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Send oomDIeted forms to:

EJ±坦吐karI@leav匝groupinc,COm

R A N C E　　挫E(2。8),,2_62,。

蛙亜9030 N Hess St #444, Hayden, lD 83835

Prescription Drug/Physician Questionnaire
Medicare Advantage Pians and Medica「e Part D Plans provide insurance coverage for your

prescription drugs. Please fiII out this form so we may provide you with a personaiized Medicare

report to heip us recommend a pIan that best fits your situation, Piease list you「 presc「iption drug§,

doctors, and any other information you feei is important below.

Name:　　　　　　　　　　　　　　　　　　　　　　　　　　　　Phone:

Address:

State :　　　County

Current Health Plan:

Preferred Phamacy:

EmaiI:

Current Prescription Plan:

Do you use Mail Order? Yes orNo

Are you h鑓囲y南抽)'Oul’側rr脚坤Ohe)章? Ye§ Or N①　　Are you Low Income Subsidy? Yes or No

Prescrip憤onName: �Dosage: �Frequency: �GenericYIN? �CanadaY/N? 

Please Iist yo即PhYSicians/SpeciaIty care:

P「imarγ Care:

Specialist’s Name:

SpeciaIist’s Name:

Areyouasnowbird? Yes/No Ifs○○Where?

O情ce Name:

O怖ce Name:

O怖ce Name:

Please list anγ SPeCiaI needs or reque§tS γou may have:



Scope of Appointment Confirmation Form

Before mceting with a MedlCal.C‘ bencficiary (Or thCjr authorizcd rcpresentative)、 Medicare 「equiI・eS that

しiccnscd S種les R甲.e油刷i、'es usc thi高)rm tO CIISu「e yOur aPPO一一1tmel両ocuscs o一一Iy on thc typc o†pla11

and products yOu are mtC「eSted I一一・ A sc阿ate fl-r青T‘ chould hc used fol・ eaCh Mcdicare be'le砧ary. Please

ClleCk what you wan[書O disぐuSS “.ith the Liぐensed Sales Representative.

Please indicate the PrOduct(S) you agree to di§CuSS by checking the applicab書e checkbox(es):

□霊謹書黒地g刷れs (Pa「書C)

□謹書器re Preso申on

□器are Supplemen時digap)

Denta!-l「isi。n-Hearing Products

Hospita書Indemnity Products

By sigm噂亜s fom・ y。u agreC tO meet Wjth a書」censed Sales Representative to discuss the products checked

ab。Ve. Tlle Lieenscd Salcs Represcntativc is c亜r c一申oyed o「 contracted by a Medicarc p-an and may be

Paid bascd ol「 yOu「削rO冊cnt in a p書a-1. Tlley do not work dil.eCtl)宜「 thc federa- govcmmcnt.

Sig…ng油諭m does not aifect y〔}u「 C皿ent O「 futurc e-1rOllment in a Medicare pIan, enrO= you in a

Medica「e plan o「 obligate you to enro旧n a Medicare函n. A旧nfomation provided on this fom is

Beneficiary or Authorized Representative Signature and Signature Date:

×
Signature:　　　　　　　　　　　　　　　　Signature Date:

廿)一l}u are血o authOr豆cd l.ePl-CSClllat読` PI.ase s慢l同bo‘C踊d prlIlt Clcal・l)・肌d lcgibi〉′ bclow

Authorized Represe-1tative’s Name‥　　　　　　　　Your Re!ationship to the Benefroia「y:

TobecompletedbytheしicensedSalesRepresentative(叩両a「Iya刷(gibIy): 

LicetlSedSdesRcp「escntativ・C ��Licc11SedSalcsRcprcscntativc �Lice11SedSalcs 

Name(Fil“S」Last) ��Ph011c �RcpresentativeID ! 

BenefroiaryNamc(FirsLLast) ��Bcne柾iaryPhOne(Optional) �!DateAp岬l-tW冊0申ted 

BcncficiaryAddrcss(Optional) 

喜n高alMe(h0d。f、c、。11met �Plall(S)theLicenscdS種lcsRcp一・CSel-tativc‘刷represemduriIlgthcmcctillg 

LicensedSaiesRepresentativeSigmm「e 

*Scopc o†、 Appo面mc11t documC-「tation is su匝et to C‘MS 「ecord retention requirements*
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