus Health Medicaid or Exchange members 
who are aging into Medicare to provide members with information about MetroPlus Health 
Medicare plans. Or prospects that have given MetroPlusHealth permission to contact them. 
Telephonic enrollments must be completed by a Medicare Licensed agent. 

Note: Medicare Licensed Agents (employed or contracted) that are member Services 
Representatives (MSRs) cannot act simultaneously as both an MSR and Sales Agent. Such 
individuals must make it clear to the beneficiary when the individual’s role changes to a 
marketing/sales role, subject to beneficiary request and concurrence.  

1. Introduction 
 
“Hello, my name is [Sales Representative's Name] calling from MetroPlus Health. I 
would like to start by making you aware we are talking on a recorded line. All sales calls 
are recorded for training and quality purposes. May I please speak with [Members 
Name]?  
 
Hi [Members Name] how you doing today? 
 

a) If you reach member continue with script Part One 
 

b) If you don’t reach member or member not available, then say: Is there a better 
time when I can call back? If yes, then note the time to call back and follow up. 

 
c) If no one answers leave a voicemail with the following: Hello, my names is [Sales 

Representative's Name] calling from MetroPlus Health. I am calling regarding 
important plan information that is time sensitive. Once you received this message, 
please call us back at (1-833-965-1526, (TTY 711) Monday to Friday from 9am 
to 5pm. (End call) 

 
d) If the number is invalid or wrong: Notate account in MarketPlus to not call again. 

 

 
Script Part One 

 
 
I’m calling from MetroPlus Health, and I'm a licensed Medicare representative. How are 
you today?" 
 
(If following up on a lead) 
 
I am reaching out to you because you requested MetroPlus to contact to you to discuss 
your Medicare options. /We met at (provide contact method) 
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(Once you confirm previous encounter proceed to scope of appointment script) 
 
 
 
“First, let me start out saying thank you for being a MetroPlusHealth member! I’m 
calling today with great news. Our records indicate you’re turning 65 and might be 
eligible for Medicare.” 
 
If member asks what records? Then say: 
 

a) Our membership database of everyone turning 65. We use this database to make 
sure our members won’t have a break in coverage as they turn 65. 

 
 

2. Permission to Proceed 
 
"I'm calling to discuss your Medicare coverage options, so you won’t have a break in 
coverage as you turn 65. May I have a few minutes of your time to go over some 
important information? Do you have a minute? 
 
Now (members name) have you received your Medicare welcome packet from the social 
Security Administration in the mail? This comes with your award letter and your red, 
white, and blue Medicare card. 
 

b) (If yes) then proceed below to eligibility. 
 

3. Eligibility Confirmation 
 
 "Ok, great! “Do you currently have Medicare Parts A and B on your card? 
 

c) (If yes) That’s great! That means your eligible for Medicare coverage.  
 
 Ok, great, lets verify that your card is active. Can I please have your Medicare number 
on your card? 

(Check Marx for Medicare entitlement) 
 
 

d) (If No): "In order to enroll in our Medicare Advantage plans, you must have both 
Medicare Parts A and B. If you need assistance with understanding your Medicare 
eligibility or signing up for Medicare, you can contact the Social Security 
Administration at 1-800-772-1213." 
 

(Allow member to write this information then say) 
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After you’ve enrolled in Medicare. You’ll need to decide how to get your 
Medicare coverage. MetroPlus offers multiple plans in which you may qualify to 
receive additional benefits. 
 

e) Can I follow up with you in a few weeks? If yes, then note the time to call back 
and follow up. 

 
(After you verify Marx Medicare entitlement then proceed below) 

 
Mr. MS (members name), I work with Medicare beneficiaries like yourself to help them 
understand how Medicare works and to make sure you’re getting all the benefits you can. When 
you first enroll in Medicare and during certain times of the year, you can choose how to get your 
Medicare coverage. So being that you’re a valued member/ New Yorker I’d like schedule an 
appointment 48 hours from now to help you understand your options and tell you about the 
MetroPlus Health Medicare Advantage plans. Do you have a minute to schedule an appointment 
now? 
 
