ENROLLMENT
GUIDE

January 1st - December 3lst

HEA






Table of Content

Leon Health, Inc. « H4286

WELCOME . . ... ... . . . . . . . . . . ... ... 3
ENROLLMENT

Pre-Enrollment Checklist. . . . . . . . . .. ... ... ... ... 4
Scope of Appointment . . . . . . . ..o 6
Enrollment Request Form . . . . . . . . .. .. ..o 8
Appointment of Representative Form . . . . . . . . ... ... ... .. 18
Authorization for Use & Disclosure of Health Information . . . . . . . . . 20

Your Application Information . . . . . . . ... ... L. Back Cover







Leon Health, Inc. « H4286

Welcome weon Health, Inc.

About Leon Health

Leon Health is a Medicare Advantage Plan launched by Benjamin Ledn, Jr., a visionary in the
health care field, and the Leon family.

If you have Medicare, have both Medicare and Medicaid, or are eligible for Medicare as a
senior or due to a disability and live in Miami-Dade County, Leon Health has the right plan to
fit your needs.

Leon Health works with Leon Medical Centers and other health providers to provide members
comprehensive care and the benefits they need in order to stay healthy.

With many different health care professionals in the network who serve more than 40,000
Medicare recipients, we are redefining the delivery of medical care in the healthcare industry.

Leon Medical Centers offers superior medical care, providing the Medicare population in Miami-
Dade County with the dignity, respect, compassion and human kindness that they deserve.

The Leon family has provided health and well-being to its beneficiaries in Miami-Dade County
for 50 years, and the Leon family continues to invest in innovation, physician trainings, center
expansions and a health plan that has been customized to our Medicare community with the
ultimate purpose of improving lives.

Need Help?

CALL Member Services at 1-844-969-5366 or 305-541-5366. TTY users call 711.
Our hours of operation are 8 a.m. to 8 p.m., seven days a week from October
1st through March 31st and Monday through Friday the rest of the year.

VISIT www.leonhealth.com




Checklist

Leon Health, Inc. « H4286

Pre-Enroliment Checklist

Before making an enrollment decision, it is important that you fully understand our benefits and
rules. If you have any questions, you can call and speak to a customer service representative at
1-844-969-5366 or 305-541 -5366 TTY users call 711, 8 a.m. to 8 p.m., seven days a week from
October 1st through March 31st and Monday through Friday the rest of the year.

UNDERSTANDING THE BENEFITS

O

O

Review the full list of benefits found in the Evidence of Coverage (EOC), especially
for those services for which you routinely see a doctor. Visit www.LeonHealth.com or
call 1-844-969-5366 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

O

Effect on Current Coverage. If you are currently enrolled in a Medicare Advantage
plan, your current Medicare Advantage healthcare coverage will end once your new
Medicare Advantage coverage starts. If you have TRICARE, your coverage may
be affected once your new Medicare Advantage coverage starts. Please contact
TRICARE for more information. If you have a Medigap plan, once your Medicare
Advantage coverage starts, you may want to drop your Medigap policy because you
will be paying for coverage you cannot use.

In addition to your monthly plan premium, you must continue to pay your Medicare Part
B premium. This premium is normally taken out of your Social Security check each
month. Enrollees that have elected to enroll into Leon MediDual (HMO D-SNP) and
Leon MediMax (HMO D-SNP) may not be subject to the Medicare Part B premium.
For enrollees that have elected to enroll into Leon MediMore (HMO), Leon Health
will cover up to $167 of your monthly Part B premium. You will receive the premium
refund amount back on your monthly Social Security check. This process usually
takes 90 days to go into effect.

Benefits, premiums and/or copayments/co-insurance may change on January 1,
2026.

Except in emergency or urgent situations, we do not cover services provided by out-
of-network providers (doctors who are not listed in the provider directory).
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O Leon MediDual and Leon MediMax are a dual eligible special needs plans (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. Review the formulary to
make sure your drugs are covered.
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Scope of Sales Appointment Form

The Centers for Medicare and Medicaid Services (CMS) requires agents to document the scope
of a marketing appointment prior to any individual 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.

O 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.

