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Quartz Medicare Advantage (HMO) 
2650 Novation Parkway, Fitchburg, WI 53713 

Quartz Champion: (800) 394-5566 (TTY: 711) 
QuartzBenefits.com/MedicareAdvantage 

2026 Plan benefit selection form 
Date: 

Member name: 

Member ID number: 

Election type 

I want to transfer from my current plan to the plan I’ve selected below. By checking one of the 
following boxes, I certify that, to the best of my knowledge, I am eligible for an enrollment period 
to change my plan. I understand that if this completed form is received by the end of the month, 
my new plan will generally be effective on the 1st of the following month. 

☐  Annual Election Period (AEP) from October 15 – December 7 

☐ Medicare Advantage Open Enrollment Period 

☐ Special Enrollment Period – I have had a change in Medicaid (newly got Medicaid, had a 
change in level of Medicaid assistance, or lost Medicaid). 

☐ Special Enrollment Period – I belong to a pharmacy assistance program provided by my 
state. 

☐ Special Enrollment Period – I was enrolled in a Special Needs Plan (SNP), but I lost the 
special needs qualification required to be in that plan. 

☐ Other (Please provide a reason not listed above). 

UW Plan to Plan Request 
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https://QuartzBenefits.com/MedicareAdvantage


 

                                                                                                                                                      

   

  

                                                    

                                                    

                                                                                          

    

                                                    

                                                   

                                                       

                                                          

                                                                                         

    

 
  

 

 
    

  
 

   
 

  
  

  
   

  

  
     

    
  

  
   

Plan selection (please check one) 

Monthly premium 

☐ Core D (with Rx) UW Health Quartz Medicare Advantage plan $34.00 

☐ Basic D (with Rx) UW Health Quartz Medicare Advantage plan $0.00 

☐ Optional Supplemental Dental Benefit $59.00 

(Available only during Annual Election Period or during the first 30 days of your initial enrollment.) 

☐ Value D (with Rx) UW Health Quartz Medicare Advantage plan $106.00 

☐ Elite D (with Rx) UW Health Quartz Medicare Advantage plan $162.00 

☐ Value (no Rx) UW Health Quartz Medicare Advantage plan* $0.00 

☐ Elite (no Rx) UW Health Quartz Medicare Advantage plan* $70.00 

☐ Optional Supplemental Dental Benefit $48.00 

(Available only during Annual Election Period or during the first 30 days of your initial enrollment.) 

* I understand that I may be subject to a late enrollment penalty if I do not maintain creditable 
prescription drug coverage and choose to add Medicare prescription benefits at a later date. 

Paying your plan premium 

You can pay your monthly plan premium (including any late enrollment penalty that you 
currently have or may owe) through a Quartz automatic withdrawal from your checking or 
savings account, automatic deduction from your Social Security check or Railroad Retirement 
Board benefit check, or you can make your own payments upon receipt of your monthly invoice. 
If you want to change your current payment option, please contact a Quartz Champion at 
(800) 394-5566 (TTY: 711). 

Easy payment options: 

• Quartz MyChart: View and pay bills online, set up recurring payments, and sign up for 
paperless invoices at QuartzMyChart.com. Sign up at QuartzMyChart.com/Quartz/SignUp. 

• Automated phone system: Call (800) 394-5566 24/7 to pay with Electronic Funds Transfer, 
credit, or debit card. Have your account number ready. It begins with 7, 8, or 9 and can be 
found on your invoice or ID card. 

People with limited incomes may qualify for Extra Help to pay for their prescription drug costs. If 
you qualify, Medicare could pay for 75% or more of your drug costs, including monthly 
prescription drug premiums, annual deductibles, and coinsurance. Additionally, those who 
qualify will not be subject to the coverage gap or a late enrollment penalty. Many people are 
eligible for these savings and don’t even know it. For more information about this Extra Help, 
contact your local Social Security office or call 1-800-MEDICARE (1-800-633-4227), 24 hours per 
day, 7 days per week. TTY users should call 1-800-486-2048. 
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If you qualify for Extra Help with your Medicare prescription drug coverage costs, Medicare will 
pay all or part of your plan premium for this benefit. If Medicare pays only a portion of this 
premium, we will bill you for the amount that Medicare doesn’t cover. You will get an invoice if 
you don’t select a payment option. 

A signature is required to complete this form 

Date: __________________________________________ Signature: _____________ 

 
 

                                                                                                                                                      

     
   

 
 

  

    

 
 

                                                                                                       

 

                                                           

      

 
  

If you are the authorized representative, you must sign below and provide the 
following information. 

Last name: First name: MI: 

Address: 

Relationship to enrollee: Phone number: 

Signature: __________________________________________ Date: ________ ___ __ 

Please mail this form in the enclosed envelope or email it to us at: 
MemberChanges@QuartzBenefits.com 
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