
UnitedHealthcare eAlliance CTM Risk Audit Scorecard – Partner Auditor Evaluation of Sales/Enrollment Agent(s) 

Auditor Name: Enrollment Start Time: State: 
Agent Name: Enrollment Date: County: 
Enrollee Name: Effective Date: ZIP Code: 
Plan Name: Election: 

Audit Level Notes: 

# Evaluation Question: Yes No N/A Error/Coaching Timestamp and Notes 
CTM Risk: Misleading/Inappropriate Agent Title 
1 (HIGH) Did the agent identify themselves by first and last 

name, state they are a licensed sales agent, and refrain from 
implying affiliation with Medicare? 

Did the agent avoid implying employment with, endorsement from, or direct affiliation with 
Medicare? Missed - Affiliation with Medicare 

Did the agent provide their first name and last name (as listed on their license)? Missed - First Name 
Missed - Last Name 

Did the agent indicate that they are a licensed agent (broker/sales representative)? Missed - Licensed Sales Agent 
CTM Risk: Benefit Coverage Information and Cost Information 
2 (HIGH) Did the agent accurately present minimum medical 

baseline benefits, including applicable cost and coverage 
limits? 

Did the agent accurately provide complete inpatient hospital coverage and cost? Missed - Inpatient Hospital copay/coinsurance 
Did the agent accurately provide the Medical Deductible, if present on the plan? Missed - Medical Deductible 
Did the agent accurately provide Primary Care Provider coverage and cost? Missed - PCP copay/coinsurance 
Did the agent accurately provide Specialist Provider coverage and cost? Missed - Specialist copay/coinsurance 




Opening 


# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria 
1 Did the agent identify themselves by first 


and last name, state they are a licensed 
sales agent, and refrain from implying 
affiliation with Medicare?  


High Did the agent provide their first 
name and last name (as listed on 
their license)? 


The agent must provide their first and last name as it 
is listed on their license. 


Did the agent indicate that they 
are a licensed agent 
(broker/sales representative)? 


The agent must be licensed in the state in which the 
consumer resides and must indicate to the caller that 
they are licensed.  


Did the agent avoid implying 
employment with, endorsement 
from, or direct affiliation with 
Medicare? 


The agent must avoid phrasing which implies and/or 
could be misunderstood by the consumer to indicate 
direct affiliation with/employment with/endorsement 
from Medicare.  


Scenario 
1 Is the agent required to provide their 


complete name and licensing disclosure on 
every call? 


  
  
  
  
  


  
  
  
  
  


Agents must disclose this information at least once 
during the course of the recordings related to the 
applicable enrollment.  They are not required to 
repeat it on each call.  
If multiple licensed agents are used in a multi-agent 
process, each agent must indicate this information. 
If a non-licensed representative is used in a multi-
agent process, they are not required to indicate 
licensing status unless the consumer inquires. 


2 Can the agent use the term "broker" or 
"benefit advisor" rather than "agent?" 


    Yes. 


3 Can the agent use the word Medicare when 
describing themselves? 


    
  
  
  
  


Yes.  The phrasing should be related to the plan 
offerings and not give the impression of working for or 
being endorsed by Medicare. 
e.g., "Licensed sales agent for Medicare plans" or 
"licensed Medicare plan benefit advisor." 
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Benefits 


# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria 
2 Did the agent accurately present 


minimum medical baseline 
benefits, including applicable cost 
and coverage limits? 


High • Minimum medical baseline benefits must be presented accurately and completely, including 
copay/coinsurance, and any plan coverage limits (e.g., maximum covered visits, coverage per year or 
every two years, total benefit amount, etc.) as indicated in the plan's Summary of Benefits.  
Additional benefit information should be provided from the Evidence of Coverage if/when a 
discussion occurs (by agent disclosure or consumer inquiry) that is not clearly indicated/sufficiently 
described by the Summary of Benefits. 
 
- Out-of-network coverage and cost must be provided if/when the consumer inquires or if/when an 
out-of-network provider or service has been discussed. If out-of-network services or providers are 
not discussed only in-network coverage/cost is required. 
 
- If the copay/coinsurance for these baselines benefits is $0, the agent must still indicate the $0 cost. 
 
- If the cost is listed as a range ($0-$65; $0-20%, $30-$40, etc.) the agent must provide the complete 
range. 
Did the agent accurately provide 
complete inpatient hospital coverage 
and cost? 


• The agent must indicate coverage and provide the in-
network copay or coinsurance for inpatient hospital. 
- Agent must include "per day" or "per stay" as applicable. 
(If the cost-share is a percentage or $0 for all days/stays, 
the agent can omit this.) 
- Agent must indicate complete length of coverage 
availability by stating all covered days when providing the 
associated cost or by indicating the total coverage limit (or 
lack of limit.)  
e.g., Avoid only indicating costs up to day 90 when plan 
covers more than 90 days; Provide complete verbiage from 
SOB (e.g. $260 per day for days 1-6; $0 per day for days 7 
and beyond) or indicate the period with a cost followed by 
the disclaimer from the SOB indicating coverage for the 
specified number of days or for an unlimited number of 
days, as applicable (e.g. $260 per day for days 1-6; Our plan 
covers an unlimited number of days for an inpatient 
hospital stay.) 


Did the agent accurately provide 
Primary Care Provider coverage and 
cost? 


• The agent must indicate coverage and provide the in-
network copay or coinsurance for Primary Care Provider 
visits. 







Did the agent accurately provide 
Specialist Provider coverage and cost? 


• The agent must indicate coverage and provide the in-
network copay or coinsurance for Specialist Provider visits. 


