CarePlus

HEALTH PLANS.

2026 Enrollment Form

Please follow these easy steps to become a CarePlus Medicare Advantage plan member.

Have your Medicare card ready

Please print clearly and fill out the entire form. Write the
information exactly as it is on your Medicare card.
Each individual who applies must fill out a separate form.

Note: All fields that are both *asterisked and underlined
are required. Non-required fields are optional. You cannot be
denied coverage if you do not complete them.

Sign and date the Enroliment Form

This form is not complete until you sign it. If you do not
complete and return this form on time, we may have to deny
your enrollment. If someone is authorized to complete this
form for you, they must sign it. This person must provide their
legal proof of authorization if requested.

Please do not send multiple enroliment forms
for the same plan and effective date.

If you have questions, please call the Member Services
Department at 1-800-794-5907. If you use a TTY, call 711.
We're available seven days a week, 8 a.m. - 8 p.m. However,
please note that our automated phone system may answer
your call on holidays and during weekends. For 24-hour service,
visit us at CarePlusHealthPlans.com.

Read this important
information

Before you sign, please
read this entire Enrollment
Form to make sure you
understand the
information provided.

Electronic
enrollment options

Have you considered
enrolling online at
CarePlusHealthPlans.com
instead?

It is a fast, secure,
and easy way to apply.

S<

You may mail this Enrollment Form to:
P.O. Box 14309

CarePlus Enrollment Forms

Lexington, KY 40512-4309

Or fax this Enrollment Form to: 877-889-9923

L|j.J Note: Please use the Fax Cover Sheet on the back of this page.
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http://CarePlusHealthPlans.com
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CarePlus

HEALTH PLANS.

Fax Cover Sheet
Date:
To: CarePlus Enrollment
Fax Number: 877-889-9923

Number of Pages (Including Cover Sheet):

From (First and Last Name):

Agent ID # (SAN) - if completed by an agent:

Phone Number:

Fax Number:

Before you fax this Enroliment Form, please make sure all required fields
(*asterisked and underlined) are completed clearly and legibly.

Message:

This facsimile contains privileged and confidential information intended only for the use of the addressee(s)
named above. If you are not the intended recipient of this facsimile or the employee or agent responsible for
delivering it to the intended recipient, you are notified that any dissemination or copying of this facsimile is
strictly prohibited. If you have received this facsimile in error, please notify us by telephone and return the
facsimile to us at the below address by mail.

PO. Box 14309, Lexington, KY 40512-4309
If you have questions, please call the Member Services Department at 800-794-5907. If you use a TTY,
call 711. We're available seven days a week, 8 a.m. - 8 p.m. However, please note that our automated
phone system may answer your call on holidays and during weekends. For 24-hour service, visit us at
CarePlusHealthPlans.com.


http://CarePlusHealthPlans.com

Notice of Non-Discrimination

CarePlus Health Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate or
exclude people because of their race, color, religion, gender, gender identity, sex, sexual orientation, age,
disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital
status, language, health status, or need for health services. CarePlus Health Plans, Inc.:

* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and
services to communicate effectively with us, such as:

- Qualified sign language interpreters

- Written information in other formats (large print, audio, accessible electronic formats, other
formats)

* Provides free language assistance services to people whose primary language is not English, which
may include:

- Qualified interpreters

- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services contact
800-794-5907 (TTY: 711). If you believe that CarePlus Health Plans, Inc. has not provided these services
or discriminated on the basis of race, color, religion, gender, gender identity, sex, sexual orientation, age,
disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital
status, language, health status, or need for health services, you can file a grievance in person or by mail
or email with CarePlus Health Plans, Inc. Non-Discrimination Coordinator at PO. Box 14618, Lexington,
KY 40512-4618, 800-794-5907 (TTY: 711), or Accessibilityl@CarePlus-HP.com. If you need help filing a
grievance, CarePlus Health Plans, Inc’s Non-Discrimination Coordinator can help you.

