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STEP 1
Login to SunFire:
https://ca.sunfirematrix.com/sunrise/login/next=%2Fsunrise%2Fportal%2Fconsole
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{i SunFire

Lagin Io Your Account
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STEP 2
Click on Quote & Enroll:

Quick links
Search contacts 513 Quote & Enroll = Send a scope [ ‘ Reporting 2
Contacts for last 30 days View all for last 30 days View older contacts Enroliments for the last 30 days

J L Q 2 Successful o 0 Incomplete

Last name starts with

First name Last name Disposition Action Resources
Etta Jardine Enrolled

Messages
Melida Leon Enrolled


https://ca.sunfirematrix.com/sunrise/login/next=%2Fsunrise%2Fportal%2Fconsole
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STEP3

Creating a Customer Profile:

1]

CUSTOMER PROFILE @ Add information

Il

Add contact (optional)

ZIP code

33186 View all plans b

Please select the plan types to discuss with the customer:

Medicare Advantage/Part D
Part D

Medicare Supplement
Medicare Advantage

Special Needs

1.Enter Member Zip Code
2.Click on View all plans
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Choosing a plan for the member:

PLANS FOR 33186 4 resurs)

B List b3 Xeray Sort

Monthly premium ~  Year 2021 2022 Time period  Annual ~ (& Costs = Benefits

’ Plan type

Medicare Advantage/Part D
Part D

Medicare Supplement
Medicare Advantage
Special Needs

Filler by

Plan features
Five star rating
Part B give back

Vision coverage
Hearing ¢

Company
Humana Inc
Lasso Healthcare
UnitedHealthcare

Premum
Under $20

Policy type

RPFPO

\

AARP Medicare Advantage Patriot (Regional PPO)

Max. out-of-pocket. $6,700 (in-network) / $10,000 (combined)
Medical deductible. $0

&, Doctors accepting patierts

Compare / Email Quole

HumanaChoice R5826-018 (Regional PPO)

Max out-of-pocket 7,660 (in-network) / $10,000 {combined)
Medical deductible: $1,300 for In-Network and Out-of-Network Services per year

&, Doctors accepling patient

Compare / Email Quote

Lasso Healthcare Growth Plus (MSA)

Max. out-of-pocket. Not available

Medical deductible. $0

$0.00

Monthly premium
$50.00

$0.00

Monthly premium

$0.00

Monthly premium

& No de

"D Unknown visi

InitedHealthcare R0758-002-000
srdrdrdr ey 3.5 out of 5 stars (2021 plan year)

$0

Estimated annual costs

Humana R5826.018-000
S A fr ey 35 out of 5 stars (2021 plan year)

$0

Estimated annual costs

Lasso Healthcare H1924-004-000

Star Rating. Plan 100 new io be measured

$0
Estimaled annual costs

1. The left side panel allows you to filter by Plan Features, Company, Premium.
2. Click on ENROLL to enroll the member in the chosen plan.
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STEP 5

Demographics Section:

Add applicant infermation

T hagin enreling, plsass prmvids this mpatant infomssen. Youl ke abis i redes yaur infamaten, befors susmting yaur applisAon

=idential address - P.O. Box not allowed. Physical address required.*

AptiUnit!' Suite

If the member's mailing
= your maling address different fiom your permanent resdential adiress? addreSS |S the same as
their home address click
no, if it is not, click yes.

| Summary of Benefits

1.Enter the member demographics.
2.*Important™ The member phone number is a MANDATORY field.

3.DO NOT check mark for electronic material.
4.Click Continue.
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STEP 6

Medicare Information:

Add your Medicare information

Check your Medicare cand or your letter from the Social Security Administration or Railnoad Retirsment Board

_'.{4 MEDICARE HEALTH INSURAMNCE
o,

RamoiMombes

JOHN L SMITH

Madiciei Nimbir Namera d@ Midicars

1EG4-TE5-MK72

Entitled totCon derechs & Coverage stats Cobetins et

HOSPITAL (PARTA) 03-01-2016
MEDICAL (PARTB) 03-01-2016

You must have Medicare Part A and Part B fo join a Medicare Adfnte plan

Name (as it appears on your Medicare card)

Medicare number®
Hmt. Do not enter dashes

Hospital (Part AY

Medical (Part B)®

1.Enter name of the member (*IMPORTANT* enter the name exactly as it
appears in the Medicare ID card)

2.Add Medicare ID (*IMPORTANT* Medicare ID numbers are no longer the
member social security with a letter, please see image above for example)

3.Enter the Part A and Part B coverage date (see example card)
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Provider information

]
[
. Humana sirongly recommends thar 2l medical phan applicants inciude ther primary care physician's (PCF) information below A pimany care
: plysscian i usually the doctar you'll contact firsd for genesal, ¢ R salih sses and roubne checkups . If you ane apphandg lor an HMO plan
or 3 plan that requires a PGP, then you must complete this se zase ses yaur Summary of Benafrs to determiing if your plan requires a PCE
[0 you wish fo specify a primary care physican (PCF) now?* h
D Yes Mo
PCP D¢ PCP name®
4 11iH0s CARLOS PEREZ
Eda Edil your docko
Are you currently a patient of this provides 7
Yes i@ Mo