Did the agent accurately provide the 
Medical Deductible, if present on the 
plan? 


• The agent must indicate the medical deductible if one is 
included on the plan. 
- If the plan has no deductible or it is listed as $0, the agent 
is not required to mention it. 
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# Evaluation Question: Yes No N/A Error/Coaching Timestamp and Notes 
3 (HIGH) Did the agent obtain the consumer's prescription drugs 

and accurately provide the prescription deductible, formulary 
coverage, costs, and coverage limits? 

Did the agent offer Rx lookup without discouraging the consumer or mischaracterization 
of the lookup? Missed - Offer Rx lookup 

Did the agent provide the deductible when applicable? Missed - Prescription Deductible 
Did the agent accurately indicate coverage for all medications indicated? Missed - Formulary Coverage 
Did the agent accurately provide prescription costs? Missed - Copay/Coinsurance 
Did the agent accurately/completely provide Rx dispensing/utilization restrictions? 
(QL, PA, ST) 

Missed - QL 
Missed - ST 
Missed - PA 

Did the agent accurately/completely provide a description of the catastophic stage? Missed - Catastrophic Coverage 




# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria


Did the agent offer Rx lookup without discouraging 
the consumer or mischaracterization of the lookup?


• The agent must offer to verify that the consumer's medications are covered on 
the plans formulary.
- If the consumer declines lookup, this requirement is met; however, the agent 
should not discourage lookup.
- The offer should clearly indicate that the verification is to determine coverage, 
rather than to answer questions about the medications.


Did the agent completely/accurately obtain/confirm 
the consumer's medications?


• The agent must ensure that the correct form, dosage, size, frequency of fill, and 
quantity are obtained/confirmed to accurately choose the correct medication for 
lookup and/or to provide accurate cost. 
 - Form of medication (tablet or capsule – XL, ER, ODT, SOL, OINT, CRM, etc.)
 - Dosage (mg, ml, mcg, etc.)
 - Package size (if applicable)
 - Quantity (amount used each day - example 1 pill per day)
 - Frequency (how often they fill the medication (30 or 90/100 days)
 - If the consumer does not know these factors, the agent can use the most 
common listed version, but must indicate to the consumer which version they 
have selected.
 - If all versions of the medication are covered at the same tier/cost and there is 
no impact to the accuracy of the agent's disclosure this would only be coached.


Did the agent provide the deductible when 
applicable?


• The agent must provide the prescription deductible if it applies to any of the 
consumer's medications.
- If the consumer provides no medications, the entire deductible must be 
provided.
- If the consumer provides medications, the deductible should be provided as it 
applies to their medications 
(e.g. if the deductible only applies to tiers 4 & 5 and the consumer's medications 
only fall into tiers 1, 2, & 3, then the deductible does not apply to their 
medications and is not required to be disclosed.)
- If the plan has no deductible or it is listed as $0, the agent is not required to 
mention it.
- If the consumer's level of Extra Help/LIS has been verified and indicated on the 
call, the agent can omit the deductible.
- DSNP plans with variable deductibles should be provided as it pertains to the 
consumer's verified level of Extra Help.
(If Extra Help level has not been verified, the deductible should be provided for 
those without Extra Help and those with Extra Help.)


Did the agent accurately indicate coverage for all 
medications indicated?


• The agent must indicate formulary coverage of each medication 
(Covered/Not Covered)
- It should not be assumed that the consumer is aware certain medications 
provided are OTC.  The consumer should be advised of coverage for each 
medication indicated unless they themselves show indication of OTC awareness.


Benefits


High


Did the agent obtain the consumer's prescription 
drugs and accurately provide the prescription 


deductible, formulary coverage, costs and coverage 
limits? 


(QL, PA, ST) 


3







Did the agent accurately provide prescription costs 
for all medications indicated?


• The agent must provide the Initial Coverage copay/coinsurance for each 
medication (based on consumer's pharmacy choice and/or frequency choice 
[30day;90/100day]) 
- If the retail cost is less than the plan's copay, the agent can provide that 
amount; however it must be accurate to the quantity/size the consumer has 
indicated.
- If the consumer's level of Extra Help/LIS has been verified and indicated on the 
call, the agent can provide copays based on the consumer's level of Extra Help.
- If the copay/coinsurance for these benefits is $0, the agent must still indicate 
the $0 cost.


Did the agent accurately/completely provide Rx 
dispensing/utilization restrictions for all medications 
indicated?
(QL, PA, ST) 


• The agent must provide any applicable utilization management/dispensing 
restrictions (quantity limits, prior authorization, step therapy) for each medication. 
(Indicating that a medication has a QL is sufficient.  The total quantity allowed 
only needs to be disclosed if requested by the consumer. If/when provided, the 
QL allowance must be provided accurately.)


Did the agent accurately/completely provide a 
description of the catastrophic stage?


• The agent must provide a general description of the Catastrophic stage as it 
pertains to the plan. 
(DSNPs without a Catastrophic stage listed would not require this disclosure.) 
Threshold amounts and calculation methodology only required if requested by 
the consumer. (If/when provided, the threshold and calculation methodology 
must be provided accurately.)
- If the consumer's level of Extra Help/LIS has been verified and indicated on the 
call, the agent can omit this disclosure.


