TN Med‘icare Part D

‘ " sHl P Prescription Plan Worksheet ﬂSMP
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The following questionnaire provides the necessary information that SHIP/SMP volunteers and staff need to prepare
a comparison report. Once you have completed the form, please mail to:

SHIP/SMP, 101 Sam Watkins Blvd, Mt Pleasant, TN 38474 or Fax: 931-379-2685

To request an appointment - fill in the location you normally visit
Completed forms need to be returned prior to appointments being made,

. Name: . Dateof Blrth [/
(Please provide your name as it appea_'ts on your Medicare Card)
Address: '
(Please provide the address and zip code you have on file with SSA)
City: State: Zip:
Phone: County:

- B8N if dlfferent than Medlcare Number: -

Email address:
What is your Medicare Claim Number?
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What is your effective date for Medicare Part A?

What is your effective date for Medicare Part B?

DO NOT SEND CLAIMS FOR FAYMENT OF
MEDICARE BENEFITSTO THIS (£) ADDRESS

Do you currently have insurance coverage for prescriptions? Ves No
If yes, check any that apply: U =

Medicare Part D Plan (name)
Medicare Advantage Plan (name)
Medicaid

Employer/Union Group Health Plan
Federal Employee Health Benefit Plan
TRICARE for Life

Veteran’s Administration

Medigap/Medicare Supplement
Other

ooooooooo

(retirement, private, etc.)

WY .Seace_ X




I am interested in learning about Medicare prescription drug coverage available through:

0 Medicare Stand-alone Prescription Drug Plans (Part D) - Offers prescription drug coverage only. This is the
coverage you want if you want to stay in Original Medicare and keep your Medicare Supplement Plan.

0 Medicare Advantage Plans—Offers coverage for your hospital and medical care as well as prescription drugs;
you may have provider restrictions.

0 Both
Have you applied for Extra Help assistance? Yes [ No O
Would you like SHIP to assist you in applying for Extra Help? Yes O No O

Please provide us with mform ation about your Drescriptmns and pharmacy. You may attach a printout from your pharmacy or
any other additional information.

NAME OF PHARMACY YOU USE (REQUIRED) :

For Diabetic medications — list number of vials or-pens per month
NAME OF DRUG STRENGTH

Quantity per IMonth

Example: Lipitor FExample: 20 mg.
L.

Example: 30 or one per day

e

22,

(Office Use Only)

Drug ID: Password Date:

If you actually take the generic of a drug....Please put the generic name..NOT brand name on list



