
  
 

ATTESTATION OF ELIGIBILITY FOR 
AN ENROLLMENT PERIOD FORM 

Name: ___________________________________________________________________________________ 

Phone number: ___________________________________________________________________________ 

Address: _________________________________________________________________________________ 

Relationship to enrollee: ___________________________________________________________________ 

Selected plan: MetroPlus Advantage Plan (HMO D-SNP) MetroPlus UltraCare  (HMO D-SNP)
MetroPlus Platinum Plan  (HMO)

Typically, you may enroll in a Medicare Advantage plan only during the annual enrollment period 
from October 15 through December 7 of each year. There are exceptions that may allow you to 
enroll in a Medicare Advantage plan outside of this period. Qualifications below are subject to 
Plan determination.   
Please read the following statements carefully and check the box if the statement applies to you. 
By checking any of the following boxes, you are certifying that, to the best of your knowledge, you 
are eligible for an Enrollment Period. If we later determine that this information is incorrect, you 
may be disenrolled. 

 I am new to Medicare.

 I am enrolled in a Medicare Advantage plan and want to make a change during the
Medicare Advantage Open Enrollment Period (MA OEP).

 I recently moved outside of the service area for my current plan or I recently moved
and this plan is a new option for me. I moved on (insert date) _________.

 I recently was released from incarceration. I was released on (insert date) _________.

 I recently returned to the United States after living permanently outside
of the U.S. I returned to the U.S. on (insert date) _________.

 I recently obtained lawful presence status in the United States. I got this status on (insert date) _________.

 I recently had a change in my Medicaid or Low-Income Subsidy (LIS / “Extra Help”) status
(newly eligible, had a change in level of assistance, or lost eligibility) on (insert date) _________.

 I have Medicaid with MetroPlusHealth and want to combine my coverage by
joining a MetroPlusHealth Medicare plan.

 I am moving into, live in, or recently moved out of a Long-Term Care Facility or nursing home.
I moved / will move into / moved out of the facility on (insert date) _________.

 I recently left a PACE program on (insert date) _________.

 I recently involuntarily lost my creditable prescription drug coverage (coverage
as good as Medicare’s). I lost my drug coverage on (insert date) _________.

 I am leaving employer or union coverage on (insert date) _________.

 I’m in a qualified State Pharmaceutical Assistance Program, or I’m losing help from
a State Pharmaceutical Assistance Program..
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ATTESTATION OF ELIGIBILITY FOR 
AN ENROLLMENT PERIOD FORM 

 My plan is ending its contract with Medicare, or Medicare is ending its contract with my plan.

 I was enrolled in a plan by Medicare (or my state) and I want to choose a
different plan.  My enrollment in that plan started on (insert date) _________.

 I was enrolled in a Special Needs Plan (SNP) but I have lost the Special Needs qualification
required to be in that plan. I was disenrolled from the SNP on (insert date) _________.

 I was affected by an emergency or major disaster (as declared by the Federal Emergency Management
Agency (FEMA) or by a Federal, state or local government entity. One of the other statements here
applied to me, but I was unable to make my enrollment request because of the disaster.

 Other: ____________________________________________________________________________

If none of these statements applies to you or you’re not sure, please contact MetroPlusHealth
at 1-866-986-0356 (TTY users should call 711) to see if you are eligible to enroll.
We are open Monday to Friday, 8 am – 8pm, and Saturday, 9 am – 5 pm.

BENEFICIARY OR AUTHORIZED REPRESENTATIVE SIGNATURE AND SIGNATURE DATE:  

 Applicant’s Printed Name Applicant’s Signature Date 

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

Your Relationship to the Beneficiary: 

 Applicant’s Printed Name Applicant’s Signature Date 

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: Today’s date: 

OFFICE USE ONLY  
Name of Staff Member / Agent / Broker (if assisted in enrollment):  
___________________________________________ Date Received: _______________  

National Producer  Number (Agents/Brokers only):  ____________  

Plan ID #:_____________________________ Effective Date of Coverage: _______________  

ICEP/IEP: ______ AEP: ______ OEP: ______ SEP (type): ______ Not Eligible: ______ 

Marketing: Rep Code:    _______________________ Site ID Code: _______________________ 
Event Name: ______________________________________________________________ 
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