O MEDICARE ADVANTAGE PLANS (PART C) AND COST PLANS

Medicare Health Maintenance Organization (HMO) — A Medicare Advantage Plan that must
cover all Part A and Part B healthcare. In most HMOs, you can only go to doctors, specialists or
hospitals in the plan’s network, except in an emergency.

Medicare Health Maintenance Organization Point of Service (HMO-POS) Plan — A type of
Medicare Advantage Plan available in a local or regional area which combines the best feature
of an HMO with an out-of-network benefit. Like the HMO, members are required to designate an
in-network physician to be the primary health care provider. You can use doctors, hospitals, and
providers outside of the network for an additional cost.

Medicare Preferred Provider Organization (PPO) Plan — A type of Medicare Advantage Plan
available in a local or regional area in which you pay less if you use doctors, hospitals, and
providers that belong to the network. You can use doctors, hospitals, and providers outside of
the network for an additional cost.

Medicare Private Fee-For-Service (PFFS) Plan — A type of Medicare Advantage Plan in which
you may go to any Medicare-approved doctor or hospital that accepts the plan’s payment and
terms and conditions.

Medicare Special Needs Plan (SNP) — A special type of Medicare Advantage Plan that
provides more focused and specialized health care for specific groups of people, such as those
who have both Medicare and Medicaid, who reside in a nursing home, or have certain chronic
medical conditions.

Medical Savings Account (MSA) Plan — MSA Plans combine a high deductible Medicare
Advantage Plan and a bank account. The plan deposits money from Medicare in the account.
You can use it to pay your medical expenses until your deductible is met.

Medicare Cost Plan — A type of health plan. In a Medicare Cost Plan, if you get services
outside of the plan’s network without a referral, your Medicare covered services will be paid
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for under the Original Medicare Plan (your Cost Plan pays for emergency services, or urgently
needed services).

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 or future enroliment, or enroll you in a Medicare plan.

Beneficiary or Authorized Representative Signature and Signature Date:

Signature: Signature Date:

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

Representative’s Name: Your Relationship to the Beneficiary:

To be completed by Agent:

Date of Appointment:

Agent Name: Agent Phone:
Beneficiary Name: Beneficiary Phone:
Beneficiary Address:

Initial Method of Contact:
(Indicate here if beneficiary was a walk-in):

Agent’s Signature:

Plan(s) the agent represented during this Date Appointment Completed:
meeting:

[Plan use only]

Agent, if the form was signed by the beneficiary at time of appointment, provide explanation
why SOA was not documented at least 48-hours prior to meeting:
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Enrollment

Enroliment Request Form Cover Page

&.LEON

HEALTH

WHO CAN USE THIS FORM?

People with Medicare who want to join a
Medicare Advantage Plan
To join a plan, you must:

* Be a United States citizen or be lawfully

present in the U.S.

* Live in the plan’s service area
Important: To join a Medicare Advantage
Plan, you must also have both:

» Medicare Part A (Hospital Insurance)
» Medicare Part B (Medical Insurance)

WHEN DO | USE THIS FORM?
You can join a plan:
» Between October 15 - December 7 each
year (for coverage starting January 1)
» Within 3 months of first getting Medicare
* In certain situations where you're allowed
to join or switch plans
Visit Medicare.gov to learn more about when
you can sign up for a plan.

WHAT DO | NEED TO COMPLETE THIS
FORM?
* Your Medicare Number (the number on
your red, white, and blue Medicare card)
* Your permanent address and phone
number

Note: You must complete all items in
Section 1. The items in Section 2 are
optional — you can’t be denied coverage
because you don’t fill them out.

REMINDERS
+ If you want to join a plan during fall open
enrollment (October 15 — December 7),
the plan must get your completed form
by December 7.

OMB No. 0938-1378 (Expires:6/30/2026)

REMINDERS (continues)

* Your plan will send you a bill for the
plan’s premium. You can choose to sign
up to have your premium payments
deducted from your bank account
or your monthly Social Security (or
Railroad Retirement Board) benefit.

WHAT HAPPENS NEXT?

Send your completed and signed form to:
Leon Health, Inc.
P.O. Box 668230
Miami, FL 33166

Once they process your request to join, they’ll
contact you.

HOW DO | GET HELP WITH THIS FORM?