Scenario
In order to provide Extra Help/LIS costs instead of plan costs, the agent must verify the consumer's Extra Help/LIS level and indicate 
the level on the call.
Once verified and level indicated, the agent may then: 
- Provide the generic and brand copay amounts for that level of Extra Help (agents should not provide a general LIS copay range that 
would apply to all levels), rather than the plan copay amounts; however, the consumer must be advised which of their medications are 
considered generic and which of their medications are considered brand.
- Omit the deductible
- Omit the catastropic stage description
If the consumer's LIS level cannot be verified, the plan costs should be provided, but the agent can indicate that the consumer should 
expect to pay less based on their ExtraHelp.


1
When a consumer has ExtraHelp/LIS, can the plan 
Rx copays/deductible/catastrophic data be replaced 
with the Extra Help data?
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# Evaluation Question: Yes No N/A  Error/Coaching Timestamp and Notes 
4 (LOW) Did the agent accurately present additional/non-

baseline benefits and coverage limits, as applicable? 
     

Did the agent accurately provide complete ancillary benefit coverage, cost, and limits 
when discussed? 

 Missed - Ancillary Benefits 

Did the agent accurately provide complete Urgent Care benefit coverage, cost, and limits 
when discussed? 

 Missed - Urgent Care 

Did the agent accurately provide complete Emergency Care benefit coverage, cost, and 
limits when discussed? 

 Missed - Emergency Room 

Did the agent accurately provide complete Rider benefit coverage, cost, and limits when 
added to the enrollment application? 

 Missed - Rider 

Did the agent accurately provide complete benefit coverage, cost, and limits for all other 
benefits discussed? 

 Missed - Other 

CTM Risk: Network/Provider Access Information 
5 (HIGH) Did the agent accurately verify/provide network status 

of the consumer's providers, facilities, and provide any referral 
requirements? 

     

Did the agent obtain/confirm the consumer's choice of PCP and provide network status?  Missed - PCP Network Status 
Did the agent obtain/confirm the consumer's choice of Specialist(s) and provide network 
status? 

 Missed - Specialist Network Status 

Did the agent provide network status for any facilities the consumer indicated, including 
their choice of pharmacy? 

 Missed - Facility Network Status 

Did the agent accurately indicate Specialist referral requirements when required by the 
plan? 

 Missed - Referral Requirement 

 




Providers 


# Quality Measure Point 
Value 


Quality Sub-Measure Requirements / Scoring Criteria 


5 Did the agent accurately verify/provide 
network status of the consumer's 
providers, facilities, and provide any 
referral requirements?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


High • Ask the consumer to indicate any medical providers they wish to use under the plan. 
- Complete first and last name or complete facility name should be obtained/confirmed to accurately 
verify network participation of the correct provider/facility. 
- The provider/facility's address should also be obtained/confirmed to accurately verify network 
participation for the consumer's desired location. 
- Accurately indicate network participation (in network or out of network) according to the plan's 
provider directory for any provider or facility discussed.  
 (If the consumer declines provider/facility lookup, this requirement would be met; however, the agent 
should not discourage lookup.) 


Did the agent obtain/confirm the 
consumer's choice of PCP and provide 
network status? 


• Avoid asking only for PCP.   
- Consumer should be asked for any providers they intend to 
use under the plan. 
- If asked only for PCP, then a follow-up inquiry should be 
made for specialists or other providers.  


Did the agent obtain/confirm the 
consumer's choice of Specialist(s) and 
provide network status? 


Did the agent provide network status 
for any facilities the consumer 
indicated? 


Facilities do not need to be asked for specifically, but if 
mentioned by the consumer, should be verified. 


Did the agent accurately indicate 
Specialist referral requirements when 
required by the plan? 


• Accurately indicate specialist referral requirements when 
required by the plan. (If no referral requirement exists for 
the plan, the agent is not required to mention it unless the 
consumer inquires.) 


Did the agent obtain/confirm the 
consumer's choice of pharmacy and 
provide network status? 


• Obtain the consumer's choice of pharmacy and verify and 
accurately indicate network participation (in-network/out of 
network.)  
• Indicate the pharmacy's preferred or non-preferred status, 
if/when applicable. 







Scenario 
1 When a consumer's providers are 


affiliated with different Medical 
Groups in the provider directory, 
should the agent advise the consumer? 


  
  
  
  
  


  
  
  
  
  


Best practice would be to inform the consumer that their 
providers belong to different Medical Groups and that some 
PCPs may not refer outside of their medical group when 
referrals are required. 
There are some plans which require the consumer to get all 
care from the Medical Group they select as their PCP and 
which require referrals from the PCP for most non-
emergency care. 
These disclosures would only be a coaching, unless there is 
discussion of the Medical groups or referral requirements 
and inaccurate information is provided to the consumer. 


 





File Attachment
Q5 Guidelines




# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria


Did the agent accurately provide complete ancillary 
benefit coverage, cost, and limits when discussed?


• Ancillary benefits 
- Vision Exam copay/coinsurance and visit limit (if listed)
- Eyewear credit allowance and frequency (per year; every two years, etc.)
- Hearing exam copay/coinsurance and visit limit (if listed)
- Hearing Aid credit allowance or copay/coinsurance, device limit, and frequency (per year; every two 
years, etc.)
- Preventive Dental copay/coinsurance and visit limit (if listed)
- Comprehensive Dental copay/coinsurance and limit
- Fitness Benefit (accurate program/location information, if discussed)
- OTC/Healthy Food Benefit credit allowance and frequency (accurate program/location information, if 
discussed)
- Transportation benefit credit allowance and limit. (must include "one-way" verbiage.)


Did the agent accurately provide complete Urgent 
Care benefit coverage, cost, and limits when 
discussed?


• Urgent Care
- Copay/coinsurance


Did the agent accurately provide complete 
Emergency Care benefit coverage, cost, and limits 
when discussed?


