


THIS FORM MUST BE COMPLETED AND RETURNED ASAP! 

2025 Medicare Part D ASSISTANCE FORM 

All Appointments are by PHONE!!!! 

Appointment Date and Time 
------------------

Name _________________ DOB ___________ _ 

Address Phone 
----------------- ----------

City ________________ State __ Zip Code _______ _ 

Medicare Number Part A Effective date 
------------ -------

Complete Social Security Number ____________________ _ 

List only prescription drugs that you are currently taking or drugs you want to be considered 

when looking for a 2025 drug plan. Do not list over-the-counter medications - DO NOT SEND 
PRINTED MEDICATION LISTS FROM THE PHARMACY OR DOCTOR- LIST ONLY MEDS YOU 
WANT CONSIDERED ON YOUR COMPARISON!!! DO NOT INCLUDE DIAGNOSIS OR WHY YOU 
TAKE A MEDICATION. USE THE BACK OF THE FORM IF YOU NEED MORE SPACE. 

Example: 

Medication Name 

Lisinopril 

Medication Name 

Mg. 

5mg. 

Mg. 

Qty of Pills per month 

30 

Qty pills per month 

Your Pharmacy Choice ________________________ _ 

If you have a myMedicare account please provide the following information: 

User Name 

Password: 
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