You can also file a complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

* US. Department of Health and Human Services, 200 Independence Avenue, SW., Room 509F, HHH
Building Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

CarePlus

HEALTH PLANS.

This notice is available at CarePlusHealthPlans.com/NDN.

GHHNDNZ2026CP


http://CarePlusHealthPlans.com/NDN

Notice of Availability - Auxiliary Aids and Services Notice

English: Free language, auxiliary aid, and alternate format services are available. Call
1-800-794-5907 (TTY: 711).
1-800-794-5907 0 e Juail Ulae Jiadl il 5 48l e busal) 5 421l cladd Jd 535 :[Arabic] 4xall
(711 :ail) i)
3wytnpbu Armenian: 3wuwltih B wuydwp |Gauywu, wowygdwl W wjpuinpwlpwihl dlwswithh
dwnuwjnipyntlutn: 2wugwhwpt’p' 1-800-794-5907 (TTY: 711):

J1<ET Bengali: 'RATNCETS ©rF1, SE{57F ST=rel, (92 [y [RAT ARTIT SHNeldh | (T T
1-800-794-5907 (TTY: 711) NS

fE{A3 Simplified Chinese: A 1A IR R TRRVIE S | AHBNIL & AN EL S TR A AR S5 . IR E
1-800-794-5907 (RfEEL:711),

EFER Traditional Chinese : FFIRTiIR I R BRVE S - HBNR B U R EME R IRTE A E
1-800-794-5907 (BEPEEH4R:711) ©

Kreyol Ayisyen Haitian Creole: Lang gratis, éd oksilye, ak lot foma seévis disponib. Rele 1-800-794-5907
(TTY: 711).

Hrvatski Croatian: Dostupni su besplatni jezik, dodatna pomo¢ i usluge alternativnog formata. Nazovite
1-800-794-5907 (TTY: 711).

1-800-794-5907 L .caul (s 5isd 53 (i Bola (sl a5 (ilial (sl S (8l 5 0l ) s cFarsi oo l8
2,8 Gl (TTY: 711)

Francais French : Des services gratuits linguistiques, d’aide auxiliaire et de mise au format sont
disponibles. Appeler le 1-800-794-5907 (TTY: 711).

Deutsch German: Es stehen kostenlose unterstitzende Hilfs- und Sprachdienste sowie alternative
Dokumentformate zur Verfugung. Telefon: 1-800-794-5907 (TTY: 711).

EAANvikd Greek: AlatiBevtal dwpedv YAWOOLIKEG UTINPECiet, BonBruaATa Kal UTINPEGCIEG 0 EVAAMAKTIKEG
npooBactpeg popdéc. Karéote oto 1-800-794-5907 (TTY: 711).

oAl Gujarati: (A:9¢5 olLdL, UslaUs Usla wal ds(As sz Acuull Gudsu B. 1-800-794-5907
(TTY: 711) UR sldt s2L.

.0"917N 0'UNIIDA D'VOVINTY MTIAN ,DIANN MNIN'Y :D1'NA DI'NT 7R DNN'Y :Hebrew NNy
(TTY: 711) 1-800-794-5907 N"90n7 Wwppnn Xa

Hmoob Hmong: Muaj kev pab txhais lus, pab kom hnov suab, thiab lwm tus gqauv pab cuam.
Hu 1-800-794-5907 (TTY: 711).

Italiano Italian: Sono disponibili servizi gratuiti di supporto linguistico, assistenza ausiliaria e formati
alternativi. Chiama il numero 1-800-794-5907 (TTY: 711).

This notice is available at CarePlusHealthPlans.com/MLI.
GHHNOA2025CP


http://CarePlusHealthPlans.com/MLI

A58 Japanese SHERIEY — £ 2 MBNSIEY — £ 2 KRB Y — E MBI TIRIAVER T £
J01-800-794-5907 (TTY: 711) FTHEFESE TN,

FIaNT21 Khmer: IUNAUIRAM N SSW SH AU SHMNIRHNSSUMGIRTSY Siunisi
12 1-800-794-5907 (TTY: 711)4

ot=20{ Korean: =& A0, EZ K| 5! CHA| @Al MH|AE 0| £ JYSLICH

1-800-794-5907 (TTY: 711) HO = E2[SIMA| 2.

