
M E D I C A R E  A N A L Y S I S  Q U E S T I O N N A I R E

I N S U R A N C E  I N F O

P R E S C R I P T I O N I N F O

Drug Name:

Name: Date of Birth :

D D M M Y Y

Are you currently enrolled in Medicare A & B? Y

Address:

Requested Coverage Date:

D D M M Y Y

N

Medicare A Effective Date: Medicare B Effective Date:

M M D D Y Y

Current Insurance Provider

M M D D Y Y

Do you currently have insurance coverage? Y N

Type of existing plan: Medicare Supp Advantage Prescription Drug Plan

Medicare
Number:

Dosage (mg/mcg etc): Supply Qty: 30day Generic? Pharmacy | Mail Order

Current pharmacy: Pharmacy Location (s):

P R O V I D E R  I N F O

Physician Name City: Specialty: Remarks:

1 5 2  D E M I N G  S T R E E T ,  S O U T H  W I N D S O R  C T  0 6 0 7 4  |  8 6 0 . 4 3 2 . 9 0 4 3  |  K I N G S T O N W M . C O M

https://www.google.com/search?sca_esv=579677508&rlz=1C1RXQR_enUS978US978&sxsrf=AM9HkKl5v9o3JC4NpeV1DRyjySvjOND9Kw:1699226507307&q=Questionnaire&spell=1&sa=X&ved=2ahUKEwjUofGCgK6CAxV-rokEHfbpD_EQkeECKAB6BAgKEAE


Which hospital do you prefer or use for services?

Do you travel often or spend
lengths of time away from the
coverage area?

Y N If so, where?

Do you need coverage for
specialists out of area? Y

A D D I T I O N A L  I N F O

N

Physician Name City: Specialty: Remarks:

Dentist info: City:

Dental insurance may be included with certain plans. Please provide your provider information below:

C O M M E N T S

I hereby certify that the above information is true and accurate to the best of my knowledge and further
understand that coverage is not guaranteed until received in writing from the provider. 

Signature of Applicant/Requestor

M E D I C A R E  A N A L Y S I S  Q U E S T I O N N A I R E  ( C O N T )

1 5 2  D E M I N G  S T R E E T ,  S O U T H  W I N D S O R  C T  0 6 0 7 4  |  8 6 0 . 4 3 2 . 9 0 4 3  |  K I N G S T O N W M . C O M

How did you hear about us?

https://www.google.com/search?sca_esv=579677508&rlz=1C1RXQR_enUS978US978&sxsrf=AM9HkKl5v9o3JC4NpeV1DRyjySvjOND9Kw:1699226507307&q=Questionnaire&spell=1&sa=X&ved=2ahUKEwjUofGCgK6CAxV-rokEHfbpD_EQkeECKAB6BAgKEAE


Before meeting with a Medicare beneficiary (or their authorized representative), Medicare requires 
that Sales Agents use this form to ensure your appointment focuses only on the type of plan and 
products you are interested in. A separate form should be used for each Medicare beneficiary. 
Please check what you want to discuss with the Sales Agent (See the back of this page for 
definitions):

By signing this form, you agree to meet with a Sales Agent to discuss the products checked above. 
The Sales Agent is either employed or contracted by a Medicare plan and may be paid based on 
your enrollment in a plan. They do not work directly for the federal government.
Signing this form does not affect your current or future enrollment in a Medicare plan, enroll you in 
a Medicare plan or obligate you to enroll in a Medicare plan. All information provided on this form is 
confidential.

Beneficiary or authorized representative signature and signature date: 

Page 1 of 2

 Medicare Advantage plans (Part C) and cost plans
 Stand-alone Medicare prescription drug (Part D) plan
 Medicare Supplement (Medigap) products

 Dental-vision-hearing products
 Hospital indemnity products

Scope of Appointment Confirmation Form

If you are the authorized representative, please sign above and print clearly and legibly below:
Name (First and Last)  Relationship to beneficiary

To be completed by licensed sales representative (please print clearly and legibly) 
Sales Agent name (First and Last) Sales Agent phone

 – – 

Sales Agent ID

Beneficiary name (First and Last) Beneficiary phone

 – – 

Date of 
appointment 
M  M   -   D  D   - Y   Y Y   Y

Beneficiary address

Initial method of contact Plan(s) the Sales Agent will represent during the meeting 

Sales Agent signature

Signature of beneficiary/authorized representative Today’s date

MM - D D -Y Y Y Y

Must Complete with an Original Signature
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Medicare Advantage plans (Part C) and cost plans
Medicare Health Maintenance Organization (HMO) Plan — A Medicare Advantage plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. In most HMOs, you can only get your care from doctors or hospitals in 
the plan’s network (except in emergencies).
Medicare health maintenance organization (HMO) plan — A Medicare Advantage plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. HMO-POS plans may allow you to get some services out of network for 
a higher copay or coinsurance.
Medicare preferred provider organization (PPO) Plan — A Medicare Advantage plan that 
provides all Original Medicare Part A and Part B health coverage and sometimes covers Part D 
prescription drug coverage. PPOs have network doctors, providers and hospitals but you can also 
use out-of-network providers, usually at a higher cost. 
Medicare private fee-for-service (PFFS) plan — A Medicare Advantage plan in which you may go 
to any Medicare-approved doctor, hospital and provider that accepts the plan’s payment, terms 
and conditions and agrees to treat you — not all providers will. If you join a PFFS plan that has a 
network, you can see any of the network providers who have agreed to always treat plan members. 
You will usually pay more to see out-of-network providers. 
Medicare Special Needs Plan (SNP) — A Medicare Advantage plan that has a benefit package 
designed for people with special health care needs. Examples of the specific groups served 
include people who have both Medicare and Medicaid, people who reside in nursing homes, and 
people who have certain chronic medical conditions. 
Medicare Medical Savings Account (MSA) plan — MSA plans combine a high deductible health 
plan with a bank account. The plan deposits money from Medicare into the account. You can use it 
to pay your medical expenses until your deductible is met.

Medicare cost plan — In a Medicare cost plan, you can go to providers both in and out-of-network. 
If you get services outside of the plan’s network, your Medicare-covered services will be paid for 
under Original Medicare but you will be responsible for Medicare coinsurance and deductibles.

Stand-alone Medicare prescription drug (Part D) plan 
Medicare prescription drug plan (PDP) — A stand-alone drug plan that adds prescription 
drug coverage to Original Medicare, some Medicare Cost Plans, some Medicare Private  
Fee-For-Service Plans, and Medicare Medical Savings Account Plans. 

Other related products
Medicare Supplement (Medigap) Products — Insurance plans that help pay some of the  
out-of-pocket costs not paid by Original Medicare Part A and Part B, such as deductibles and 
coinsurance amounts for Medicare approved services.

Dental/vision/hearing products — Plans offering additional benefits for consumers who are 
looking to cover needs for dental, vision, or hearing. These plans are not affiliated or connected to 
Medicare. 

Hospital indemnity products — Plans offering additional benefits; payable to consumers based 
upon their medical utilization; sometimes used to defray copays/coinsurance. These plans are not 
affiliated or connected to Medicare. 
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