
 

 

 
 

 

How should you use this worksheet? 
 

Use this worksheet to gather the information you will need to find a Medicare drug plan 
that meets your needs.  You may find it helpful to gather all of your prescription drug 
bottles and your red, white, and blue Medicare card before you fill out this worksheet. 
 

1. What is your name and address? 
   

                        
First Name          M.I.  Last Name 
 

                        
Address 
 

                        
City                Zip Code 
 

   -                     
Phone Number           County 
 

2.  What is your Medicare Claim Number on your Medicare card?   
 

   -   -     -             
 

 

 

3.  What is your Medicare effective date(s)? 
 

  -   -                   
Part A--Month      Day           Year 

  -   -     
Part B--Month      Day           Year 
 

 

4.  What is your date of birth? 
 

  -   -                   
Month       Day            Year 
 

-Over- 
 

 

Medicare Prescription Drug Coverage Information Form 

October 2009 

MEDICARE HEALTH INSURANCE

SOCIAL SECURITY ACT

NAME OF BENEFICIARY

JOHN D. DOE
MEDICARE CLAIM  NUMBER                                   SEX

123-45-6789A                              MALE

IS ENTITLED TO                                                  EFFECTIVE DATE

HOSPITAL INSURANCE (PART A)     1/1/95
MEDICAL   INSURANCE (PART B)     3/1/99 
SIGN  
HERE John D. Doe

MEDICARE HEALTH INSURANCE

SOCIAL SECURITY ACT

NAME OF BENEFICIARY

JOHN D. DOE
MEDICARE CLAIM  NUMBER                                   SEX

123-45-6789A                              MALE

IS ENTITLED TO                                                  EFFECTIVE DATE

HOSPITAL INSURANCE (PART A)     1/1/95
MEDICAL   INSURANCE (PART B)     3/1/99 
SIGN  
HERE John D. Doe

 



 

5.  Do you currently have drug coverage through one of the following? 
  
       Medicare Part D Drug Plan: Name of Plan_________________________________ 
          
            Medicare Advantage Plan: Name of Plan__________________________________ 
                               

               Employer/Retiree plan          Union Plan 
 

     VA                TriCare                Federal Employee Health Benefits Plan              
   
6.  How would you like to receive your Medicare drug benefits? You can get your  
     Medicare prescription drug coverage two different ways:  

 

Medicare stand-alone drug plans  
 

 

Medicare Advantage Plans and Other Health Plans –Provides your Medicare drug 
coverage plus your Medicare Part A and Part B benefits.  

 

I would like information about both types of plans. 
 

7.  Do you currently receive any of the following benefits? 
   
            Medicaid           Help paying your Medicare Part B premium 
 
             

           Extra help with your Medicare drug costs 
 

     If you checked one of the boxes in number 7, skip questions 8 and 9. 
  

8.  Are you single and your annual income is $16,245 or less and your resources are  
     below $12,510? (Include items you own by yourself or with someone else.  Don’t     
     include your home, vehicles, burial plots, or personal possessions.)                                                                                           

 
  Yes              No 
 

9.   Are you married and your annual income is $21,855 or less (include your  
      spouses income) and your resources are below $25,010? (Include items you own  
      by yourself or with someone else.  Don’t include your home, vehicles, burial  
      plots or personal possessions)                   
                                                                       

   Yes             No 
 

If you answered yes to question 8 or 9 you may be eligible for extra help with your 
prescription drug costs.  To apply contact your local Social Security Office or SHIIP 
counselors are available to assist you with your application.  



 
 

How do you decide which plan is right for you?   
Compare using: 

  www.medicare.gov and select Find a Medicare Prescription Drug Plan – online 
comparison tool 

 Call  SHIIP at 1-800-351-4664 – one-on-one help in comparing plans or 

 Call 1-800-Medicare (1-800-633-4227)– to request printed comparison 
 

You will need the following information to compare plans 
 

10.  What pharmacy do you prefer?  You may list two.  
   
       __________________________________________________________________________________________ 

      Name of Pharmacy               Address and City 
 

     _________________________________________________________________  

      Name of Pharmacy                            Address and City 

 

Which drugs do you currently take? 

Make a list of your current prescriptions-please print (correct spelling is needed) or attach 
a pharmacy print out.  List the dosage, frequency (how often you take it) and monthly costs 
of your prescriptions. If necessary, give specific container/tube/bottle size. 
 

Name of Drug                                              Brand or Generic         Dosage                      Frequency                                                                                                                                                                                                 
Example: Lipitor                       
Example: Cosopt (eye drops) 

State if the drug you are 
taking is Brand or Generic 

Example:  10mg                        
Example:  10ml    
(tablet or capsule)                    

Example: 1 a day  
Example: 1 bottle a 
month 

 

 

   

    

    

    

    

    

    

    

                                                                               -Over-

http://www.medicare.gov/


 

Make a list of your current prescriptions-please print (correct spelling is needed)  
 

Name of Drug                                             Brand or Generic              Dosage                      Frequency                                                                                                                                          
Example: Lipitor                      
Example: Cosopt (eye drops  

 State if the drug you are 
taking is Brand or Generic 

Example:  10mg                        
Example:  10ml    
(tablet or capsule)                    

Example: 1 a day  
Example: 1 bottle a 
month 

 

 

   

    

    

    

    

    

    

    

    

    

    

    

    

    

SHIIP Use Only: Save computer drug comparison information - record the following from the website: 

Confirmation #  

Password Date:  ______ Day  ______Month  ______ Year 

 

SHIIP is a free, unbiased counseling program provided by the State of Iowa Insurance Division.                                             
                                       Phone:     1-800-351-4664 

                                                                Website: www.therightcalliowa.gov 
 

 
This form contains confidential information and will not 
be shared with anyone other than your SHIIP 
counselor(s). 

http://www.therightcalliowa.gov/