Diné: Saad t’aa jiik’eh, t’aadoole’¢ binahji” bee adahodooniigii din¢ bich’{’ anidahazt’i’1, d66 ahgo at’éego bee
hada’dilyaaigii bee bika’aanida’awo’i dah6ld. Kohji’ hodiilnih 1-800-794-5907 (TTY: 711).

Polski Polish: Dostepne sg bezptatne ustugi jezykowe, pomocnicze i alternatywne formaty. Zadzwon pod
numer 1-800-794-5907 (TTY: 711).

Portugués Portuguese: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar e outros formatos
alternativos. Ligue 1-800-794-5907 (TTY: 711).

UArs! Punjabi: HE3 3, AT ATTE3T, 3 feasiud graie Ae<’ Gused I61 1-800-794-5907
(TTY: 711) '3 95 3|

Pycckun Russian: lNpegocTaBnatotca 6ecnnartHble yCnyrn A3bIKOBOW NoAAeP>XKKW, BCIOMOraTesibHble
cpencTBa U MaTepuarbl B anbTepHaTUBHbIX popMaTax. 3BoHuTe rno Homepy 1-800-794-5907 (TTY: 711).

Espanol Spanish: Los servicios gratuitos de asistencia linguistica, ayuda auxiliar y servicios en otro
formato estan disponibles. Llame al 1-800-794-5907 (TTY: 711).

Tagalog Tagalog: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na pantulong, at
kapalit na format. Tumawag sa 1-800-794-5907 (TTY: 711).

s81p Tamil: @eveus Glomgl, glenesst 2 gall HMID LIHMI eupel Caenoussit 2 6itermssr. 1-800-794-5907
(TTY: 711) &5 Siemp&se L.

S Telugu: S 2375, DO 08, OO (DL O aFPTEd 1IN 900N
5€389). 1-800-794-5907 (TTY: 711) & S TOHORK.

(TTY: 711) 1-800-794-5907 JS - luss oo (S e Jl Jalitia ) 5) calaal ) slas 0l 5 e Urdu: 52

Tiéng Viét Vietnamese: C6 san cac dich vu mién phi vé ngdn ngi, hd trg b6 sung va dinh dang thay thé.
Hay goi 1-800-794-5907 (TTY: 711).



Please read this important information

Q If you currently have health coverage from an employer or union, joining CarePlus could
@ affect your employer or union health benefits. You could lose your employer or union health
coverage if you join CarePlus.

By completing this enrolilment form, | agree to the following:
* | must keep both Medicare Hospital (Part A) and Medical (Part B) to stay in CarePlus.

| understand that | can be enrolled in only one Medicare Advantage (MA) or Part D plan at a time -
and that enrollment in this plan will automatically end my enrollment in another MA or Part D plan
(exceptions apply for MA PFFS and MA MSA plans).

* Once |l enroll, I may leave this plan or make changes only at certain times of the year when an enrollment
period is available (Example: October 15 — December 7 of every year), or under certain special
circumstances.

* This CarePlus plan serves a specific service area. If | move out of the area that this CarePlus plan serves,
I need to notify CarePlus so | can disenroll and find a new plan. Emergency coverage (both within and
outside the plan’s service area) and urgent care are always covered.

* lunderstand that | must be a United States citizen or be lawfully present in the U.S.

* If you are requesting membership in a Chronic Condition Special Needs Plan (C-SNP), the following
statement applies: | understand this plan is a chronic condition special needs plan. My ability to enroll is
based on physician verification that | have the qualifying medical condition(s).

 |lunderstand that when my CarePlus coverage begins, | must get all my medical and/or prescription
drug benefits from CarePlus. Benefits and services provided by CarePlus and contained in my CarePlus
“Evidence of Coverage” document (also known as a member contract or subscriber agreement) will be
covered. Neither Medicare nor CarePlus will pay for benefits or services that are not covered. Benefits and
services must be obtained from CarePlus in order to be covered as Medicare benefits, with the exception
of hospice and kidney acquisition costs for transplants, which are covered by Medicare. | will abide by the
rules of my Evidence of Coverage.