• Emergency Care
- Copay/coinsurance
(Accurate waiver criteria, domestic/international information, if discussed)


Did the agent accurately provide complete Rider 
benefit coverage, cost, and limits when added to the 
enrollment application?


• If the consumer elects to add a rider to the enrollment application, agents must disclose:
- Rider Premium amount
- Rider annual limit
- Copay/Coinsurance/Allowance amounts for any rider benefit/service discussed
- Benefit frequency/limit amounts for any rider benefit/service discussed
- Out-of-Network cost sharing/allowances/limits if out-of-network provider or service discussed


Did the agent accurately provide complete benefit 
coverage, cost, and limits for all other benefits 
discussed?


• Prescription copays/coinsurances indicated, but for which the consumer did not provide medications
• Any other benefit discussed but not previously included under Question 2 or Question 3
(Provide copay/coinsurance/allowance, frequency, and/or limits listed.) 
•  Inpatient Mental Health and Skilled Nursing Facility:
- Agent must include "per day" or "per stay" as applicable. (If the cost-share is a percentage or $0 for all 
days/stays, the agent can omit this.)
- Agent must indicate complete length of coverage availability by stating all covered days when 
providing the associated cost or by indicating the total coverage limit. 
e.g., Provide complete verbiage from SOB (e.g. SNF: $0 per day for days 1-20; $200 per day for days 
21-50; $0 per day for days 51-100; IMH: $260 per day for days 1-6; $0 per day for days 7-90) or 
indicate the period with a cost followed by the disclaimer from the SOB indicating coverage for the 
specified number of days (e.g. $260 per day for days 1-6; Our plan covers up to 90 days for an 
inpatient hospital stay.)


4


Benefits


• If discussed (by agent disclosure or consumer inquiry), additional non-baseline benefits must be presented accurately and completely, including 
copay/coinsurance, allowance, and any plan coverage limits (e.g., maximum covered visits, coverage per year or every two years, total benefit amount, etc.) 
as indicated in the plan's Summary of Benefits.  Additional benefit information should be provided from the Evidence of Coverage if/when a discussion 
occurs (by agent disclosure or consumer inquiry) that is not clearly indicated/sufficiently described by the Summary of Benefits.
(This includes riders if included in the submitted application).


- Out-of-network coverage and cost must be provided if/when the consumer inquires or if/when an out-of-network provider or service has been discussed. If 
out-of-network services or providers are not discussed only in-network coverage/cost is required.


- If the copay/coinsurance for these non-baseline benefits is $0, the agent must still indicate the $0 cost.


- If the cost is listed as a range ($0-$65; $0-20%, $30-$40, etc.) the agent must provide the complete range.


- If the consumer does not mention these non-baseline benefits, the agent is not required to volunteer them.


Did the agent accurately present additional/non-
baseline benefits and coverage limits, as 


applicable?
Low
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# Evaluation Question: Yes No N/A  Error/Coaching Timestamp and Notes 
CTM Risk: Cost Information 
6 (HIGH) Did the agent accurately provide the premium amount, 

including it is in addition to Part B premium, and read/address 
all corresponding disclaimers/questions? 

     

Did the agent accurately provide the plan premium?  Missed - Premium Amount 
Did the agent indicate the premium is in addition to the Part B premium?  Missed - Part B 
Did the agent provide the LEP/Extra Help/IRMAA disclaimers?  Missed - LEP/Extra Help/IRMAA 
Did the agent provide all payment options and obtain the consumer's selection?  Missed - Payment Options 
Did the agent provide any disclaimers relative to the payment option selection?  Missed - Payment Method Disclaimer 
CTM Risk: Coordination of Benefits 
7 (LOW) Did the agent confirm the consumer's other health 

coverage, other prescription coverage, and read applicable 
disclaimers based on consumer responses? 

     

Did the agent ask the other Rx coverage question?  Missed - Other Rx Coverage 
Did the agent ask the MedSupp coverage question and/or read the MedSupp disclaimer?  Missed - Medicare Supplement Coverage 
Did the agent ask the other health coverage question?  Missed - Other Health Coverage 
Did the agent read any scripted disclaimer applicable to the consumer’s other coverage?  Missed - Applicable Disclaimers 
 




Premium 


# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria 
6 Did the agent accurately provide the 


premium amount, including it is in 
addition to Part B premium, and 
read/address all corresponding 
disclaimers/questions? 


High Did the agent accurately 
provide the plan premium? 


• Provide full premium amount (as listed in the Summary of 
benefits) regardless of Medicaid or LIS subsidy status. 
- The agent can follow-up by stating that Extra Help (LIS) 
subsidies will lower the consumer's premium and provide the 
anticipated premium amount. 


Did the agent indicate the 
premium is in addition to the 
Part B premium? 


• Provide Part B premium disclaimer according to the approved 
script. 


Did the agent provide the LEP 
disclaimer? 


• Provide the Late Enrollment Penalty (LEP) disclaimer 
according to the approved script. (May be omitted for MA-Only 
plans.) 


Did the agent provide the 
Extra Help (LIS) disclaimer? 


• Provide the Extra Help (LIS) disclaimer according to the 
approved script. (May be omitted for MA-Only plans.) 


Did the agent provide the 
IRMAA disclaimer? 


• Provide the Income related Monthly Adjustment Amount 
(IRMAA) disclaimer according to the approved script. (May be 
omitted for MA-Only plans.) 


Did the agent provide all 
payment options and obtain 
the consumer's selection? 


• Present all payment options and obtain the consumer's 
selection for payment. 
(May be omitted for MA-Only plans with $0 premium.) 