Call Leon Health, Inc. at 1-844-969-5366.
TTY users can call 711. Or, call Medicare at
1-800-MEDICARE (1-800-633-4227). TTY
users can call 1-877-486-2048.

En espanol: Llame a Leon Health, Inc. al
1-844-969-5366 / TTY: 711 0 a Medicare
gratis al 1-800-633-4227 y oprima el 2 para
asistencia en espafol y un representante
estara disponible para asistirle.

INDIVIDUALS EXPERIENCING
HOMELESSNESS

* If you want to join a plan but have no
permanent residence, a Post Office Box,
an address of a shelter or clinic, or the
address where you receive mail (e.g.,
social security checks) may be considered
your permanent residence address.

H4286_EnrollmentApplication2025_M
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According to the Paperwork Reduction Act of 1995, no persons are required to respond to a
collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1378. The time required to complete this information
is estimated to average 20 minutes per response, including the time to review instructions,
search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or
suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA
Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland 21244-1850.

IMPORTANT

Do not send this form or any items with your personal information (such as claims,
payments, medical records, etc.) to the PRA Reports Clearance Office. Any items we get
that aren’t about how to improve this form or its collection burden (outlined in OMB 0938-
1378) will be destroyed. It will not be kept, reviewed, or forwarded to the plan. See “What
happens next?” on this page to send your completed form to the plan.

H4286_EnrollmentApplication2025_M




Enroliment

Leon Health, Inc. « H4286

Section 1 — All fields on this page are required (unless marked optional)

Select the plan you want to join:

O H4286-001 Leon MediExtra $0 per month O H4286-004 Leon MediPlus $0 per month
00 H4286-002 Leon MediDual $0 per month 0 H4286-005 Leon MediMax $0 per month
O H4286-003 Leon MediMore $0 per month

FIRST name: LAST name: Middle Initial:
Birth date: (MM/DD/YYYY) Sex: Phone number:
( / / ) OMale OFemale |( )

Permanent Residence street address (Don’t enter a PO Box):

City: 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:

Will you have other prescription drug coverage (like VA, TRICARE) in addition to Leon Health?
O Yes O No
Name of other coverage: Member number for this coverage: Group number for this coverage

To enroll in our Special Needs Plans you must qualify for:
O Medicaid - Please provide your Medicaid nhumber:
O Medicare Savings Programs (QMB, SLMB, Ql)

IMPORTANT: Read and sign below:

* | must keep both Hospital (Part A) and Medical (Part B) to stay in Leon Health, Inc.

* By joining this Medicare Advantage Plan, | acknowledge that Leon Health, Inc. will share
my information with Medicare, who may use it to track my enroliment, 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 enroliment in the plan.

* | understand that | can be enrolled in only one MA plan at a time — and that enroliment in
this plan will automatically end my enroliment in another MA plan (exceptions apply for
MA PFFS, MA MSA plans).

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

H4286_EnrollmentApplication2025_M
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IMPORTANT: Read and sign below:

» The information on this enroliment form is correct to the best of my knowledge. | understand
that if | intentionally provide false information on this form, | will be disenrolled from the plan.

* | understand that my signature (or the signature of the person legally authorized to act on
my behalf) on this application means that | 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:

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.

0O No, not of Hispanic, Latino/a, or Spanish origin O Yes, Mexican, Mexican
O Yes, Puerto Rican American, Chicano/a
O Yes, another Hispanic, Latino/a, or Spanish origin O Yes, Cuban

O | choose not to answer.

What's your race? Select all that apply.

O American Indian or Alaska Native O Black or African American

O Asian Indian Native Hawaiian and Pacific Islander:
0O Chinese O Guamanian or Chamorro

O Filipino O Native Hawaiian

0O Japanese 0O Samoan

0O Korean O Other Pacific Islander

O Vietnamese O White

0O Other Asian O | choose not to answer.

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

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

O Braille O Large print O Audio CD

H4286_EnrollmentApplication2025_M
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Section 2 - All fields on this page are optional

Please contact Leon Health, Inc. at 1-844-969-5366 if you need information in an accessible
format other than what'’s listed above. Our office hours are 8 a.m. to 8 p.m., seven days a
week from October 1st through March 31st and Monday through Friday the rest of the year.
TTY users can call 711.