 Sales agents/brokers may be compensated if they are helping the applicant enroll.

e The information on this enrollment 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.

Release of Information: By joining this Medicare Advantage plan, | acknowledge that CarePlus will share
my information with the U.S. Department of Health and Human Services (HHS), who may use it to track
enrollment, to make payments, and for other purposes allowed by Federal law that authorize the collection
of this information (see Privacy Act Statement below).

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 enrollment
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.

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 and used in the residential address field as your permanent residence address.



All *Asterisked and Underlined Fields Are Required *Proposed Effective Date (insert month): /01 /2026

Plan selection (please note all plans are not available in all markets).
*Please enter the plan information and select the corresponding plan name:

*Contract *PBP Segment

H 1 0 1 9 0 0

O CareAccess (HMO) O CareNeeds Extra (HMO D-SNP)?

O CareBreeze (HMO C-SNP)* O CareNeeds Platinum (HMO D-SNP)?

O CareBreeze Platinum (HMO C-SNP)? O CareNeeds Plus (HMO D-SNP)?

O CareComplete (HMO C-SNP)? O CareOne Plus (HMO)

O CareComplete Platinum (HMO C-SNP)? O CareSalute (HMO)

O CareFree Giveback (HMO) Quialifying chronic condition(s) required
O CareFree Platinum Giveback (HMO) ’Applicable Medicaid eligibility required

Please provide your Medicare insurance information:

Please take out your red, white, and blue _/g MEDICARE HEALTH INSURANCE

Medicare card to complete this section.

Fill out this information as it appears on

your Medicare card. *Name (as it appears on your Medicare card):

-OR-

Attach a copy of your Medicare card or your *Medicare Number:

letter from Social Security or the Railroad Is Entitled To: Effective Date:

Retirement Board (RRB). HOSPITAL (Part A)

Agent Name (Print): MEDICAL (Part B) . = ,
You must have Medicare Part Aand B to join a Medicare

Agent ID # (SAN):

\_Advantage plan. )

Member ID (For current or past CarePlus members):
*Last Name: *First Name: Middle Initial: __
*Birth Date: (MM/DD/YYYY)  *Sex:

It isimportant that we are able to reach you with the information you need to stay informed and take care
of your health. Please provide your email address and telephone number.

Email Address:
By providing your email address, you authorize CarePlus to send you health information to this address.

Phone Number: O Home O cell O work [ Other
Alternate Phone Number: O Home O cell O work [ Other

There may be times when CarePlus will use an automated system to call or text you. When that happens,
we will be sure to use the telephone number you provided.

Permanent Residence (P.O. Box ONLY allowed if experiencing homelessness)

*Street Address:

*City: *County: *State: *ZIP Code:
Mailing Address (if different from your permanent residence)

Street Address:

City: State: ZIP Code: 1



Please choose a Primary Care Physician (PCP), clinic, or health center:

PCP Name (print): PCPID #:
Are you already a patient of this PCP? O Yes [ No
Paying your plan premium

If you selected a $0 premium plan and you owe a late enroliment penalty, you can pay by mail or Electronic
Funds Transfer (EFT) 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 check each month.

If you selected a plan with a monthly premium, you can pay this premium (and any late enrollment
penalty) by mail or EFT each month. You can also pay your premium by having it automatically taken out of
your Social Security or RRB benefit check each month.

If you have to pay a Part D-Income Related Monthly Adjustment Amount (IRMAA), the Social Security
Administration will notify you. You must pay this extra amount in addition to your plan premium.
DO NOT pay CarePlus the Part D-IRMAA.

