Updated October 2011
MEDICARE PRESCRIPTION DRUG PLAN FORM
Please complete and return to Caldwell Senior Center.  
After we have completed a comparison, you will be notified and scheduled to come in for an explanation and/or enrollment.
FILL IN ALL INFORMATION BELOW
Information Needed for Personalized Plan Search

Name ____________________________      ___       _____________________________



First Name

   Middle Initial

Last Name
Address _______________________________         Phone _______________________

City
   _______________________________
  NC                Zip ______________
Medicare Claim Number _______ - ____ - ________ - ___  Date of Birth ___-___-___







      


   (Mo-day-year)
Effective Date for Medicare Part A ______-_________,   Part B _______-_________.





   (Month-Year)              

    (Month-Year)           
What is your current Medicare Coverage:





Traditional Medicare A and B __________, Medicare Advantage Plan (Part C) _________.






      (HMO or PPO or PFFS)
Are you eligible for extra help with costs of drug plan? _________yes,  _________no.

     Qualifications for extra help:  Single person – below $16,335 annual gross income, $12,640 assets



     Couple – below $22,065 annual gross household income, $25,260 assets

     If qualified, we can help with an application to Social Security to get approval for extra help.  Please provide your income information. 

Monthly Gross Household Income ____________________               Total Assets    ________________
Have you been APPROVED for:   Full Help _____________,  Partial Help _____________,
Medicaid ______________,  
     Help Paying Medicare Part B Premiums _____________.
Approval would be in the form of a letter from Social Security, Medicare, or a Medicaid card.
Do you have a Medicare Prescription Drug Plan?  _____  If no, why not?  _______________

If yes, which one? ________________________________  Does it meet your needs? ________
                   WRITE THE COMPLETE NAME FROM YOUR INSURANCE CARD.
Why do you need to consider another plan?  ________________________________________

Has the senior center made a comparison for you in the past?  ____no, ____yes.
                        (space for staff to enter earlier ID)___________________, ___________, ___________







IMPORTANT - Preferred pharmacy:  _____________________________________________  
TO GET AN ACCURATE COMPARISON, A PHARMACY MUST BE CHOSEN.   
List the Prescription Medications that you get from the pharmacist on the back side of this page.  Do not list over-the-counter, vitamins or herbals.  Do not list any medicines you get from another source such as VA, samples, or Prescription Assistance Programs.
List PRESCRIPTION MEDICATIONS that you get from a PHARMACIST.  Do not list over-the-counter, vitamins, or herbals.
Please list the name of the medicine that you take.  If you take a brand name only, list it.  If you take a generic, please use the generic name.  The Medicare website wants to change brand names to generic unless you do not want that done.  Please make a check mark in the Brand Name Only column *** if you require a brand name.
	Prescription Medications Currently Taking on a Regular Basis
(Need NAME of medicine, not type)            
	Brand
Name

Only?

  ***
	Dosage 
(milligrams)
	Quantity per Month
(Pills, Boxes, Tubes, Bottles, Disks, needed EACH MONTH)

	Example:           Lisinopril
	
	5 mg
	30

	Example:  Humalog 50/50
	
	
	2 vials

	Example:            Synthroid
	Yes
	112 mcg
	30

	LIST YOUR MEDICINES
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


