
 

             

 

   
  

   

              

  

 

 

 

 

 

 

Medicare Prescription Payment Plan 
participation request form 

The Medicare Prescription Payment Plan is a voluntary payment option that works with your current drug 
coverage to help you manage your out-of-pocket Medicare Part D drug costs by spreading them across the  
calendar year (January-December).  This payment option may help you  manage your expenses, but it  

doesn’t save you money or lower your drug costs. 
This payment option might not be the best choice  for you if you get help paying for your prescription drug costs  
through programs like Extra Help from  Medicare  or  a State Pharmaceutical Assistance Program (SPAP). Call 

your plan for more information.  
Complete all fields unless marked optional 

FIRST name: LAST name: MIDDLE initial (optional):    

Medicare Number:   - -

Member  ID  Number:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ RxGroup Number: 

Birth date: (MM/DD/YYYY)  
(_____/_____/______) 

Phone number:  
( ) 

Permanent  residence street address  (don’t  enter a P.O.  Box  unless you’re experiencing homelessness):  

City:  County (optional):  State:  ZIP  code: 
Mailing address, if different from your permanent  address (P.O.  Box allowed):  
Address:                                                                              City:        State:  ZIP  code:  

Read and sign below  

• I understand this form is  a request  to participate in the Medicare Prescription Payment Plan.  Health Net 
Seniority Plus Employer  (HMO)]  will contact me  if they need more information.  

• I understand that signing this form means that  I’ve read and understand the  form and the attached terms  and
conditions.

• Health Net Seniority Plus Employer  will send me a notice to let me know when my participation in the 
Medicare Prescription Payment Plan is active. Until then, I understand that I’m not a participant in the 
Medicare Prescription Payment Plan. 

Signature:  Date:  
If you’re completing this form for someone else, complete the section below. Your  signature certifies that  
you’re authorized under  State law to fill out this participation form and have documentation of this authority 
available if Medicare asks for it.  

Name:  Address (Street, City, State, ZIP code):  
 

Phone number:  (  ) Relationship to participant:  

How to submit this form  

You can also complete the participation request form online at https://www.express-scripts.com/mppp or call us  
at  1-833-750-9969  to submit your request via telephone.  

CRP1302805A LT28053E  H0562_CNC_165477E_C Internal Approved 08282024 
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https://www.express-scripts.com/mppp


  
  

   
   

  
   

 
 

 
  

 
  

 
   

 
   

    
 

  
  
    

  

    
  

 
  

 
     

 
    
  

  
    

  
   

 

  
  

  
 
  

 
    

   

Submit your completed form to: 
Express Scripts MPPP 
P.O. Box 801101 
Kansas City, MO 64180-1101 

If you have questions or need help completing this form, call us at 1-833-750-9969, 24 hours a day, 7 days a 
week. TTY users can call 1.800.716.3231. 

TERMS AND CONDITIONS:   
Upon acceptance into the Medicare Prescription Payment Plan: 
• We will inform your pharmacy that you’re using this payment option, which will apply only to Medicare 

Part D covered drugs that are processed after your election is confirmed. 
• When you fill a prescription for an eligible drug, you will pay zero dollars at the pharmacy, but you will still 

be responsible for your cost share of the drug associated with your Medicare Part D benefit under your plan. 
• You will receive a monthly invoice for the amount you owe, when it’s due, and information on how to make 

a payment. 
• Your payments may change every month because your monthly bill is based on what you would have paid 

for any prescriptions you get, plus your previous month’s balance, divided by the number of months left in 
the year. However, you’ll never pay more than the total amount you would have paid out of pocket or the 
total annual out-of-pocket maximum. 

• If you miss a payment, you will receive a reminder notice. If you don’t pay your bill by the date listed, you 
will be removed from this payment option. However, you are required to pay the amount you owe, and you 
may not be able to elect back into this payment option. 

• You can leave this payment option at any time without affecting your Medicare drug coverage and other 
Medicare benefits. 

• You can do this by selecting Opt-out through the website or calling the phone number listed on the back of 
your member ID card. However, after you opt out, you will receive an invoice each month for the amount 
you owe until your balance is paid. 

• You’ll pay the pharmacy directly for new out-of-pocket drug costs after you leave this payment option. 
• Participation in this payment option will automatically make you eligible for important relevant emails. 
• If you are disenrolled from your Medicare Part D plan for any reason, or you enroll in a new plan with drug 

coverage, your participation in this payment option will end. However, you will continue to receive a 
monthly invoice for the amount owed until your balance is paid in full. If you enroll in a new plan with drug 
coverage, you may be able to rejoin the Medicare Prescription Payment Plan by contacting your new plan. 