Other information (optional)

Language preference Accessible language format

* - Large print - h

=] Summary of Benefis

. s CC—

4. Click “YES” to select PCP now (*Reminder - If you do not select PCP at the
time enrollment, the carrier will select the PCP for the member)

5. Enter name of PCP and PCP ID. Yes or No if the member is already a
patient of the PCP

6. Enter prefer language of the member

7. Under accessible language format - Select Large Print

8. Click continue
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STEP7

Confirmation of Enrollment Period:

=)

1. If you enroll in a Medicare plan outside AEP, check the statement that
applies to you.

| was affected by an emergency or major disaster (as declared by the Federal Fmergency Management Agency (FEMA) or by 2 Federal|
state orlncal government entity. One of the ather statemeants here applied to me. hut | was unable to make my enroliment request because
af the: disaster

I'm leaving emplayer or union coverage
| recently moved outside of the senvice area for my current plan or | recently moved and this plan is a new option for me.
1 am enrolling n a &-slar Medicane plan.

| recently had a change in my Extra Help paying for Medicare prescription dnsg coverage (new got Extra Help, hac & change in the level of
Extra Help, or lost Extra Help).

| recently had a change in my Medicaid (newly got Medicaid, had 2 change in level of Medicaid assistance, or lost Medicaid)

I belorg 1o a pharmacy assiziance program provided by my slale, o | am losmg o recenly lost participaton in such a program.

I recently involuntarily lost my o bl prascrption drug coverage

| was enrolled in & plan by Medicare {or my state) and | want to choose a different plan

I recently moved aut of a long-term care facilty, like & nursing home or a rehabilitation hospital

| lost my Special Needs Plan becavse | no longer have a condition required for that plan

Iy plan iz ending its contract with Medicare

| live im & long-term care facility, like & nursing homes of & rehabilitation haspital

I recently retumed to the United States after living permanantly cutside the US

I'm in 2 plan that's had a star rating of less than 3 stars for the last 3 years. | want to join 2 plan with a star rating of 3 stars or higher.
I recently oblanned lawdul presence stalus in the Uriled States.

| recently was released from incarceration

I recently "left’ a Programs of All-inclusive Care for the Elderly program.

I'm in & plan that was recently taken aver by the state because of financial issues. | want 1o switch ta another plan.

Other
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Please indicate your proposed effective date of coverage”™

M 2021 h

Effective dates are based on the ensallmen period you're using o ennoll and the Centers for Madicare & Medicad Services' reguiations. Uinbess you
are naw o Medcare or are ebqible lor a Specal Electon Penod (SEF), vour effective date will be January 1. Humana cannod guarantee the eflechve

date you've requested will be hononed

Additional questions

Some peogle may have other drug coverage, including private insurance, TRICARE, Federal Employees Healh Benefits coverage, WA banefits, or
State Phamaceutical Assrstance Frograms. Will you have other presonpon drug coverage m addibion io this plan for which you ame applying 7

Yes (@ Mo h
Once enmolled, will you or your spouse work?

Yes (@ No h

Crher than Medicare or Medicaid, will you have any other insurance that covers medical senaces when thes plan becomes effective?”

Yes N@

2. Please indicate your proposed effective date of coverage
3. Additional Questions

o Question 1 - Answer NO

o Question 2 - Answer NO

o Question 3 - Answer NO
If the member is enrolling in a Dual plan for Medicare/Medicaid then there will be an additional
question below question 3. Answer Yes to those questions and enter the 10 digit Medicaid
number.
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Payment information

The standard monthly premum for Humana Gold Plus H1036-054C (HMO) 1s $0.00

You may pay your monthly plan premium and/or late enrollment penalty wia automabic deduction from your bank account (ACH), Seaal Security
Administration (S5A) or Railroad Retirement Board (RRB) benefit check. You may also choose 1o pay by mail using a coupon boolc If you do not
select a payment option below you may be defaulted to coupon book

Please select a premium payment option™

Coupen book h

You can visit humana comipay to make your monthly premium payments online. If you have selected Coupon Book as your payment option, you can
pay as far in advance as you ke You can atso log in to youwr secure MyHumana account (click if you havent signed up yet) or download the
MyHumana app to take advantage of other premium related services.

[E] Summary of Benefits

o Ee—

4. Select payment option
o Select Coupon book or Monthly bill if coupon book is not
available.
5. Click Continue.
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STEP 8

Review Application:

Review your application

Before you sign and complete your enroliment applicaticn, please take a few minutes to look over the information you pravided to be sure it's correct.