Doyouwork? 0O Yes 0O No Does your spouse work? 0O Yes 0O No

List your Primary Care Physician (PCP), clinic, or health center:

Are you an existing member of this PCP? [ Yes CINo
Provider ID #

| want to get the following materials via email. Select one or more:
Provider and Pharmacy Directory

Explanation of Benefits (EOB)

Comprehensive Formulary

Summary of Benefits

Evidence of Coverage (EOC)

Dental Schedule of Benefits

Over-the-Counter (OTC) Catalog

ooooOoood

Email address:

Paying your plan premiums

You can pay your monthly plan premium including any late enroliment penalty that you currently
have or may owe by mail, or through our payment portal each month. You can also choose
to pay your premium by having it automatically taken out of your Social Security or
Railroad Retirement Board (RRB) benefit each month.

O Get a Bill or Automatic deduction from: O SSA O RRB

If you have to pay a Part D Income Related Monthly Adjustment Amount (Part D-IRMAA),
you must pay this extra amount in addition to your plan premium. DON’T pay Leon Health,
Inc. the Part D-IRMAA.

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: National Producer Number (Agents/Brokers only):

Received Date:

H4286_EnrollmentApplication2025_M
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PRIVACY ACT STATEMENT
The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare plans to track beneficiary enroliment
in Medicare Advantage (MA) Plans, improve care, and for the payment of Medicare benefits. Sections 1851 and 1860D-1 of
the Social Security Act and 42 CFR §§ 422.50 and 422.60 authorize the collection of this information. CMS may use, disclose
and exchange enroliment data from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare
Advantage Prescription Drug (MARX)”, System No. 09-70-0588. Your response to this form is voluntary. However, failure to
respond may affect enrollment in the plan.

LEON Health, Inc. is an HMO plan with a Medicare contract. Enroliment in LEON Health, Inc.
depends on contract renewal.

H4286_EnrollmentApplication2025_M




Enrollment

Leon Health, Inc. « H4286

Typically, you may enroll in a Medicare Advantage plan only during the annual enroliment
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.

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.

O
O

O

O

O O

| am new to Medicare.

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

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

| recently was released from incarceration. | was released on (insert date)

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

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

| recently had a change in my Medicaid (newly got Medicaid, had a change in level of
Medicaid assistance, or lost Medicaid) on (insert date)

| recently had a change in my Extra Help paying for Medicare prescription drug
coverage (newly got Extra Help, had a change in the level of Extra Help, or lost Extra
Help) on (insert date)

| have both Medicare and Medicaid (or my state helps pay for my Medicare premiums)
or | get Extra Help paying for my Medicare prescription drug coverage, but | haven'’t
had a change.

| am moving into, live in, or recently moved out of a Long-Term Care Facility (for
example, a nursing home or long term care facility). | moved/will move into/out of the
facility on (insert date)

| recently left a PACE program on (insert date)

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

| am leaving employer or union coverage on (insert date)

| belong to a pharmacy assistance program provided by my state.

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

H4286_SEPAttestation25 M
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O | was enrolled in a plan by Medicare (or my state) and | want to choose a different
plan. My enroliment in that plan started on (insert date)

O | was enrolled in a Special Needs Plan (SNP) but | have lost the special needs
qualification required to be in that plan. | was disenrolled from the SNP on (insert
date)

O | pay a premium for Part A and | signed up for Part B during the General Enroliment

Period (January 1 - March 31 each year). | want to join a Medicare drug plan (Part D)
or Medicare Advantage Plan with drug coverage.

O | signed up for Part A (Hospital Insurance) or Part B (Medical Insurance) during a
Special Enrollment Period | qualified for because of an exceptional circumstance. |
want to join a Medicare Advantage Plan (with or without drug coverage).

O | signed up for Part A (Hospital Insurance) or Part B (Medical Insurance) during a
Special Enrollment Period | qualified for because of an exceptional circumstance. |
want to join a Medicare drug plan (Part D).

If none of these statements applies to you or you’re not sure, please contact Leon Health, Inc.
at 1-844-969-5366 (TTY users should call 711) to see if you are eligible to enroll. We are open
8 a.m. to 8 p.m., seven days a week from October 1st through March 31st and Monday through
Friday the rest of the year.