(If yes) continue with Scope of Appointment (SOA) script. 
 
(If no) no worries. I can call you back at a time that works best. How does <<add date and time to 
the caller>> sound to you?  
 
(Yes) Great! [Schedule the call back appointment.] “Your call back has been scheduled for <<insert 
date, time, location>>  
 
 
(If not interested) No problem. If you change your mind, you can always call us back to 
schedule an appointment. We’re here to help whenever you’re ready.  
 
 
 

 
4. Scope of Appointment Confirmation 

 
"Before we proceed, I want to thank you for your interest in the MetroPlus Health 
Medicare plans. Again, my name is (Medicare agent name). By verbally consenting, you 
agree to a meeting with a licensed sales representative to discuss the types of MetroPlus 
Health Medicare Advantage plan. Please note, I am employed or contracted by MetroPlus 
Health and may be compensated if I am helping you to enroll. Verbally consenting to this 
scope of appointment form does not obligate you to enroll in a plan, affect your current 
enrollment, or enroll you in any specific Medicare plan. Your information will be kept 
confidential, and I do not work directly for the Federal Government, however 
MetroPlusHealth has a contract with the Federal Government. Are you comfortable with 
scheduling an appointment?" 
 
 

(If yes) proceed with SOA script. 
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(If no) Are there any questions I can answer for you before we procced? (address all concerns) glad I 
was able to help. Now let’s schedule that appointment.  sound to you?  
 
(Yes) Great! [proceed to SOA script.] 
 
 
(If not interested) No problem. If you change your mind, you can always call us back to 
schedule an appointment. We’re here to help whenever you’re ready.  
 
 
 
 
 
 

Script Part Two (call back at scheduled time) 
 
 
 Hi (members name) I’m calling from MetroPlus Health, and I'm a licensed Medicare 
representative. My name is (insert name) we spoke on (add date and time) 
 
I am reaching out to you because we scheduled this time to discuss your Medicare 
options. Let’s take some time so I can inform you about the plan you qualify for.  
 
 
 

MetroPlus Advantage Plan (HMO D-SNP) 
 

Is a dual eligible Special Needs Plan designed for those Medicare beneficiaries who reside in the 
MetroPlus Health service area, are eligible for Medicare Parts A and B and receive assistance 
from New York State Medicaid. MetroPlus Advantage Plan (HMO D-SNP) provides all benefits 
of Original Medicare plus: 

 
a) If you are eligible for full Medicaid benefits, your deductible, copays and 

coinsurance could be $0 or up to $48.70 depending upon your level of Extra Help. 
b) Monthly plan premium you pay $0 or up to $48.70 depending upon your level of 

Extra Help. Also, you may have $0 or up to 20% cost sharing for benefits 
depending on your level of Medicaid. 

i. If beneficiary ask about “Extra Help” say Extra Help is a Medicare 
program to help Medicare beneficiaries with limited income and resources 
pay Medicare prescription drug program costs, such as premiums, 
deductibles, and coinsurance. 

c) PCP and Specialist visits you pay zero or up to 20% of the cost depending on your 
level of Medicaid eligibility. 

d) $0 copay for preventive care services 
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e) Vision – Eyewear is covered up to a total of $450 per year for contact lenses, 
Eyeglasses (lenses and frames) upgrades. 

f) Comprehensive Dental services up to $700 every year and Preventive dental 
services are covered up to $1000 every year. 

g) Telehealth visits - get the health services you need in the comfort of your home. 
h) Acupuncture up to 20 visits a year may be covered.  
i) Transportation - 48 one-way trips for non-emergency transportation for plan 

approved health related locations.   
j) 8 visits a year for podiatry services. 
k) 6 visits a year for nutritional dietary benefit. 
l) Fitness Benefit – members will be reimbursed up to $250 every 6 months for 

membership to qualifying exercise facilities.  
m) Member Rewards Program – where you can earn “reward dollars” for healthy 

activities you may be completing already such as your annual physical exam. 
n) Pill Pack - gives you the flexibility to get your prescription drugs delivered to 

your home at no extra cost to you. It’s pre-package by date and time the 
medication is scheduled to be taken. 

