State Health Insurance Assistance Program (SHIP)
	Complaint Intake Form

	Today’s date:
	Person Completing Form:

	Beneficiary INFORMATION

	Beneficiary’s  last name:
	First:
	Middle:
	( Mr.

( Mrs.
	( Miss

( Ms.
	Marital status (circle one)

	
	
	
	Single  /  Mar  /  Div  /  Sep  /  Wid

	Birth date:
	Age:
	Sex:

	       /          /
	
	( M
	( F

	Street address:
	Medicare Claim no.:
	Home phone no.:

	
	
	(          )

	P.O. box:
	City:
	State:
	ZIP Code:

	
	
	
	

	Caller’s Name:
	
	Telephone: (          )

	Relationship to beneficiary:
	( Spouse (Name)
	

	( Family
	( Friend
	( Caregiver (Conservator)
	( Agency
	( Other
	

	Effective Date of Coverage (Part A/B)
	

	

	Plan INFORMATION

	

	Plan Name:
	Address:
	Plan no.: (           )

	
	
	

	Member ID:
	BIN Number:
	PCN Number:
	Group Number:

	
	
	
	

	Beneficiary has letter of approval from SSA:
	( Yes
	( No
	Date of Approval:

	Please indicate type of plan
	( PDP
	( MA Only
	( MA-PD

	Effective Date of Plan:
	Co-payment:

	
	$

	Problem with plan:
	( LIS
	( Formulary 
	( Premium
	( Other
	

	

	Description of Problem

	

	

