Did the agent provide any 
disclaimers relative to the 
payment option selection? 


• Read any applicable payment method disclaimers for the 
consumer's payment method selection, according to the 
approved script. 


Scenario 


1 LEAN displays a premium amount (plan 
filed premium) but the summary of 
benefits indicates no premium or $0 
premium. 


    • Agent may provide either LEAN (filed plan) premium amount 
or summary of benefits premium amount.  Whichever premium 
amount is provided, it must be provided accurately. 
• Agent may provide LEAN premium amount and indicate that 
the consumer may pay less based on LIS/ExtraHelp. 
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Other Coverage 


# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria 
7 Did the agent confirm the consumer's 


other health coverage, other 
prescription coverage, and read 
applicable disclaimers based on 
consumer responses? 


Low Did the agent ask the 
other health coverage 
question? 


Other Health Coverage: 
• Ask the other health coverage question, if included in the approved 
scripting. 
If "Yes" answer provided: Capture information indicated by script as it 
pertains to the enrollee as of plan effective date (not applicable for a 
spouse who has coverage).  


Did the agent ask the 
other Rx coverage 
question? 


Other Rx Coverage: 
• Ask the other prescription drug coverage question, if included in the 
approved scripting. 
If "Yes" answer provided: Capture information indicated by script as it 
pertains to the enrollee as of plan effective date (not applicable for a 
spouse who has coverage). 


Did the agent ask the 
MedSupp coverage 
question and/or read the 
MedSupp disclaimer? 


MedSupp Coverage: 
• Ask the MedSupp coverage question, if included in the approved 
scripting. 
• Read any applicable MedSupp disclaimer(s), if included in the 
approved scripting   


Did the agent read any 
scripted disclaimer 
applicable to the 
consumer’s other 
coverage? 


• Read any scripted disclaimer(s) applicable to other coverage 
provided, if applicable. 


Scenario 


1 What if a consumer states they have VA 
coverage but do not use it? 


    The agent must select yes and read the applicable disclaimer as 
having the coverage is interpreted as a "yes" response whether it is 
used or not. 
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# Evaluation Question: Yes No N/A  Error/Coaching Timestamp and Notes 
CTM Risk: Plan Suitability 
8 (HIGH) Did the agent accurately distinguish/explain the 

difference between the different plan types? 
     

Did the agent ensure the consumer’s understanding of the difference between an MA/PD 
plan and a MedSupp plan if/when discussed? 

 Missed - Medicare Supplement vs. Medicare Advantage 

Did the agent ensure the consumer’s understanding of Original Medicare if/when 
discussed? 

 Missed - Original Medicare 

Did the agent ensure the consumer’s understanding of an MA Only Plan if/when 
discussed? 

 Missed - MA 

Did the agent ensure the consumer’s understanding of an MAPD Plan if/when discussed?  Missed - MAPD 
Did the agent ensure the consumer’s understanding of a PDP Plan if/when discussed?  Missed - PDP 
Did the agent ensure the consumer’s understanding of a MedSupp Plan if/when 
discussed? 

 Missed - Medicare Supplement 

CTM Risk: Enrollment Process, Plan Suitability, and Enrollment Without Permission 
9 (HIGH) Did the agent verify that the consumer was eligible to 

enroll and provide plan name and effective date? 
     

Did the agent obtain sufficient evidence the consumer was eligible for the plan and 
election period? 

 Missed - Eligibility 

Did the agent accurately provide the complete plan name?  Missed - Plan name 
Did the agent accurately provide the plan effective date (MM/DD/YYYY)?  Missed - Effective Date 
 




Plan Suitability 


# Quality Measure Point 
Value 


Quality Sub-Measure Requirements / Scoring Criteria 


8 Did the agent accurately distinguish/explain 
the difference between the different plan 
types? (MA, MAPD, PDP, Supplement) 


High Did the agent ensure the 
consumer’s understanding of the 
difference between an MA/PD plan 
and a MedSupp plan if/when 
discussed? 


The agent must accurately distinguish between the 
types of plans available to the consumer and/or ensure 
that the consumer understands the differences.  If the 
consumer expresses any misunderstanding, the agent 
must address the issue and provide clarity. (The agent is 
not required to go over every plan type on every call - 
but they should make sure to speak about the plan 
types the consumer asks about and if the consumer 
doesn't know/understand the differences when 
discussed, the agent should educate the consumer.) 


Did the agent ensure the 
consumer’s understanding of 
Original Medicare if/when 
discussed? 
Did the agent ensure the 
consumer’s understanding of an MA 
Only Plan if/when discussed? 
Did the agent ensure the 
consumer’s understanding of an 
MAPD Plan if/when discussed? 
Did the agent ensure the 
consumer’s understanding of a PDP 
Plan if/when discussed? 
Did the agent ensure the 
consumer’s understanding of a 
MedSupp Plan if/when discussed? 
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9 Did the agent verify that the 
consumer was eligible to 
enroll and provide plan name 
and effective date? 


High Did the agent obtain 
sufficient evidence the 
consumer was eligible for 
the plan and election 
period? 


The agent must complete a needs assessment and obtain 
sufficient information to qualify the consumer and determine 
the most appropriate plan for enrollment and the most 
appropriate/valid election timeframe. 
 
Confirm the consumer's status relative to the following: 
- Medicare A/B entitlement (A and B for MA/MAPD; A or B for 
PDP.) 
- Permanent residential address within the plan service area. 
- Sufficient indication that the consumer meets the 
qualifications for an election period. 
- Extra Help (LIS) Level (If election depends on status.) 
- If DSNP: Medicaid status/level 
- If CSNP: Qualifying chronic condition 


Did the agent accurately 
provide the complete plan 
name? 


