






Step 1:	Please fill out the application completely. Use a ballpoint pen and press hard to 
make three copies.

Step 2:	Read the Statement of Understanding and keep it for your records.

Step 3:	Sign and date the bottom of the application.

Step 4:	Keep the bottom Blue copy for your file.

If you have any questions regarding this application, please call 1-866-563-7396, 8 a.m.–8 p.m., 7 days per 
week, (TTY users: 1-800-367-8939, 8 a.m.–8 p.m., 7 days per week).
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By completing this enrollment application, I agree to 
the following: 

I understand that while the “effective date of coverage” 
on the first page of this form is when I should begin 
using the plan’s services, the plan will still be sending 
me final approval of my enrollment in SCAN®. 

I understand that I should not disenroll from any 
Medicare supplement plan, Medigap or Medicare 
Select plan until I get the approval from SCAN. 

I understand that I will be responsible for paying the 
plan premium within the county where I live.

SCAN is a Medicare Advantage plan and has 
a contract with the Federal government. I will 
need to keep my Parts A and B. I can be in only 
one Medicare Advantage plan at a time and I 
understand that my enrollment in this plan will 
automatically end my enrollment in another Medicare 
health plan or prescription drug plan. It is my 
responsibility to inform SCAN of any prescription 
drug coverage that I have or may get in the future. 
I understand that if I do not have Medicare prescription 
drug coverage, or creditable prescription drug 
coverage (as good as Medicare’s), I may have to 
pay a late enrollment penalty if I enroll in Medicare 
prescription drug coverage in the future. Enrollment 
in this plan is generally for the entire year. Once I 
enroll, I may leave this plan or make changes only at 
certain times of the year when an enrollment period is 
available (Example: November 15–December 31 of 
every year), or under certain special circumstances.

SCAN serves a specific service area. If I move out of 
the area that SCAN serves, I need to notify the plan 
so I can disenroll and find a new plan in my new 
area. Once I am a member of SCAN, I have the right 
to appeal plan decisions about payment or services 
if I disagree. I will read the Evidence of Coverage 
document from SCAN when I receive it to know which 
rules I must follow in order to receive coverage with 
this Medicare Advantage plan. I understand that 
Medicare beneficiaries are generally not covered 
under Medicare while out of the country except for 
limited coverage near the U.S. border.

Lock-In: I understand that, beginning on the date my 
SCAN coverage begins, I must get all of my health 
care from SCAN, with the exception of emergency 
or urgently needed services or out-of-area dialysis 
services. In addition to being covered in the United 
States, emergency and urgently needed services 

are covered worldwide. I understand that services 
authorized by SCAN and other services contained 
in my SCAN Evidence of Coverage document (also 
known as a member contract or subscriber agreement) 
will be covered. I also understand that without 
authorization, NEITHER MEDICARE NOR SCAN WILL 
PAY FOR THE SERVICES.

I understand that if I am receiving assistance from a 
sales agent, broker, or other individual employed by or 
contracted with SCAN, he/she may be compensated 
based on my enrollment in SCAN.

RELEASE OF INFORMATION 

Release of Information: By joining this Medicare 
health plan, I acknowledge that the Medicare health 
plan will release my information to Medicare and 
other parties as is necessary for treatment, payment 
and health care operations. I also acknowledge 
that SCAN will release my information including my 
prescription drug event data to Medicare, who may 
release it for research and other purposes which follow 
all applicable Federal statutes and regulations.

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 agree to abide by the plan’s membership rules as 
outlined in SCAN’s Evidence of Coverage. I will read 
SCAN’s Evidence of Coverage to know what rules 
I must follow in order to receive coverage with this 
plan as well as any exclusions and limitations that 
may apply.

statement of understanding