                          Finally, we have our Flex Card benefit. MetroPlus Advantage Plan (HMO D-SNP) 

o)        members receive $155 monthly on a card. It can be used to pay home utilities 
/or bathroom safety equipment and groceries, OTC and PERS -personal 
emergency response services.  

p) Also, MetroPlusHealth has 4 STAR rating for 2023. Every year, Medicare 
evaluates plans based on a 5-star rating system.  

 
MetroPlus Platinum Plan (HMO) 

 
Because you have Medicare, you qualify for our MetroPlus Platinum Plan (HMO). MetroPlus Platinum 
Plan (HMO) is a plan designed for those Medicare beneficiaries who reside in the MetroPlus service area 
and are eligible for Medicare Parts A and B. Medicare beneficiaries who may not qualify for Extra Help 
for Part D may like this plan. MetroPlus Platinum Plan (HMO) provides all the benefits of Original 
Medicare plus: 

a. Monthly plan premium of $132.  
b. $0 copay for PCP visits 
c. $40 copay for Specialist visits 
d. $0 copay for preventive care services 
e. Prescription drug coverage  
f. Hearing Services including $500 for hearing aids every 3 years.  
g. Telehealth Services for $0 copay to get the health services you need in the comfort and 

safety of your home. 
h. Acupuncture-up to 20 visits a year may be covered. 
i. Member Rewards Program- where you can earn points for healthy activities you may be 

completing already such as your annual physical exam. 
j. Pill Pack-gives you the flexibility to get your prescription drugs delivered to your home 

at no extra cost to you. It is pre-packaged by date and time the medication is scheduled to 
be taken. 
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Now that we have reviewed the benefits and features lets proceed with the enrollment. Do you 
have any questions? 

(If yes) Answer questions 
(If no) Proceed with the script. 
  

Please know that we will now be completing an enrollment request.  
(Proceed to MarketPlus/Salesforce to complete the application.) Some questions may seem 
repetitive from our conversation; however I must ask you again to complete the enrollment 
request.  

 
MetroPlus Health Plan offers the option to deliver significant plan documents such as the Annual Notice 
of Changes, Evidence of Coverage, Summary of Benefits, Provider/Pharmacy Directories, and Formulary 
by automated means, including email or text. Would you like to opt in to receiving your Annual Notice of 
Changes, Evidence of Coverage, Summary of Benefits, Provider/Pharmacy Directories, and Formulary by 
automated means? If yes, would you like to receive them via email or text?” 
 

 
[If yes]: “Thank you. By this verbal agreement, you authorize MetroPlus Health Plan to contact you about 
MetroPlus products and you authorize MetroPlus Health Plan to share significant Plan documents (i.e. 
Annual Notice of Changes, Evidence of Coverage, Summary of Benefits, Provider/Pharmacy Directories, 
and Formulary) with you using the information provided in this enrollment request by automated means 
via <<email / text>>. If text, message & data rates may apply.” [Collect email address.] 

 
[If no]: “Okay. MetroPlus will deliver your plan information via mail.” 

 
“By completing this enrollment application, you agree to the following: 

a) You must keep both Hospital (Part A) and Medical (Part B) to stay in MetroPlus Health 
Plan. 

b) By joining this Medicare Advantage Plan or Medicare Prescription Drug Plan, you 
acknowledge that MetroPlus Health Plan will share your information with Medicare, who 
may use it to track your enrollment, to make payments, and for other purposes allowed by 
Federal law that authorize the collection of this information.  

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

d) The information on this enrollment form is correct to the best of your knowledge. You 
understand that if you intentionally provide false information on this form, you will be 
disenrolled from the plan. 

e) You 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.  