Accurately indicate the following to the consumer: 
- Complete plan name including "from UHC" where applicable 
(Bold in example below) and including the plan identifier code 
(Italic bold in the example below.) "No Rx" must also be 
included when applicable (MA-Only Plans.) 
• Example: AARP Medicare Advantage from UHC CO-0014 
H2406105_000 
• The Contract/PBP code and segment ID (Example: 
H2406105_000 or H2406-105-000) are not required as part of 
the plan name when indicated. 
• The plan type (HMO, POS, PPO, SNP, etc.) are not required 
as part of the plan name when indicated. 
- Proposed effective date, including MM/DD/YYYY 


Did the agent accurately 
provide the plan effective 
date (MM/DD/YYYY)? 
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# Evaluation Question: Yes No N/A Error/Coaching Timestamp and Notes 
10 (HIGH) Did the agent confirm who will be completing the 

enrollment, follow the auth rep/witness process and obtain 
demographics?  

Did the agent obtain auth. rep. attestation and demographics when applicable? Missed - Auth Rep Process 
Did the agent obtain consumer authorization and witness demographics when 
applicable? Missed - Witness Process 

11 (HIGH) Did the agent accurately fill out the application to 
ensure a hassle-free enrollment process? 

Did the agent accurately obtain or confirm the consumer’s full name? Missed - Name 
Did the agent accurately obtain or confirm the consumer’s DOB? Missed - DOB 
Did the agent accurately obtain or confirm the consumer’s physical/residential address? Missed - Physical Address 
Did the agent accurately obtain or confirm the consumer’s mailing address? Missed - Mailing Address 
Did the agent accurately obtain or confirm the consumer’s county (MA/PD Only)? Missed - County 
Did the agent accurately obtain or confirm the consumer’s Medicare Number? Missed - MBI 
Did the agent confirm LTC residency when required by plan or scripting? Missed - LTC information 
Did the agent accurately obtain or confirm the consumer’s choice of PCP? 
Did the agent accurately confirm the consumer’s current patient status (when required by 
scripting)? 

Missed - PCP 

Did the agent accurately select the consumer’s plan selection (and rider when applicable?) Missed - Plan/Rider 
Did the agent accurately obtain or confirm the consumer’s chronic verifying provider and 
contact information? Missed - Chronic Verification Provider 

Did the agent accurately select/identify the consumer’s election period when discussed? Missed - Valid Election Period 




Qualifying the Consumer 


# Quality Measure Point 
Value 


Quality Sub-Measure Requirements / Scoring Criteria 


10 Did the agent confirm who will 
be completing the enrollment, 
follow the auth rep/witness 
process and obtain 
demographics?   


High Did the agent obtain auth. rep. 
attestation and demographics 
when applicable? 


Clarify who will be completing the enrollment: Applicant, Applicant + 
Witness, or Legally Authorized Representative. 
(If the consumer/applicant is the only party spoken to and reflects no 
cognitive impairment and does not indicate that someone else should 
be involved, then no additional confirmation is required that they will 
complete their own application.) 
    
Follow process/scripting and gather demographic information and 
attestations as indicated in the approved enrollment script. 
 
Example: 
 
If Applicant + Witness: 
Obtain the witness' first and last name, then have the applicant provide 
a clear  
authorization to allow the witness to complete their application. 
 
If Authorized Representative: 
Have the auth. rep. state the name of the enrollee and provide a clear 
attestation that  they are authorized under state law to complete the 
application on the consumer's behalf. 
Obtain the Authorized Representative's required personal information, 
including their Relationship to the Applicant, First and Last Name, 
complete Address and Telephone Number. 


Did the agent obtain consumer 
authorization and witness 
demographics when applicable? 


  


Scenario 
1 Who can assist a consumer in 


verbally completing an 
enrollment application? 


    
 
 


 


• Witness (the person assisting with the telephonic enrollment)  
• Legally Authorized Party  
 
Note:  If the caller advises they are not authorized under state law to 
complete the enrollment, the witness process must be followed.  Verbal 
authorization from the applicant is required to proceed with the 
application process (this is a CMS requirement.)  







Best practice is for the consumer to stay on for the entire enrollment 
process to ensure he/she hears the full terms and conditions; however, 
if the consumer states he/she is not able to remain on the phone, you 
can proceed with the just the witness on the line.  


2 What if a consumer speaks a 
language other than English? 


    Agents should not use the authorized representative and/or witness to 
translate the conversation or enrollment scripting. A contracted 
translation/interpreter service should be used. 
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Enrollment 


# Quality Measure Point 
Value 


Quality Sub-Measure Requirements / Scoring Criteria 


11 Did the agent accurately fill out 
the application to ensure a 
hassle-free enrollment process? 
(Input of all information and 
selection of all options) 


High Did the agent accurately obtain or 
confirm:  


• Obtain and accurately enter the consumer's full name, 
Medicare Number, date of birth (MM/DD/YYYY.) 
• Obtain and accurately enter the consumer's residential address 
including House/Building Number, Street Name, Unit Number, 
City, State, Zip Code, and county (county not required for PDP.) 
• If consumer resides in an LTC, the permanent address must 
match the facility address. 
• The only time a PO Box can be utilized as the permanent 
residential address is in the case of the applicant being homeless. 
• Confirm that the consumer does not have a separate mailing 
address or obtain mailing address (and accurately enter) 
including House/Building Number, Street Name, Unit Number, 
City, State, and Zip Code 
• Accurately select/enter the correct plan and include any 
rider(s) selected by the consumer on the application. 
• Accurately select/enter a valid election period. (If indicated to 
the consumer, the selection should match the discussion.) 
• Accurately enter the UHC PCP ID (or Medical Group ID when 
applicable) for the consumer's PCP. (If the consumer does not 
have a PCP, the agent should locate one to be entered on the 
application and provide the first/last name to the consumer and 
obtain agreement to place them on the application.) 
-  An in-network PCP must be obtained/entered for all HMO, POS, 
PPO, DSNP, and CSNP Plans. Not required for PFFS or PDP plans. 
- PCP status must indicate PCP Services Available and Accepting 
All Patients or Accepting Existing Patients (acceptable only for 
current patient of provider). 