If you do not select a premium payment option, you will get a coupon book.
Please select a premium payment option:

[0 Automatic deduction from your monthly Social Security or RRB benefit check.
| get monthly benefits from: [ Social Security [ RRB

NOTE: Due to processing timelines required by Medicare, your Social Security or RRB deduction may be
denied for your first premium payment. CarePlus will send you a paper bill for the initial payment and
resubmit your request to Medicare for Social Security or RRB deduction to begin with your second month'’s
premium. The deduction may take two or more benefit checks to begin. In most cases, if the SSA or RRB
accepts your request for automatic deduction, the first deduction from your benefit check will start with
the month that the SSA or RRB accepts your request. If the SSA or RRB does not approve your request for
automatic deduction, we will send you a paper bill for your monthly premiums.

O Electronic Funds Transfer (EFT) from your bank account each month. Please enclose a VOIDED check or
provide the following:

| authorize CarePlus to process premium payments (and any late enrollment penalty) from the following
account. O Checking O Savings

Account Holder Name:

Depository Bank Name:

Bank Routing Number Bank Account Number

[ Get a coupon book



Please read and answer these important questions:

. Once enrolled, will you have other medical health coverage? [Yes [ No
If yes, complete the following:
Carrier Name:

Carrier Address 1: Carrier Address 2:

City: State: ZIP Code:
Group # for this coverage: ID # for this coverage:

Are you the primary policy holder? [ Yes [ No

Effective date of coverage: Phone:

. *If you will have other prescription drug coverage (like VA or TRICARE) in addition to this plan, please
check this box. [ 1 will have other prescription drug coverage.
Please provide your other prescription drug coverage details here, if applicable.

Name of other coverage: Phone :
ID # for this coverage: Group # for this coverage:

. Are you enrolled in your State Medicaid Program? [ Yes [ No
If yes, please provide your Medicaid number:

Note: Applicable Medicaid eligibility is required when enrolling in a CareNeeds Extra (HMO D-SNP),
CareNeeds Platinum (HMO D-SNP) or CareNeeds Plus (HMO D-SNP) plan.

If you are enrolling in CareComplete (HMO C-SNP) or CareComplete Platinum (HMO C-SNP), have you been
diagnosed with and are currently being treated for diabetes, cardiovascular disorder, and/or chronic heart
failurez OYes O No

If you are enrolling in CareBreeze (HMO C-SNP) or CareBreeze Platinum (HMO C-SNP), have you been
diagnosed with and are currently being treated for a chronic lung disorder? [ Yes [ No

Do you and/or your spouse work? [ Yes O No

Please select one of the language preferences below:
O English O Spanish O Other:
If you need information in an accessible format, please select one of the options below. If none are
selected, you will receive standard font, printed materials.

O Audio CD DO Large Print O Accessible Screen Reader PDF O Oral Over the Phone [ Braille
O Data CD

Please contact Member Services at 800-794-5907 (TTY: 711) if you need information in an accessible
format or language other than what is listed above.




Typically, you may enroll in a Medicare Advantage plan only during the Annual Enroliment Period (AEP) from
October 15 through December 7 of each year. In addition, you can choose to change your Medicare Advantage
plan once during the annual Open Enrollment Period (MA OEP) between January 1 and March 31 of each year or
immediately after enrolling in a plan during your Initial Enrollment Period/Initial Coverage Period (OEP NEW).
Limitations on allowed plan changes during OEP apply. There are exceptions that may allow you to enrollin a
Medicare Advantage plan outside of these periods. Please read the following statements carefully and mark
the bubble if the statement(s) applies to you. By marking any of the following bubbles 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.

Code Enroliment Period Statements

O NEW | just became eligible for Medicare Part A and/or Part B (ICEP/IEP).

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

- AEP I am enrolling during the Annual Enrollment Period.
I am enrolling in a Chronic Condition Special Needs Plan (C-SNP) that tailors its benefits

O CSN to my chronic condition OR | was found to not have the qualifying condition after
enrolling in a C-SNP and need to enroll in a different plan.

