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Please return completed worksheet to: 
P.O. Box 20895, Billings, MT 59104 
PH: 406-259-5212 Fax: 406-259-5839
Email to: rc@alliesinaging.org

Resource Center 2026 
Medicare Part D Drug Plans 

Assessment Worksheet 

Name on M edicare Card: Date of Birth:
- - - - - - - - - - - - - -- - -- - - - --

Address: _______________ City: _ _ _ _ _  _ Zip Code: _ _ _ __

Phone#: ___________ _ Email: ________________ _

Preference for Appointment: 

NEW Medicare Card 

MEDICARE#

□Phone □Face to Face

- -

---- -- -- -- -- -- -- -- -- --

Effective Date Part A - -

-- -- -- -- -- -- -- --

Effective Date Part B - -

-- -- -- -- -- -- -- --

1ro4°:rEs-i.i1<1-r- /
HOSPITAL(PART A) 03-01-�016✓ _________... 
MEDICAL (PARTS) 03-01-2016 =--------- �-----------------------� 

Name of preferred pharmacy: _______________ Zip Code: _ _ _ _

Number of individuals in household including dependents: D 1 D 2 D 3 D 4 or more _ _

Are you currently eligible for VA drug benefits? □ Yes □ No

Name of your current Medicare Part D prescription plan: (Examples:Humana Walmart Value,

SilverScriptChoice,ClearSpringHealthValueRx,AARPMedicareRxSaverPlus, Wellcare Classic, etc) 

Your current Medicare Part D Prescription Drug plan monthly premium: $ _ _ _ _ _ _ _

Do you have any of the following health care programs? (Check all that apply)

OFFICE USE ONLY: 

□ Medicaid □ Social Security "Extra Help" □ Big Sky RX

Date Received Entered by Reviewed by Appt. needed Y / N Date/time w I
--- --- --- ------- - -- - --



Please list all your Rx medications on the following list. Be sure to include all letters and numbers in addition to the name of the 
drug. If your medication is in vials or tubes, please list the number of vials or tubes you need in one month. If you take a medication 
as needed, list the approximate amount used per month . 
- ... -...................... 

r r-�-�� rn.11'4 I Please check 1 �ou may find it easier to request this list from your pharmacis

NAME OF MEDICATION Brand Generic� iTRENGTH(ml,mg,G,etc.) How often do you take? 

Please read and complete the two additional white sheets in their entirety and return them with pink sheet. 





LOCAL HELP FOR PEOPLE WITH MEDICARE 

STATE HEALTH INSURANCE ASSISTANCE PROGRAM 
Client Agreement and Authorization 

This program is intended to provide information regarding Medicare (Part A, Part B, and 
Prescription Drug Coverage), Medigap, Long Term Care Insurance, Medicare Advantage, 
Medicaid, and other health benefit programs and health options to empower you to be informed 
of viable choices; exercise your individual rights and protections; and become a pro- active 
partner in your own health care decisions. 

• Services are provided by trained volunteers/counselors who are acting in good faith and
information given shall not be construed to be legal advice .

• Volunteers / Counselors do not sell, recommend, or endorse any specific insurance product,
agent, company, Medicare Advantage Plan, or Prescription Drug Plan nor may they be actively
affiliated with the insurance industry, financial planning industry, or pharmaceutical industry. Any

• potential conflict of interest will be clearly disclosed to you .
• Volunteers / Counselors will seek from you any and all information necessary to provide

comprehensive counseling assistance and you acknowledge that the information provided by the
counselor will be based upon the accuracy and completeness of the information provided by
you .

• Volunteers / Counselors will use information collected only in pursuit of assisting you and will not
divulge confidential data to external sources other than Medicare, service providers, or
insurance carriers in conjunction with counseling or assistance duties. Upon your request, the
volunteers / counselor will assist you with applications for and enrollment into health care
benefits, including Medicare Prescription Drug Coverage, and premium assistance programs.
The decision to enroll in or apply for a specific health care benefit or insurance coverage is
solely your choice. Assistance provided by the counselor will be to follow the
application/enrollment instructions and fill in the application/enrollment form with information
provided directly you. Any Information provided by you during the process is assumed to be
complete, truthful and accurate. Volunteers / Counselors assume no responsibility for decisions
made or actions taken by you and you agree to hold harmless the Montana State Health
Insurance Assistance Program, Missoula Aging Services or other Montana Medicare Advocacy
organizations, and the volunteer / counselor for any liability arising out of services provided
within the program guidelines.

D I agree and understand to the provisions and guidelines of the Montana State Health

Insurance Assistance Program (SHIP) or Allies in Aging. 
Please sign (type) your name:

Date: _________ _ 

PLEASE SIGN AND RETURN THIS FORM EVERY YEAR. 
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