OFFICE of the

INSURANCE
COMMISSIONER

Medicare PlanFinder worksheet

NOTE: Medicare Open Enrollment occurs October 15 - December 7 for
coverage to take effect on January 1.

Callyourlocal Statewide Health Insurance Benefits Advisors (SHIBA) program

Our volunteers provide one-on-one counseling and will research options and share them
with you so you can make an informed decision. SHIBA is a free, unbiased and confidential
service of the Washington State Office of the Insurance Commissioner.

Call us for appointments: By phone, email, through an online meeting platform, such as
Zoom, or in-person (limitations apply). We also have language assistance available.

If you want SHIBA help, please mail, email or fax this completed worksheet to:

Plan ahead! Don’t wait until the last minute to make your choices. Medicare’s annual
Open Enrollment Period ends December 7. Some people have different deadlines. If
you’re not sure, please ask SHIBA.



Complete one form per person. PLEASE PRINT CLEARLY.

Name:

(Provide your name as it appears on your Medicare card)

Date of birth: / /
Month Day Year
Address: City:
(Provide the mailing address and ZIPcode you have on file with Social Security Administration)
State: ZIP: Phone: ( )

Need an interpreter?
U spanish [ Russian [ Chinese [ Korean W Vietnamese [ Other:

Authorized representative name:

(The person you designate to advocate, assist or handle affairs related to your health care services.)

Relationship to you:

Auth. rep. phone: ( ) Auth. rep. email:

Can we contact and share info with your auth. rep.? O YES O NO

How do you want us to follow up with you? U Phone U Email

Your email address:

d,!/!/i MEDICARE HEALTH INSURANCE What is your Medicare Number?

Plame/ Fomtre

JOHN L SMITH What is your Part A start date?

Medicare Sumber/Nd=zro de Medicare

1EG4-TE5-MK72

Entitled taiCon durecho & Coverage starts/Cobertara sfiers What is your Part B start date?
HOSPITAL (PARTA) 03-01-2016

MEDICAL (PARTB) 03-01-2016

Briefly describe what sort of Medicare plan information you would like us to provide you
with, such as “l want help choosing a Medicare Advantage plan for next year,” or “l am
comparing my drug plan choices only.” List clinics & providers you prefer.




Name:

If you have a MyMedicare.gov account it is OPTIONAL to complete this section: Your
MyMedicare.gov account allows you to securely store your drug list and more quickly
compare plans.We will only use this information to do a Part D or Medicare Advantage
comparison for you.

Username: Password:

Your current coverage

There are two ways to get your Medicare: Original Medicare or Medicare Advantage plans.
Please check a box for which way you get your Medicare. Next, please get out your
insurance cards and write down the company and plan name in the appropriate place. If
you are not sure, leave this area blank.

[_|ORIGINAL MEDICARE OR [_|MEDICARE ADVANTAGE PLAN

Part C (like an HMO or PPO)
Part A PartB Medicare Advantage plan & company name
Hospital Medical here:
Insurance Insurance

STEP 2: You can add drug coverage. *

Part D drug plan & company name here:

STEP 3: You can add a Medigap plan.

Medigap plan & company name here:

End

If you join a Medicare Advantage plan,
you can’t use and can’t be sold a
Medicare Supplement (Medigap) plan.

[
Current Medicare assistance
Do you get help paying for your Medicare State of Warshigion
Part B premium? Services Card
UYes WNo UOI'm notsure
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Do you have a ProviderOne card like the
. Martha Washington
one shown to the right here? 123456789 WA
UdYes WNo WI'm not sure  Neses RS Provider™e

Get help with Medicare costs

We help people apply for Medicare assistance programs that could help pay for medical and
prescription drug costs. Would you like more information about how to qualify?

QYes Q No

w e



Name:

Your prescription drugs

Please provide us with a list of your current prescriptions. If you can get a printed list of
the drugs you currently take, attach a copy of it to this worksheet. If you need more space,
attach an additional piece of paper. One form per person. PLEASE PRINT CLEARLY.

DRUG NAME STRENGTH DAILY DOSAGE

Example: Metformin Example: 30mg tablet Example: Two times
daily
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15.

Pharmacy information
| prefer to have my prescriptions filled at these pharmacies:

Check all that apply:
O I'm unwilling to use a different pharmacy than the one listed above
O | prefer to use a mail-order pharmacy

O Ilive in a long-term care facility/name of facility:

For office use only: Date PlanFinder worksheet was received: Received by (fax/email/mail)?
Medicare.gov details: Zip code: User Name: Password:

Follow up call/lemail: Attempt 1 (date): Attempt 2 (date): BCF#:

Time duration to process PlanFinder: (minutes) Rev. 8/4/2020
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