S DIE I was enrolled in a plan by Medicare (or my state) within the last 3 months and | want to
choose a different plan.
I had a change in my Extra Help paying for Medicare prescription drug coverage

O NLS (newly got Extra Help, had a change in the level of Extra Help, or lost Extra Help)
within the last 3 months.

O INC | was released from incarceration within the last 3 months.
I have both Medicare and full Medicaid benefits, and want to enroll into an integrated
Dual Eligible Special Needs Plan.

O INT Note: This SEP is valid once per month throughout each year, and only for enroliment
into a Fully Integrated Dual Eligible Special Needs Plan (FIDE SNP), Highly Integrated
Dual Eligible Special Needs Plan (HIDE SNP), or Applicable Integrated Plan (AIP).

O LAW | obtained lawful presence status in the United States within the last 3 months.
I recently involuntarily lost my creditable prescription drug coverage (coverage as good

D) LCC as Medicare’s). I lost my drug coverage on (*insert date)
Note: For Medicare Advantage Prescription Drug plans only.
I am moving into, live in, or recently moved out of a Long-Term Care Facility

O LTC (for example, a nursing home). | moved/will move into/out of the facility on
(*insert date)

- MCD I'had a change in my Medicaid (newly got Medicaid, had a change in level of Medicaid
assistance, or lost Medicaid) within the last 3 months.

Continued on next page.




Code

Enrollment Period Statements

| recently moved outside of the service area for my current plan OR | recently moved

< MoV and this plan is a new option for me. | moved on (*insert date)
My existing Medicare Advantage plan is non-renewing for the upcoming contract year.
- EOC Note: Only valid from December 8 through the last day of February of the following
year.
) OEP I am enrolled in a Medicare Advantage plan and want to make a change during the
Medicare Advantage Open Enrollment Period (MA OEP).
| left a PACE (Program of All-Inclusive Care for the Elderly) program within the
- PAC
last 2 months.
I returned to the United States after living permanently outside of the U.S. within the
- RUS
last 3 months.
- SNP I am being disenrolled from a Special Needs Plan (SNP) because | no longer have special
needs status OR | have been disenrolled from a SNP plan within the last 3 months.
None of the above statements apply to me; however, | feel | have a special
circumstance which would allow me an exception to enroll (subject to approval).
Please explain:
- OTH




| have read and understand the important information on the preceding pages. | have reviewed and
received a copy of the Summary of Benefits.

*Your Signature: Today's Date:

| understand that my signature (or the signature of the individual legally authorized to act on my
behalf) on this enroliment form means that | have read and understand the contents of this enroliment
form. If signed by an authorized representative (as described above), this signature certifies that: 1)
this individual is authorized under State law to complete this enrollment, and 2) documentation of this
authority is available upon request by Medicare.

*If you are the authorized representative, you must sign above and provide the following information:

Last Name: First Name:
Relationship to Applicant: Phone Number:
Address:

Please note that we require valid legal documentation of this authority to make healthcare decisions or
inquiries concerning the applicant.

For individuals helping an applicant with completing this form only.

Complete this section if you are an individual (e.g. agents, brokers, SHIP counselors, family members, or
other third parties) helping an applicant fill out this form.

Name: Signature:

Relationship to Applicant:

National Producer Number (Agents/Brokers only):

For internal use by a licensed CarePlus sales agent

Sales Agent Name (Print):

Sales Agent Signature:
Sales Agent Email Address:
Sales Agent ID # (SAN): Date:
Referring Agent Name: Referring Agent #:

Ask the applicant: Would you like to provide your Veteran status?

O Self [OSpouse [Dependent [dNotaVeteran [ Prefersnot toanswer

Lead Source:

O Book of Business O Event [ Marketing/Advertisement O Third-Party [ CarePlus
Scope of Appointment ID #:

Agents, please select one of the below indicating the appointment type:

0 F2F - Face-to-Face O OTH - Other
0 TEL - Telephonic OO SEM - Seminar
0 RET - Retail Partner O wAL-Walmart

O INH - In-Home Appointment
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