RETURN THIS FORM TO THE ADRC PRIOR TO
APPOINTMENT

& U & f i

Name: Date of Birth / / Appointment / /

Address Phone
Street City State Zip

. Do you have SeniorCare? Yes No

_/@ MEDICARE HEALTH INSURANCE Do you have a Forward Card? Yes No

0 Do you receive help paying for Part B? Yes No

Do you receive help paying for medication? Yes No

' Medicare Claim Number: Do you have coverage with the VA? Yes No
What pharmacy do you use?

Hospital (Part A) Effective:

Name of current drug coverage:

Medical (Part B) Effective:

Name of current health plan:

A printout of your prescriptions from your pharmacy is best. If you do not have such a list, please
provide the following information:

rr Dosage . .
Prescription Drug Name mg, meg, ml, vial, tube, etc # of Pills How many times a day

What pharmacy do you prefer?
(continue on back if needed)

The information you are being asked to provide is needed to determine if you are eligible to receive Older American Act Services and to comply with
federal reporting requirements. The information requested will allow us to obtain the most accurate information about your drug coverage options.
This information will be stored in a secure electronic database and will not be used for any other purpose. Your information will not be shared with
another agency without your permission. This information will not be sold to anyone. You have the right to review your record and request changes
to assure accuracy. You will not be denied most setvices if you refuse to provide this information. If you have any questions, please discuss with the
ADRC of Oneida County Director or Elder Benefit Specialist.