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

g) You understand that your consent (or the consent of the person authorized to act on your 
behalf) on this application means that you have read and understand the contents of this 
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application.  If consented by an authorized individual (as described above), this consent 
certifies that: 

i. this person is authorized under State law to complete this enrollment and 
ii. documentation of this authority is available upon request from Medicare.” 

 
<Complete enrollment request in MarketPlus/Salesforce /Sales Force where enrollment check list 
should be reviewed, tracking number provided and all disclosures should be read> 
 
(<Representatives should proceed to MarketPlus/Salesforce to complete the application 
(screenshots of required data elements to be captured including the PECL and Appendix 2 as 
they will be disclosed in our enrollment software is attached for reference only >) 

 
                                                                Closing 
 

Do I have your permission to submit the application with the effective date that will enroll you 
into MetroPlus on (provide effective date to member).  

(If yes) Proceed with the script. 
(If no) I understand you do not want to enroll at this time. This application will be cancelled. 
Should you want to proceed in the future call me at (provide rep contact info) 
 

 

The confirmation number is <<insert number>>. Please keep this confirmation number for your 
records.” Is there anything else I can assist you with today? 

 
Referrals 

 
          Thank you for enrolling with MetroPlusHealth.  “<<You / The Beneficiary>> will receive 
a notice acknowledging receipt of the enrollment request within 10 calendar days.” Again, my 
name is (insert name) and my phone number is (insert number) if you know of any other 
Medicare beneficiary that can use my help, please feel free to share my information.  
 
 

"Thank you for your time today and welcome to MetroPlus Health. 
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Pre-enrollment Check List (PECL) 
 

Before you make an enrollment decision, it is important you understand our Plan benefits and 
rules. The items below must be reviewed before an enrollment is completed. If you have 
additional questions, call 24/7 Help Line 866-986-0356 (TTY: 711). 
  
Understanding the Benefits as follows: 
 

� 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 
metroplusmedicare.org or call 24/7 866.986.0356 (TTY: 711) 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 
medicine is in the network. If the pharmacy is not listed, you will likely have to select a 
new pharmacy for your prescriptions. 
 

� Review the formulary to make sure your drugs are covered.   
 
Understanding Important Rules as follows: 
 

� In addition to your monthly plan premium if a plan premium is applicable to you, you 
must continue to pay your Medicare Part B premium. This premium is normally taken out 
of your Social Security check each month. 
  

� Benefits, premiums, and/or copayments/coinsurance may change on January 1, 2024. 
 

� Except for emergency situations, urgent care situations, or certain state/federal mandates, 
we generally do not cover services by out-of-network providers. 

 
� If you are enrolling into our dual eligible special needs plans, either our MetroPlus 

Advantage Plan (HMO D-SNP) or MetroPlus UltraCare (HMO 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. If you are enrolling in our MetroPlus 
Platinum Plan (HMO), your ability to enroll will be based only on verification that you 
are entitled to Medicare. 
 

� Effect on Current Coverage.  Your current health care coverage will end once your new 
Medicare coverage starts.  For example, if you are in Tricare or a Medicare plan, you will 
no longer receive benefits from that plan once your new coverage starts.  
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In the event you do not have a PCP, Specialist, or taking prescription drugs leave blank and enter 
the reason why the information was not captured. For example, “I did not have the information at 
the time of enrollment. 
 
Network Providers  
 
Primary Care Physician (PCP) ______________________________________ 

 
Specialist (s)  ___________________________________________________ 
 
___________________________________________________ 
 
___________________________________________________ 

 
Prescription Drug (s)  ____________________________________________ 
 
____________________________________________ 
 
____________________________________________ 
 
____________________________________________ 
 
 
By signing below, the beneficiary and agent attest to reviewing the Pre - enrollment check list. 
 
Representative/Broker Signature: ____________________________  
 
Rep/Broker ID: __________________________________________ 
 
Member Signature: _______________________________________ 
 


