
 
 

 
 

 

Dual Eligible Special Needs Plan (DSNP) 
Enrollment Fax Cover Sheet 
 

 

Date: _______________ 
Total Number of Pages Including Cover Sheet: _______________ 

 
 

To: DSNP Enrollment Department 
 

Fax: (800) 871-5281 
 

 

Agent Name: 

 

Agent ID: 

Agent Email: 

 

Agent Phone: 

 

 

Select Document(s) Being Faxed 

□New Application(s)      □SOA(s)      □Award Ltr       □Medicare Card      □Other 

 

1. ________________________________________ 

2. ________________________________________ 

3. ________________________________________ 

4. ________________________________________ 

5. ________________________________________ 

 

      

URGENT Missing Information: 

Member Name: ________________________________________ 
ATTENTION ConnectiCare Employee: ______________________ 

 

 

 
 

 
“CONFIDENTIALITY NOTICE: This fax contains CONFIDENTIAL information which is privileged. The information is  only 

for use by the intended recipient(s) named above. If you are not the intended recipient, you are hereby notified that 
any reading, distribution, use or copying of this communication is strictly prohibited. If you have received this 
communication in error, please notify the sender of the error immediately. Do not read or use the communication in 

any manner and destroy all copies. Thank you.” 