• the consumer’s full name? 
• the consumer’s DOB? 
• the consumer’s physical/residential 
address? 
• the consumer’s mailing address? 
• the consumer’s county (MA/PD 
Only)? 
• the consumer’s Medicare Number? 
Did the agent confirm LTC residency 
when required by plan or scripting? 


Did the agent accurately obtain or 
confirm the consumer’s choice of PCP? 
Did the agent accurately confirm the 
consumer’s current patient status 
(when required by scripting)? 
Did the agent accurately select the 
consumer’s plan selection? 
Did the agent accurately confirm the 
consumer’s rider selection when 
applicable? 
Did the agent accurately obtain or 
confirm the consumer’s chronic 
verifying provider and contact 
information? 







Did the agent accurately select/identify 
the consumer’s election period when 
discussed? 


- Ask if the consumer is a patient of the physician and indicate 
accurately on the application (unless approved scripting omits 
this question.) 
- If the requested provider has multiple medical group 
affiliations, the agent should ensure the PCP ID/Medical Group ID 
associated with consumer's choice of affiliation is placed on the 
application. 
- For CSNP Plans only: 
The agent must obtain/confirm the complete name (first 
name/last name) and contact phone number of the physician 
who can verify the consumer's chronic condition 
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# Evaluation Question: Yes No N/A Error/Coaching Timestamp and Notes 
12 (HIGH) Did the agent follow the required scripting? 

Missed – A and/or B 

Missed – Will End Other MA/PDP 
Missed – Medicare Outside US 

Missed - Plan Specific Disclaimer 

Missed – Right to Appeal 
Missed – Release of Information 
Missed – Accurate information/Disenrollment/Cancellation 

13 (HIGH) Did the agent verify understanding and obtain the 
consumer's agreement to enroll? 

Did the agent obtain the consumer’s agreement to enroll/submit the application? Missed - Agreement to Enroll 
Did the agent confirm the consumer’s understanding of the enrollment 
information/process? Missed - Understanding of Enrollment 




Enrollment 


# Quality Measure Point 
Value 


Quality Sub-Measure Requirements / Scoring Criteria 


13 Did the agent verify 
understanding and obtain the 
consumer's agreement to enroll? 


High Did the agent obtain the consumer’s 
agreement to enroll/submit the 
application? 


• Agent must ensure consumer understands that they are 
completing an application and that agreeing to submit the 
application will result in enrollment. 
• Agent must create understanding (or avoid 
misunderstanding) that a telephonic agreement is in lieu of a 
wet/paper signature. (Avoid rushing, pressuring, coercing 
consumer by stating that they will receive all the materials via 
mail without advising that an active withdrawal or 
disenrollment would be required.) 
• Applicant must indicate an affirmative agreement and 
understanding to all information provided and to 
complete/submit the enrollment. 


Did the agent confirm the consumer’s 
understanding of the enrollment 
information/process? 
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Keep A and/or B


Will End other MA/PDP


Medicare Outside of US


MA-Only 
(If applicable to plan)


All MA Plans
(Or Applicable Scripting if Plan-Specific)


All MA Plans
(Or Applicable Scripting if Plan-Specific)


Part D Plans


PPO/POS Plans (If applicable to plan)


PFFS
(If applicable to plan)


DSNP (Medicaid Verif.)
(If applicable to plan)


CSNP (Condition Verif.)
(If applicable to plan)


ISNP (Facility Requirement)
(If applicable to plan)


Right to Appeal


Release of Information


Accurate Information/Disenrollment/Cancellation


If you ever disagree with a decision about payment or services, you have the right to file an appeal.


We'll only release your information to Medicare, if necessary, for payment, treatment, and healthcare operations. Medicare 
may release your information for research and other purposes, as allowed by federal statutes and regulations.


You can only be in one Medicare Advantage or Prescription Drug plan at a time.  Enrolling in this plan may automatically end 
your enrollment in another Medicare Advantage or Prescription Drug plan.


As a reminder, this is a Private-Fee-for-Service plan.  You may use any Medicare eligible doctor, hospital or health care 
provider as long as they are Medicare-approved and they accept the plan’s terms, conditions and payment rates.  Before 
you get services from a provider, please call to make sure they will accept this plan.  If the provider does not agree to accept 
this plan, you will need to find a different provider.


Providers who do not contract with our plan aren't required to see you except in an  emergency. Medicare Private Fee-For-
Service plans work differently, and pay for services instead of Medicare. You'll be responsible for the amounts the plan 
doesn't cover, such as copays and coinsurances.


PFFS MA-Only: This plan does not have prescription drug coverage, and you may be eligible to get coverage from another 
Medicare prescription drug plan.


Medicare doesn't usually cover you while out of the country with the exception of limited coverage  near the U.S. border.


Do you understand this plan does not have Prescription drug coverage and you can't be enrolled in a separate Part D plan at 
the same time you are enrolled in this medical plan?