• While this payment option helps to manage your costs, it doesn't lower your costs. If you have limited 
income or resources, you can learn more about programs to help lower drug costs by visiting Medicare.gov.  

• If you have a concern, you have the right to follow the grievance process found in your Member Handbook 
or Evidence of Coverage. 

• Express Scripts is administering this program on behalf of your Medicare Part D plan. If your address is 
different than what is on the form, you will need to work with your plan to update your address. 

• If you suspect that your account or password has been compromised, please notify Express Scripts. 
• Express Scripts works with a third-party supplier to offer the Medicare Prescription Payment Plan, including 

providing a website to view your account, schedule and make payments, and review payment history. 
• I understand that my plan, Express Scripts and other third parties on behalf of them may contact me, by 

phone or text at the phone numbers I provide in conjunction with my coverage. I acknowledge these calls or 
text messages may be delivered using an automated system. I understand I can opt out of calls and texts 
related to the Medicare Prescription Payment Plan by contacting Express Scripts or my health plan at any 
time. 

https://Medicare.gov


Notice of Availability of Language Assistance Services and Auxiliary Aids and Services

ATTENTION: If you speak a language other than English, free language assistance services are available 
to you. Appropriate auxiliary aids and services to provide information in accessible formats are also 
available free of charge. Call 1-800-275-4737 (TTY: 711).

Español ATENCIÓN: Contamos con servicios de asistencia lingüística que se encuentran disponibles para 
usted de manera gratuita. También se encuentran disponibles de manera gratuita ayudas y servicios 
auxiliares adecuados para proporcionar información en formatos accesibles. Llame al 1-800-275-4737 
(TTY: 711).

简体中文 注意：我们为您提供免费的语言协助服务，同时也可免费提供适当的辅助设施与服
务，以便提供无障碍格式的信息。请致电 1-800-275-4737（TTY：711）。

繁體中文 注意：我們為您提供免費的語言協助服務，還免費提供適當的輔助工具和服務，以無
障礙格式提供資訊。請致電 1-800-275-4737 (TTY：711)。

Tagalog ATENSYON: May mga libreng serbisyo ng tulong sa wika na available para sa inyo. Available din 
nang libre ang mga naaangkop na karagdagang tulong at serbisyo para makapagbigay ng impormasyon 
sa mga accessible na format. Tumawag sa 1-800-275-4737 (TTY: 711).

Tiếng Việt LƯU Ý: Chúng tôi có cung cấp dịch vụ hỗ trợ ngôn ngữ miễn phí. Các dịch vụ và 
trợ giúp bổ trợ phù hợp để cung cấp thông tin ở các định dạng có thể truy cập cũng được 
cung cấp miễn phí. Gọi 1-800-275-4737 (TTY: 711).

한국어 주의: 무료 언어 지원 서비스를 이용하실 수 있습니다. 정보 제공을 위해 적합한 보조 
도구 및 서비스 또한 액세스 가능한 형식으로 무료 이용이 가능합니다. 1-800-275-4737 
(TTY: 711)번으로 전화해 주십시오.

فارسی توجه: خدمات کمک زبانی رایگان برای شما دردسترس است. ابزارها و خدمات کمکی مناسب برای ارائه اطلاعات در 
قالب های قابل دسترس نیز به صورت رایگان ارائه می شوند. لطفاًً با شماره TTY: 711( 1-800-275-4737( تماس بگیرید.

دری توجه: خدمات رایگان کمک  زبانی برای شما فراهم است. وسایل و خدمات کمکی مناسب برای ارائه اطلاعات به شکل قابل 
دسترس نیز به طور رایگان در دسترس می باشند. لطفاًً با شماره 1-800-275-4737 (TTY: 711) تماس بگیرید.

