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 FORMCHECKBOX 
 SHIP


 FORMCHECKBOX 
 SMP
 FORMCHECKBOX 
 SC Access

MEDICARE  PART D  SCREENING
Date:_______________________      I-Care Counselor ___________________________

Name: __________________________________________________________________

Complete Address:  _______________________________________________________

Telephone:  _______________________         County:  ___________________________

 FORMCHECKBOX 
Single, widowed, divorced       FORMCHECKBOX 
Married         FORMCHECKBOX 
Separated & not living with spouse

Are you currently a Medication Assistance Program client here?            FORMCHECKBOX 
Yes          FORMCHECKBOX 
No

************************************************************************

Medicare Claim Number:  ______ - _____ - _______  -  ______(letter)
Date of Birth:  __________________

Effective Date for Medicare Part A?   ______________ (Found on the front of your card)
Effective Date for Medicare Part B?   ______________ (Found on front of your card)
Did you receive your Medicare benefits before the age of 65 due to a disability as determined by the Social Security office:  FORMCHECKBOX 
Yes           FORMCHECKBOX 
No

**How do you currently pay for your prescription drugs? (Existing coverage)**
 FORMCHECKBOX 
  I have a blue and yellow SC Medicaid card.

 FORMCHECKBOX 
  I have a GAPS.

 FORMCHECKBOX 
  Medicare Drug Discount Card.  This had a Medicare logo on it and offered a fixed    amount of money that is running out (example: $600 or $450,  $300, $150).

 FORMCHECKBOX 
  I have prescription drug coverage through an employer or union health plan.

 FORMCHECKBOX 
  I have been getting my drugs free through a drug company patient assistance program (like MAP or through my doctor’s office or dialysis caseworkers, etc…)

 FORMCHECKBOX 
  I have no prescription coverage and pay full cost for all my drugs.
Comments: ______________________________________________________________

Do you have a Medigap policy or a Medicare Supplement policy?   FORMCHECKBOX 
 Yes            FORMCHECKBOX 
 No
Do you know if you belong to a Medicare Advantage Plan or have an HMO for your Medicare services?   FORMCHECKBOX 
 Yes        FORMCHECKBOX 
 No       FORMCHECKBOX 
 I don’t know

Does the Part B premium for Medicare ($88.50/mo) get deducted from your SS check?

 FORMCHECKBOX 
 Yes, it is taken out of check before it is deposited or mailed to me.

 FORMCHECKBOX 
  No, I do not have to pay it because the government pays for it on my behalf.

 FORMCHECKBOX 
  I do not know.

Monthly income including your SS check, retirement annuities, pensions, etc….

$ _________________    FORMCHECKBOX 
Mine

$ _________________    FORMCHECKBOX 
Spouse

Resources or assets. This does NOT include your house or cars.  Examples of resources are checking and savings accounts, IRA, Money Market accounts, CD’s…..

For the single, widowed, divorced or separated, I have resources at:

 FORMCHECKBOX 
 $10,000 or more (there is a program that may still assist with amounts that are higher)

 FORMCHECKBOX 
 $10,000 or less
       If less than $10,000…… 


 FORMCHECKBOX 
 Above $4000


 FORMCHECKBOX 
 At or below $4000

For married Medicare beneficiaries, we have resources at:

 FORMCHECKBOX 
 $20,000 or more (there is a program that may still assist with amounts that are higher)

 FORMCHECKBOX 
 $20,000 or less

       If less than $20,000……

 FORMCHECKBOX 
 Above $6000


 FORMCHECKBOX 
 At or below $6000

Put in SLMB, GAPS etc eligibility

CURRENT PRESCRIPTION DRUGS

Please complete this form OR attach a list of your drugs if you brought a list with you.

Pharmacy: ________________________________________________

	Drug Name
	Dosage
	Taken How Often
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