If the plan offers out-of-network benefits, you may use the plan for covered services as long as the provider accepts the 
plan, agrees to bill your insurance, and are Medicare Approved.  These services may be at a higher cost.


You can only enroll in this dual special needs plan if you have proof that you are eligible for both Medicare and Medicaid.  
We may contact you for proof.


To get the lowest costs, you must use in-network providers OR if your plan does NOT have out-of-network coverage, you can 
only use in-network providers, with the exception of emergency or urgently needed care.


You can only enroll for this (institutional/institutional equivalent) special needs plan if you have verification that you have or 
will continue to need the facility's level of services for at least 90 days.


Please understand that you need to use network pharmacies except in the case of an emergency where you are unable to 
access one.


The agent must provide the following disclaimers as indicated in the approved scripting:
(Actual verbiage may vary based on approved scripting.)


The information on this enrollment is correct to the best of your knowledge.  If you provide answers that you know are not 
true, you may lose this plan. 
Remember, you can only cancel your enrollment in this plan before the plan effective date.


In order to enroll in a Chronic Special Needs Plan, Medicare requires verification of your chronic condition. I'm going to ask 
you a few questions to see if you are eligible for this plan. We'll need to contact the doctor that can verify your condition.


The plan you have chosen is not a rider, but a full plan.


You need to keep your:
MA/MAPD:  Medicare Parts A and B.
PDP: Medicare Part A or B.


12


Did the agent follow the required scripting?


Keep A and/or B
Will End other MA/PDP
Medicare outside the US
Plan Specific: MA only, HMO, PPO/POS, PFFS, DSNP, 
CSNP
Right to Appeal
Release of Information
Accurate information/Disenrollment/Cancellation


High
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# Evaluation Question: Yes No N/A  Error/Coaching Timestamp and Notes 
CTM Risk: Agent Service and Agent Misstatement 
14 (LOW) Did the agent remain professional, address all 

questions and concerns, provide accurate information, and 
provide the consumer with personal/customer service contact 
information? 

     

Did the agent avoid rude/unprofessional tone/behavior and match pace with the 
consumer? 

 Missed - Pace and tone 

Did the agent avoid excessive use of jargon without sufficient explanation?  Missed - Jargon 
Did the agent ensure the consumer had cognitive ability to comprehend and enroll?  Missed - Cognitive Abilities 
Did the agent provide only accurate/verifiable information? (Benefit info not scored here.)   Missed - Accurate Information 
Did the agent provide plan customer service or agent/agency phone number?  Missed - Contact Information 
Did the agent attempt to completely address all consumer questions/concerns?   Missed - Address questions/concerns 
15 (HIGH) Did the agent avoid superlatives, stating the plan was 

endorsed by AARP, and negative comments about other 
companies? 

     

Did the agent use superlatives regarding the plan or networks?  Missed - Superlatives 
Did the agent avoid indicating AARP endorsement of MA/MAPD/PDP plans?  Missed - Endorsed by AARP 
Did the agent avoid negative comments about Medicare or other plans/carriers?  Missed - Other companies 
16 How many HIGH questions were missed? HIGH  
17 How many LOW questions were missed? LOW  

 
Evaluation Score:  

 




Agent Service 


# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria 
14 Did the agent remain professional, 


address all questions and 
concerns, provide accurate 
information, and provide the 
consumer with personal/customer 
service contact information? 


Low Did the agent avoid 
rude/unprofessional tone/behavior 
and match pace with the consumer? 


• Use clear and concise tone and pace: enunciate, avoid 
speaking too fast 
• Ensure the consumer has the appropriate cognitive 
abilities to complete the enrollment 
• Avoid unprofessional/inappropriate language and industry 
jargon that the consumer would not understand. 
• Avoid sighing, comments under breath, and speaking over 
the caller (This may occur naturally due to conversation, but 
should not be excessive or on purpose.) 
• Provide accurate information throughout the call (Benefit 
information is not scored here - this is only for inaccurate 
information not scored elsewhere on this form.) 
• Avoid making false statements, statements based on 
speculation or without supportive research. 
• Attempt to answer/address the consumer's questions and 
concerns 
•Provide the consumer with contact information for the 
agent/agency and/or plan's customer service. 


Did the agent avoid excessive use of 
jargon without sufficient 
explanation? 
Did the agent ensure the consumer 
had cognitive ability to comprehend 
and enroll? 
Did the agent provide only 
accurate/verifiable information? 
(Benefit info not scored here.)  
Did the agent provide plan customer 
service or agent/agency phone 
number? 


Did the agent attempt to completely 
address all consumer 
questions/concerns?  
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Agent Service 


# Quality Measure Point Value Quality Sub-Measure Requirements / Scoring Criteria 
15 Did the agent avoid superlatives, 


stating the plan was endorsed by 
AARP, and negative comments about 
other companies? 


High Did the agent use superlatives 
regarding the plan or networks? 


• Avoid use of superlatives when describing plan, networks, 
formularies etc. (best, biggest, largest etc.) 
(Stating that the plan appears to be the best fit for the 
consumer is allowable; stating it's the best plan in the area 
[as a general statement] is not allowable.) 
 
• Avoid indicating AARP endorsement of MA, MAPD, or PDP 
plans. 
 
• Avoid negative comments/impressions including those 
about Medicare or other carriers/plans (or agreement with 
comments made by the consumer.) 


Did the agent avoid indicating AARP 
endorsement of MA/MAPD/PDP 
plans? 
Did the agent avoid negative 
comments about Medicare or other 
plans/carriers? 
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