العربية انتباه: تتوفر لك خدمات مساعدة لغوية مجانية. تتوفر كذلك مجانًاً مساعِِدات وخدمات إضافية ملائمة لتزويد المعلومات 
.)711 :TTY( 1-800-275-4737 بتنسيقات قابلة للوصول إليها. اتصل على الرقم

हिं�ंदीी ध्याान दंें: आपकेे लि�ए निः�ः शुुल्क भााषाा सहाायताा सेेवााएंं उपलब्ध हंैं. एके्सेस करनेे योोग्य फ़ॉॉरे्मेट मंें जाानकाारीी 
प्रदाान करनेे केे लि�ए उपयुुक्त सहाायक सााधन और सेेवााएंं भीी निः�ः शुुल्क उपलब्ध हंैं. 1-800-275-4737 (TTY: 711) 
पर कॉॉल करें.
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Հայերեն ՈՒՇԱԴՐՈՒԹՅՈՒՆ. Դուք կարող եք օգտվել անվճար լեզվական ծառայություններից: 
Անվճար հասանելի են նաև  համապատասխան օժանդակ միջոցներ և ծառայություններ՝ 
մատչելի ձևաչափերով տեղեկություններ տրամադրելու համար։ Զանգահարեք 1-800-275-4737 
(TTY՝ 711)։

Русский ВНИМАНИЕ! Вам доступны бесплатные услуги языковой поддержки. Вы также можете 
бесплатно получить соответствующие вспомогательные средства и услуги, направленные на 
предоставление информации в доступных форматах. Позвоните по номеру 1-800-275-4737 
(TTY: 711).

ਮੁੁਫ਼ਤ ਭਾਾਸ਼ਾਾ ਸਹਾਾਇਤਾਾ ਸੇੇਵਾਾਵਾਂਂ� ਤੁੁਹਾਾਡੇੇ ਲਈ ਉਪਲਬਧ ਹਨ। ਪਹੁੰੰ�ਚਣਯੋੋਗ ਫਾਾਰਮੈੈਟਾਂ �ਂ ਵਿੱ�ਚੱ ਜਾਾਣਕਾਾਰੀੀ ਪ੍ਰਰਦਾਾਨ ਕਰਨ ਲਈ 
ਢੁਕੁਵੇਂ ਂਸਹਾਾਇਕ ਸਾਾਧਨ ਅਤੇ ੇਸੇੇਵਾਾਵਾਂਂ� ਵੀੀ ਮੁੁਫ਼ਤ ਵਿੱ�ਚੱ ਉਪਲਬਧ ਹਨ। 1-800-275-4737 (TTY: 711) ‘ਤੇ ੇਕਾਾਲ ਕਰੋੋ। 

日本語 注意：言語支援サービスを無料で提供しています。情報をアクセシビリティに対
応した形式で提供する各種補助支援およびサービスも無料です。1-800-275-4737 (TTY: 711) 
にお電話ください。

Français REMARQUE : des services d’assistance linguistique gratuits sont à votre disposition. Des 
services et aides pour obtenir des informations dans des formats accessibles sont également 
disponibles gratuitement. Appelez le 1-800-275-4737 (TTY : 711).

Français cadien COMMUNIQUE: Des services d’aide linguistique sans frais sont à votre disposition. 
Des aides et services auxiliaires appropriés pour fournir des informations en formats accessibles sont 
également proposés sans frais. Composez le 1-800-275-4737 (TTY : 711).

Iloko PALIIWEN: Adda dagiti libre a serbisio a tulong iti pagsasao. Dagiti maitutop a katulongan  
ken serbisio a mangipaay iti impormasion kadagiti nalaka a maawatan a pormat ket libre met a  
magun-odan. Tawagan ti 1-800-275-4737 (TTY: 711).

Gagana Sāmoa FA‘AALIGA: O lo’o avanoa fua ia te oe auaunaga fesoasoani i le gagana. E avanoa fo‘i fua 
fesoasoani ma meafaigaluega talafeagai e tu’uina atu ai fa’amatalaga i auala faigofie ona malamalama 
ai. Vala’au 1-800-275-4737 (TTY: 711).

ʻŌlelo Hawaiʻi HOʻĀKAKA: Loaʻa iā ʻoe ke kōkua manuahi no ka unuhi ʻōlelo. Loaʻa pū kekahi mau 
pono kōkua kūpono a me nā lawelawe e hāʻawi ai i ka ʻike i nā ʻano ʻano hiki ke kiʻi ʻia, me ka uku ʻole. 
Kelepona i 1-800-275-4737 (TTY: 711).

Português ATENÇÃO: estão disponíveis serviços de assistência gratuitos no seu idioma. Também estão 
disponíveis apoios auxiliares e serviços adequados que oferecem informações em formatos acessíveis e 
sem custos. Ligue para 1-800-275-4737 (TTY: 711).
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