Thank youl

First name Rita
Last name Montes
Date of barth 10-25-1885
Gender Female
Phone number {788) 000-0000
Primary address G

Miami, FL 33183

|= your mailing address different from your permanent residential addrass? No
Medicare number L
Hespital (Par A) 10-01-2012
Medical {Part B) 10-01-2012

Primary care physician

Language preference (Oplianal)

Alternate language format (Optional)

ID: Carlos Perez
Name: 123456

Current patient: No
English

Large print

Special Election Period  I'm in a plan that was recently taken over by the state because of financial issues. | want to switch to anether plan.

Please indicate your proposad effective date of coverage 11-01-2021
Wil you have any cther prescription drug coverage when this plan becomes effective? Neo
Cnice enrollad, will you or your spouse work? MNe
Oher than Iedicare or Medicaid, will you have any ather insurance that covers medical services when this plan No

becomes effective?

1.In this section, double check that all the information entered is
correct.
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STEP 9
Agreements:

Agreements

‘You must read the disclosures below and check the bo to confirm you have done so

Yiour response o his lormas voluntary. However, failure Lo respond may alfect enroliment in te plan.
The infarmation on this enrollment form is comect to the best of my knowledge. | understand that if | intentionally provide falss information
an this form, | will be disenralled from the olan

wian my CareOng PLUS (HMOD) coverage begens
S S S

i L

must ged all ol ry medczl and preschpbon diug benenls from
b i B i e e PV e B LI S ke

| acknowdedge that | have read the above information and understand the conbents of the application.”

Selart the srenarin that descrbes who will be completing the application *

Enrclles Aulbonzed regresenlalive

Sign and submit your application

e-Signalure (customer present)
Signature pad eI pr 1t

Send e-Signabue request [oestomer on phaone)
Beneficiany ar Autherzed Repressntative Signature and Signature Date

Signature” Signalure date
10-12-2021

1.Check the box - | acknowledge that | have read the above information
and understand the contents of the application.

2.Check the Select the scenario that describes who will be completing
the application. Answer is ENROLLEE

3.Sign and Submit - If the member is available, then member should
sign using signature pad, if not possible then

4.Agent should selecta E-signature and type in the member’s name.

5.Click Submit

*Once the application is submitted, you have the option of printing the
application or saving a PDF file on your computer.
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STEP 10
Scope of Appointment:

Quick links

Enrolliments for the last 30 days

Contacts for last 30 days View allfor 1ast 30 days
o 2 essfu 0 0 Incomplete
Last name stasts wilh
Firstname Lastname Disposition Action Resources
Eta Jardine Enrolled H —
Messages
Melida Leon Envolled H

starding of whir vl b dis

d hatwozn the ageat ard the f encficiary jor ther auth

Pleasa ehack the type of product(s) you want the agent to discuss.

edira Tor prcwue] Ly disscziplions)

and-alone: Meticare Prescripion Orug Flans (Pan D)

Medicare Advantage Flans (Fat C) and Cost Plars
DentaiWisian'Hearing Products.

Heespitad Indamnity Products

Medizare Supplement (Medigag) Froduds

@ types of produsts you indicated above. Please nete, the parson wao will dizcuss the products iz enher amploye:
phan

cantracted by a hseicans plan. They do ng; vark drectly for the feders
1l Thi

siing lhis yeau oot s len, sl yooon cunet smalkvenl o snel yo i s Medias phn

To be completed by Agent:

Agent name: Agent phane
YENY MENACHD Mear:

1.0n the main page locate the member and next to member’s name (to
the right), click on the 3 dots and select SCOPE OF APPOINTMENT

2.Click on Complete Scope.

3.Agent to complete the member’s address again.
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Iitiaal mesthod of contact (Indicate: here i beneficary was a walk n
Wk i

ive Signature and Signature Date;

If you are the suthorized representative, please sign above and print bel

Stand-alone Medicare Frescripiion Drug Plans (Part D)
Madicars Prescription Drug Plan (PDP) - A stand-alone drug plan that adds prescription drug coverage to Onginal Medicare, scme Medicare Cost plans, some Medicare Private Fee-for-Service plans, and Medicare Medical Savings Account plans.

Medicare Advantage Plans (Part €} and Cost Plans

4. In the section: Initial method of contact: (Indicate here if beneficiary
was a walk in.) - Type WALK IN
5. Plan(s) the agent represented during this meeting: Type the member’s
chosen plan name only (do not plan #)
6. Type the date of the appointment.
7. Agent, if the form was signed by the beneficiary at the time of
appointment, provide explanation why SOA was not documented prior to
meeting: Type the following:

"MEMBER WAS NOT AVAILABLE PRIOR TO MEETING"
8. Member must sign at the bottom of the form.
9. Click Save Signature.
10. Click save again, then you will be directed back to mail page.
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-

Start scope of appeintment

@ U load scope

Seope of appeintments

Type Appointment date Date sent Date signed Diate agent signed Completed View Personal code Sign

11. Once at the page, the agent needs to click on SIGN to complete the
scope of appointment. This is found to right of the member’s name.