ATENCION: Si usted habla espariol, los servicios gratuitos de asistencia lingiiistica estan
disponibles para usted. También estan disponibles de forma gratuita ayudas y servicios auxiliares
apropiados para proporcionar informacién en formatos accesibles. Llame al 1-844-969-5366
(TTY:711) o hable con su proveedor.

H4286_SEPAttestation25 M




DEPARTMENT OF HEALTH AND HUMAN SERVICES Form CMS-1696 Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB No. 0938-0950

APPOINTMENT OF REPRESENTATIVE

Name of Party Medicare Number (beneficiary as party) or National Provider Identifier
(provider or supplier as party)

Section 1: Appointment of Representative
To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier):

| appoint the individual named in Section 2 to act as my representative in connection with my claim or asserted right under
Title XVIII of the Social Security Act (the “Act”) and related provisions of Title XI of the Act. | authorize this individual to make
any request; to present or to elicit evidence; to obtain appeals information; and to receive any notice in connection with my
claim, appeal, grievance or request wholly in my stead. | understand that personal medical information related to my request
may be disclosed to the representative indicated below.

Signature of Party Seeking Representation Date

Street Address Phone Number (with Area Code)
City State Zip Code

Email Address (optional) Fax Number (optional)

Section 2: Acceptance of Appointment
To be completed by the representative:

l, , hereby accept the above appointment. | certify that | have not been
disqualified, suspended, or prohibited from practice before the Department of Health and Human Services (HHS); that | am
not, as a current or former employee of the United States, disqualified from acting as the party’s representative; and that |
recognize that any fee may be subject to review and approval by the Secretary.

lama/an
(Professional status or relationship to the party, e.g. attorney, relative, etc.)
Signature of Representative Date
Street Address Phone Number (with Area Code)
City State Zip Code
Email Address (optional) Fax Number (optional)

Section 3: Waiver of Fee for Representation

Instructions: This section must be completed if the representative is required to, or chooses to, waive their fee for
representation. (Note that providers or suppliers that are representing a beneficiary and furnished the items or services may
not charge a fee for representation and must complete this section.)

I waive my right to charge and collect a fee for representing before the Secretary of
HHS.

Signature Date

Section 4: Waiver of Payment for Items or Services at Issue

Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or services
must complete this section if the appeal involves a question of liability under section 1879(a)(2) of the Act. (Section 1879(a)
(2) generally addresses whether a provider/supplier or beneficiary did not know, or could not reasonably be expected to
know, that the items or services at issue would not be covered by Medicare.)

I waive my right to collect payment from the beneficiary for the items or services at issue in this appeal if a determination of
liability under §1879(a)(2) of the Act is at issue.

Signature Date

Form CMS-1696 (Rev 09/21) 1



INSTRUCTIONS AND REGULATION REQUIREMENTS

Instructions

Name of Party (required): This is the name of the person or entity which has standing to file a claim or appeal (the
name of the person who has Medicare, or the name of the provider or supplier).

Medicare Number or National Provider Identifier (required): This must be completed when the person or entity
appointing a representative has a Medicare number or National Provider Identifier. If not applicable, fill in, “not
applicable”.

All fields in Sections 1 and 2 are required unless noted as optional within the field. See the regulation at 42 CFR
405.910.

Charging of Fees for Representing Beneficiaries before the Secretary of HHS

An attorney, or other representative for a beneficiary, who wishes to charge a fee for services rendered in connection
with

an appeal before the Secretary of HHS (i.e., an Administrative Law Judge (ALJ) hearing or attorney adjudicator review
by

the Office of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, or a proceeding before
OMHA or the Medicare Appeals Council as a result of a remand from federal district court) is required to obtain
approval of the fee in accordance with 42 CFR 405.910(f).

