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Medicare Counseling Information Form
Return this completed form to: [Insert agency name and address; Replace national logos with your state logo, if desired]
	Name:
	
	Date of Birth:

	Address:
	
	

	City:
	State:
	Zip:

	Phone: (
)
	County:
	Year-Round Resident?   Yes   No

	Email Address:
	
	

	How did you hear about us:
	
	Primary Language?

	I need help with:  Open Enrollment   New to Medicare  Fraud or Abuse  Other

I am interested in reviewing my Part D Drug Plan?   Yes  No
Advantage Plan?   Yes   No

	I am interested in reviewing:  Part D Drug Plan?   Yes  No     Medicare Advantage Plan?   Yes   No

Do you have a supplement?  Yes  No
Do you need help with your supplement?   Yes   No




	Do you currently have other health insurance?  Yes  No    If yes, list _____________________________
If yes, Which?  



	Medicare Card Information
	
	 Medicare.gov Account Info

	Name:
	
	  I Prefer NOT to share this Information

	Number:
	
	 Username:

	Part A effective Date:
	
	 Password:

	Part B effective Date:
	
	 Security Question:

	I need a new Medicare card?   Yes   No


	
	 Answer:

	         Help with Costs
	
	       Pharmacy Information


Are you currently receiving?                                         Extra Help      Medicaid     
Do you have a hard time affording prescriptions?

 Yes   No
Do you have a hard time affording medical costs?

 Yes   No


What is your Preferred Pharmacy? 
 
Alternative Pharmacy? 
 
Do you use Mail Order?  Yes   No
Are there any Medications that are not covered by
your current plan?  Yes   No
List:  

	Please provide us with information about your prescriptions and pharmacy.
NOTE: You may be able to obtain a printout from your pharmacy or doctor’s office to attach.
If not, please complete the chart below. Please attach additional sheets if needed.

	Name of Drugs
	Strength
	Daily Dose

	Example: Lipitor
	Example: 10 mg.
	Example: Twice Daily

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Additional needs, comments, or details related to potential health care fraud, errors, or abuse 

	

	

	

	

	

	Appointment Preferences:

	I prefer  Mornings    Afternoons
What time works best for you?

	I would prefer to have an appointment by
  Phone      Video Call    I can only meet in person

	Have you ever participated in a video call before?   Yes   No

	I prefer to use   Zoom     Google Meet   Other ________________________________

	I have a computer at my home that I am comfortable using   Yes  No

	I have internet at my home  Yes  No                             I have an active email account  Yes   No

	I need a friend or family member to attend the appointment with me    Yes  No             

	Name of person attending with me __________________________  Relationship ________________________          

	FOR OFFICE USE ONLY:
Appointment Scheduled for:  Date: 
Time:  

 Phone   Video   In-person
Sent Comps, Materials, Link  Mail   Emailed  Fax  Date 



