
	REFERRED TO:

 FORMCHECKBOX 
 HICAP        FORMCHECKBOX 
 Medicare Rx

 FORMCHECKBOX 
 CCHEA       FORMCHECKBOX 
 Other: _______________
	

	How did you hear about this Health Fair? ______________________________________________

What is the purpose of your visit today? _______________________________________________



	CLIENT NAME (FIRST, MI, LAST):
	 FORMCHECKBOX 
 SELF

 FORMCHECKBOX 
 CR
	DATE OF BIRTH OR AGE:

     

	ADDRESS:

     
	TELEPHONE NUMBER:

     

	MEDICARE NUMBER: (OPTIONAL)
     
	COUPLE:

  FORMCHECKBOX 
 YES     FORMCHECKBOX 
 NO

	MEDICARE STATUS DUE TO DISABILITY:

 FORMCHECKBOX 
 Yes         FORMCHECKBOX 
 No         FORMCHECKBOX 
 Missing
	GENDER:

  FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female         

	AGE:

 FORMCHECKBOX 
 Under 60      FORMCHECKBOX 
 60-64       FORMCHECKBOX 
 65-74        FORMCHECKBOX 
 75-84       FORMCHECKBOX 
 85+      
	VETERAN:

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     FORMCHECKBOX 
 Missing

	PRIMARY LANGUAGE:

  FORMCHECKBOX 
 English  FORMCHECKBOX 
 Spanish  FORMCHECKBOX 
 Tagalog  FORMCHECKBOX 
 Other: ________________

	CURRENT BENFITS

 FORMCHECKBOX 
 Medicare Part A, ONLY

 FORMCHECKBOX 
 Medicare A & B

 FORMCHECKBOX 
 Medicare Part D_______________________

 FORMCHECKBOX 
 Medi-Cal

 FORMCHECKBOX 
 QMB,  SLMB,  QI-1

 FORMCHECKBOX 
 Employer Plan

 FORMCHECKBOX 
 Pension

 FORMCHECKBOX 
Veteran

 FORMCHECKBOX 
 Union

 FORMCHECKBOX 
 COBRA

 FORMCHECKBOX 
 Medi-Gap/Supplemental:_______________

 FORMCHECKBOX 
 HMO: _______________________________

 FORMCHECKBOX 
 PPO: ________________________________

 FORMCHECKBOX 
 Other: _______________________________


	INCOME/ASSETS

	
	JOB EARNINGS
	

	
	 FORMCHECKBOX 
SSA    FORMCHECKBOX 
 SSI   FORMCHECKBOX 
 SDI 
	

	
	 FORMCHECKBOX 
 WORKERS COMP.

 FORMCHECKBOX 
 RETIREMENT 

 FORMCHECKBOX 
PENSION 

 FORMCHECKBOX 
UNION

 FORMCHECKBOX 
 VETERAN 

 FORMCHECKBOX 
 OTHER
	

	
	ASSETS (Exclude home/car):
	

	
	HOUSEHOLD # :
	


SCREENING FORM  Medicare “Part D Fair”AT:La Mesa Community Center – 10-23-06
Disclaimer: The information that you provide will be kept in strictest confidence. By signing below you agree to allow this information to be shared with the agencies involved in today’s event for the sole purpose of assisting you with your need for counseling and enrollment for Medicare/other benefits programs.

Nota: Esta información sera mantenida confidencial.  Firmando aquí da permiso que esta información se usada por las organizaciones presentes con el proposito de ayudarle con  consejeria e inscripción en el nuevo programa de Medicare prara recetas medicas u otros beneficios de Medicare.
SIGNATURE OF CLIENT: _______________________________________________

Initials of preparer: _______

Have your prescription bottles to be sure you spell the names of your medications correctly

(Tenga los botes de sus recetas medicas para asegurarnos que estan escritas correctamente.
Client Name(Nombre):_________________________________________________

Mailing Address (Domicilio):_______________________________________________________________

Medicare Number (Numero de Medicare):____________________________________________________
SECTION III – NOTES ON PROBLEMS, ACTION AND RESOLUTION

	

	

	

	

	

	

	

	

	

	Counselor Signature:___________________________________________Time Spent:_________________



	Prescription Drug Name

(Nombre de la receta medica)
	Dosage
(Dosis)
	How Often Taken

(Frecuencia)

	1)
	
	

	2)
	
	

	3)
	
	

	4)
	
	

	5)
	
	

	6)
	
	

	7)
	
	

	8)
	
	

	9)
	
	

	10)
	
	

	List 1-3 pharmacies you regularly visit
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