The form, OMHA-118, “Petition to Obtain Approval of a Fee for Representing a Beneficiary” elicits the information
required for a fee petition. It should be completed by the representative and filed with the request for ALJ hearing,
OMHA review,

or request for Medicare Appeals Council review. Approval of a representative’s fee is not required if: (1) the appellant
being represented is a provider or supplier; (2) the fee is for services rendered in an official capacity such as that of legal
guardian, committee, or similar court appointed representative and the court has approved the fee in question; (3) the
fee is for representation of a beneficiary in a proceeding in federal district court; or (4) the fee is for representation of
a beneficiary in a redetermination or reconsideration. If the representative wishes to waive a fee, he or she may do so.
The form, OMHA-118, may be found at: https://www.hhs.gov/sites/default/files/ OMHA-118.pdf

Approval of Fee

The requirement for the approval of fees ensures that a representative will receive fair value for the services performed
before HHS on behalf of a beneficiary, and provides the beneficiary with a measure of security that the fees are
determined to be reasonable. In approving a requested fee, OMHA or Medicare Appeals Council will consider the
nature and type of services rendered, the complexity of the case, the level of skill and competence required in rendition
of the services, the amount of time spent on the case, the results achieved, the level of administrative review to which
the representative carried the appeal and the amount of the fee requested by the representative.

Conflict of Interest

Sections 203, 205 and 207 of Title XVIII of the United States Code make it a criminal offense for certain officers,
employees and former officers and employees of the United States to render certain services in matters affecting the
Government or to aid or assist in the prosecution of claims against the United States. Individuals with a conflict of
interest are excluded from being representatives of beneficiaries before HHS.

Where to Send This Form

Send this form to the same location where you are sending (or have already sent) your: appeal if you are filing an
appeal, grievance or complaint if you are filing a grievance or complaint, or an initial determination or decision if you
are requesting an initial determination or decision. If additional help is needed, contact 1-800-MEDICARE (1-800-633-
4227, TTY users call

1-877-486-2048), or your Medicare plan.

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You also have
the right to file a complaint if you feel you've been discriminated against. Visit https://www.medicare.gov/about-us/
accessibility-nondiscrimination-notice, or call 1-800-MEDICARE (1-800-633-4227) for more information. TTY users can call
1-877-486-2048.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays
a valid OMB control number. The valid OMB control number for this information collection is 0938-0950. The time required to prepare
and distribute this collection is 15 minutes per notice, including the time to select the preprinted form, complete it and deliver it to the
beneficiary. If you have comments concerning the accuracy of the time estimates or suggestions for improving this form, please write to
CMS, PRA Clearance Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850.

Form CMS-1696 (Rev 09/21)



Authorization for Use & Disclosure of Health Information
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Instructions for completing the Member Authorization Form

Print your last name, first name and middle initials

Leon Health policy ID number

Write your date of birth in this format: mm/dd/yyyy

Write your full street address

Write your full, city, state, and ZIP code

Write your daytime phone number (including area code)

Write the full name of the person or entity that you want us to give your information to

Write the full street address of your authorized representative

Write the city, state, zip code of your authorized representative

This section tells us what information you would like us to release

Note the effective date of when this form will be valid. (MM/DD/YYYY)

Note the effective date of when this form will expire. (MM/DD/YYYY)

alaiatalatalalalalalala

Sign your name and put the date on the form. Your name and signature must match
the information in Member Information.

This section should only be filled out if you’re signing as a personal representative,
who has a legal representation, like a Power of Attorney.
(Otherwise this section must be left blank.)

H4286_HIPAAFRM_C




Authorization for Use & Disclosure of Health Information

Leon Health, Inc. « H4286

Member Information
Name of Member: Member ID Number: Birth Date:

Street Address: City, State, Zip:

Telephone Number:

By completing and signing this form, you authorize Leon Health, Inc. to disclose

protected health information to the below individuals, agencies or organizations:

Individual(s)/agency/organization #1: Individual(s)/agency/organization #2:
Street Address: Street Address:

City, State, Zip Code: City, State, Zip Code:

Telephone Number (including area code): | Telephone Number (including area code):

INFORMATION TO BE USED OR DISCLOSED

The following is a specific description of the health information | authorize to be used and/or disclosed:

| specifically request and authorize the disclosure of the following information:
[Check all that apply]

O Mental Health O Medical Records

O Enrollment and Disenrollment Information O Prescription Drugs

O Claim Information O Doctors and Hospital

O Referral/Authorization Information O Developmental Disabilities

O Benefit records O Alcohol and Other Drug Abuse

O Financial O HIV Test Results

O Diagnosis O Other (Specify):

O Treatment

For the following Date(s):
From: To:

H4286_HIPAAFRM_C




Authorization for Use & Disclosure of Health Information

Leon Health, Inc. « H4286

Your rights with respect to this Authorization

Right to Receive Copy of This Authorization - | understand that if | sign this authorization, |
may request a copy of this authorization.

