SHIP SMP 2024 Medicare Part D

Department Of e Assistadiod Progrom =  Sanlor Medlzare Patrol P Ia n C 0 m p a riso n
s Dlsa bl llty & Agl ng Navigating Medicare Preventing Medicare Fraud WO rkSheet

OF GREATER GraTNosea  COMParison report. Please complete both sides entirely and return to us in the provided

e , This form provides the information we need to prepare your unbiased Medicare Part D
ff ¢ W\ Jewish Federation
A\ =/ envelope. Once received we will contact you to schedule your appointment.

Name: Date of Birth: / /
(As it oppears on your Medicare Card)

Address:
(Please provide the address and zip code you have on file with SSA)

City: : State: Zip:

Phone: County:

Email Addrass: Gender: [ | Male[[ Female[ ] Other

_ ' Example:
d Medicare Number:

| Part A start Date:

TE5-MKT2

. Ateled o i i3 bt aberier fplean
§ Part B Start Date: : ) ﬁwé%ﬁg}_ﬁmﬂm) T

_ME

Would like a personalized search and already have a Medicaré.gbv accéunt?'(P'leas:e provide
account informaticn) User Name: Password:

Do you currently have any of the following insurances or assistance programs? (Check any that apply):

[] Part D Prescription Drug Plans (list [] Medicaid/TennCare
D below) Medicare Advantage Plans (list D QMB, SLMB, QI-1 (Medicare Savings
D below) Federal Employer Insurance Program These pay your Medicare Premium
D Medigap/Supplement Insurance D Low-Income Subsidy Program, “Extra Help”
D TRICARE or Veteran's Administraion Helps Lower Prescription Cost
" Piease list your Part D Drug Plan or Medicare Advantage Plan information: (Plan ID usually begins with S or H)
Plan Name: Plan ID Number:
Send me comparisons for: How would you like us to send your comparison?
] Part D Prescription Drug ] Postal Mail [ E-Mail ] Phone call

D Plans Medicare Advantage




Medication Information: (Attach onother page if needed. Please do not include over-the-counter medications. NOTE:
If you take your medication as needed, please put how often you get it refifled as welf as the quantity of the refill)

A Generic OK?| Strength/Dosage | Tablet/Capsule . **Refill
Name of Medication (Y/N) {mg, mcg, etc.) (TIC)p Quantity Per Day Frequency
Other Medications (i.e. Inhalers, Insulins, Creams, Drops, etc.)
_ Generic OK? | Stren thiDosage Size of # of Packages ***Refill
Name of Medication {(YIN) (rwg,gmcg, etcg.) Pallékage per Refill Frequi:llcy
List up to 5 Pharmacies you would like us to compare: (include mail-order if desired)
1. 4,
2, 5,
3.
Would you like us to contact you for low- Eligibility Criteria Monthly Gross Income] Assets
i i ? "
income assistance? Please see the chartf to the Single $1,882 $17.220
right for income guidelines: Martiod $2.555 $34,360

ves [ nNo

This publicatlon Is supported by the Administration for Community Living (ACL), U.S, Department of Health and Human Services (HHS) as part of o financial assistance award totaling
$1,167,864, with 100% funding by ACL/HS. The contents are those of the author and do not necessarfly represent the official views of, nor and endlorsement, by ACL/HHS or the U.S,
Government,