Right to Refuse to Sign This Authorization - | understand that | am under no obligation to
sign this form and that Leon Health, Inc. may not condition treatment, payment, enrollment in a
health plan or eligibility for health care benefits on my decision to sign this authorization except
regarding: a) research-related treatment, b) health plan enroliment or eligibility, c) the provision
of health care that is solely for the purpose of creating PHI for disclosure to a third party.

Right to Withdraw This Authorization - | understand that | have the right to withdraw this
authorization at any time by providing a written statement of withdrawal to the plan’s Member
Services Department. | am aware that my withdrawal will not be effective until received by Leon
Health, Inc. and will not be effective regarding the uses and/or disclosures of my health information
that Leon Health, Inc. has made prior to receipt of my withdrawal statement. | understand if the
authorization was obtained as a condition of obtaining insurance coverage, other law provides
the insurer with the right to contest a claim under the policy or the policy itself.

Right to Inspect or Copy the Health Information to Be Used or Disclosed - | understand that
| have the right to inspect or copy (may be provided at a reasonable fee) the health information
| have authorized to be used or disclosed by this authorization form. | may arrange to inspect
my health information or obtain copies of my health information by contacting Member Services.

Redisclosure Notice: | understand thatinformation used or disclosed based on this authorization
may be subject to re-disclosure and no longer protected by Federal privacy standards.

Expiration Date: This authorization is good until the end date noted on the previous page, or if
none noted, it is valid indefinitely unless | withdraw the authorization in writing.

By signing this authorization, | am confirming that it accurately reflects my wishes.

Signature Member/Legal Rep: Date:

H4286_HIPAAFRM_C




Authorization for Use & Disclosure of Health Information

Leon Health, Inc. « H4286

Important Note:

* This space is only for the signature of the member or their legal representative. If you
are not the member’s legal representative, do not complete the following section.

» If you are authorized to access the member’s health information but are not their legal
representative, do not complete this section.

Section for Legal Representatives Only:

+ If you are the member’s legal representative (e.g., you have Power of Attorney), complete the
following information and attach the corresponding documentation.

O Check here if you are signing as a legal representative and fill out the blank spaces
below. Please attach the corresponding documentation (e.g., Power of Attorney). This
applies only if the person signing above is not the Leon Health member.

Personal Representative’s Information:

Name: Relationship to Member:

Street Address: City, State, and Zip-Code:

Telephone Number (including area code):

ATENCION: Si usted habla espafiol, los servicios gratuitos de asistencia lingiiistica estan
disponibles para usted. También estan disponibles de forma gratuita ayudas y servicios auxiliares
apropiados para proporcionar informacion en formatos accesibles. Llame al 1-844-969-5366
(TTY:711) o hable con su proveedor.

H4286_HIPAAFRM_C




Form Approved
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Multi-Language Insert
Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our
health or drug plan. To get an interpreter, just call us at 1-844-969-5366. Someone who speaks
English/Language can help you. This is a free service.

Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta
que pueda tener sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete,
por favor llame al 1-844-969-5366. Alguien que hable espafol le podra ayudar. Este es un ser-
vicio gratuito.

Chinese Mandarin: B 1IRER TN RRS , BHEBES X TRESHYRIENE
5% 8], MREEE W IZRS , BHE 1-844-969-5366, RATWPF X TI/EARR
REBYE, XR-—MEERS.

Chinese Cantonese: ,d‘\ﬂ?kﬁﬂ’ﬂi)?j@:%ﬁﬁ AEEFE M » BtRMIEHERE
RENRE ARTS - ANTRENREARES - SEERE 1-844-969-5366 © HIEPAIABAIRES
RiRtER) - 35 E—IE%EHE%% °

Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang
mga katanungan ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makaku-
ha ng tagasaling-wika, tawagan lamang kami sa 1-844-969-5366. Maaari kayong tulungan ng
isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.

French: Nous proposons des services gratuits d’interprétation pour répondre a toutes vos
questions relatives a notre régime de santé ou d’assurance-médicaments. Pour accéder au ser-
vice d’interprétation, il vous suffit de nous appeler au 1-844-969-5366. Un interlocuteur parlant
Francais pourra vous aider. Ce service est gratuit.

Vietnamese: Chung t6i c6 dich vu théng dich mién phi dé tra 1&i cac cau hdi vé chuong strc
khde va chuong trinh thuéc men. Néu qui vi can théng dich vién xin goi 1-844-969-5366 sé c6
nhan vién noi tiéng Viét gitp d& qui vi. Day la dich vu mién phi .

German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Ge-
sundheits- und Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-844-969-5366. Man
wird Ihnen dort auf Deutsch weiterhelfen. Dieser Service ist kostenlos.

Korean: S Al O|& B FF= &E H&of st 2ZZ0o| &6l E|TX F2 S84
MHIAE FE5t0 O'ELIEI-. £ MH|IAE 0| o|‘E=|E'=| §+ 1-844-969-5366 HS

Ol FHAI. B=Z0{E st= HE A7 =of E2 ARlL|Ct o] MH|A= F
=22 4=}

OOI

0

Form CMS-10802
(Expires 12/31/25)



Form Approved
OMB# 0938-1421

Russian: Ecnn y Bac BO3HUKHYT BONPOCbI OTHOCUTENBHO CTPaxXOBOro UMM MeOUKaMEeHTHOro
nnaHa, Bbl MOXXeTe BOCMNOMb30BaTbCA Hawmnmm 6ecnnatHbiMK ycryramm nepeBoavmkoB. YTobbl
BOCIMOMb30BaTbCA yCryraMun nepeBoaynka, no3BoHUTE HaM no tenedoHy 1-844-969-5366. Bam
OKaXeT MOMOLLb COTPYAHMK, KOTOPLIN rOBOPUT NO-pycckn. [laHHas ycnyra 6ecnnartHas.

AW Jsaa 5l Aaally (3l Al (gl (e Ala Dl Aol (5 5l aa jial) Cilads o0 L) : Arabic
wadd o st 1-844-969-5366 e L Juai¥ (5 5w dlle Ll o5 6h ax jia e J paall Ll
Aailae dedd sda e liay 4w jall Gaaty La

Hindi: §R FIHT I1 1 1 IS & TR F $71ueh P11 41 QR & 19 & & A §AR
uTH ﬂTﬁrﬁTﬂ?ﬂEdwqug Qe GHTHAT QYT 3 B AN, I &9 1-844-969-5366 T
GBI L. 1S G ST BET TTord & ST 7aG BT T 8. T Ueb Jhd Il 2.

Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande
sul nostro piano sanitario e farmaceutico. Per un interprete, contattare il numero 1-844-969-
5366. Un nostro incaricato che parla Italianovi fornira 'assistenza necessaria. E un servizio
gratuito.

Portuguese: Dispomos de servigos de interpretacdo gratuitos para responder a qualquer
questao que tenha acerca do nosso plano de saude ou de medicag&o. Para obter um intérprete,
contacte-nos através do numero 1-844-969-5366. Ira encontrar alguém que fale o idioma Por-
tugués para o ajudar. Este servigo € gratuito.

French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen kon-
sénan plan medikal oswa dwog nou an. Pou jwenn yon entéepret, jis rele nou nan 1-844-969-
5366. Yon moun ki pale Kreyol kapab ede w. Sa a se yon sévis ki gratis.

Polish: Umozliwiamy bezptatne skorzystanie z ustug ttumacza ustnego, ktéry pomoze w uzys-
kaniu odpowiedzi na temat planu zdrowotnego lub dawkowania lekow. Aby skorzysta¢ z pomocy
ttumacza znajgcego jezyk polski, nalezy zadzwoni¢ pod numer 1-844-969-5366. Ta ustuga jest
bezptatna.

Japanese: H#NRE BRRREEF LAETSVICHITHIEBICEEATA Y L’_‘ i3
BOBRY—EAN BN EITIETVET, BRREZHDICESDIZIE 1-844-969-5366 ICHE
<KEEVW, BAFZFIA B NI XBEVELET, chiFEROY—EARATT,
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Your Plan

PLAN NAME:

Effective Date:

Premium:

Deductible:

Electronic Enrollment Confirmation #:




