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Medicare Drug Plan Pre-Enrollment Form
During the initial Part D enrollment, the Norfolk County Massachusetts, Serving the Health Information Needs of Elders (SHINE) program was getting 75-100 calls per day. Even with the assistance of volunteers, the program had trouble handling the volume. Below is a Medicare Drug Plan Pre-Enrollment Information form created by Peggy McDonough, Norfolk County’s Regional Program Director. This tool is used to collect the information needed to help beneficiaries with selecting a Part D plan ahead of time, so the counselor can more efficiently serve the influx of beneficiaries that call during Annual Enrollment Period. 

Once the pre-enrollment form was finalized, Norfolk County implemented it by changing the message on SHINE’s answering machine to request that callers to leave their name and address, so the local SHINE team could send the caller the pre-enrollment form. Clients usually receive the form within two days of their phone call. Then, SHINE provides the client with the printed results of the search within two to four days of receiving the original form. SHINE keeps a copy of the search results, and clients are able to review it with a counselor over the phone or face-to-face.
This shift has been invaluable in assisting clients with selecting an appropriate Part D plan. It has enabled the local SHINE team to respond more efficiently to requests without the pressure of trying to conduct searches while on the phone with clients. 

SHINE Program –1 800-243-4636 (Press or say 3)    
                                Medicare Drug Plan Pre-Enrollment Information
Please Print
Name:________________________________________ Phone:________________________
Address:____________________________________________     Date of  Birth:

                              Street                       City                               Zip Code

Medicare #:______________                  ___Effective Date of Medicare A or B:___________
                                                                                                                                                                                   Month & Year
Please place a check next to your current insurance coverage:
  Original Medicare and: 

    Blue Cross/Blue Shield Medex Core:___      Bankers Life & Casualty Core:___ 
    Blue Cross/Blue Shield Medex Bronze:___  Bankers Life & Casualty Supplement 1:___
    Blue Cross/Blue Shield Medex Gold:___      Bankers Life & Casualty Supplement 2:___
    Humana Ins. Company Core:___

       United Health/AARP Core:___
    Humana Ins. Company Supplement 1:___   United Health/AARP Supplement 1:___




                                                United Health/AARP Supplement 2:___
    Other Insurance:
    VA Health Plan:___ TRICARE:___ Other – Please name:_________________________
  If you are in a non-group Medicare HMO/PPO/PFFS, please check the appropriate plan:

Blue Cross/Blue Shield (HMO Blue/PPO Blue/Blue PFFS):____


Fallon Senior Plan (HMO/PPO):____
Harvard Pilgrim First Seniority (PFFS):____


Tufts Health Plan Medicare Preferred (HMO/PPO/PFFS):____
  If you are in an employer retiree plan, please provide information:

     Name of Plan:___________________ Does the plan provide prescription coverage?____
Are you enrolled in Prescription Advantage? Yes___ No___ No, but I have applied___
Do you have a Medicare Part D plan? Yes___ No___ If yes, name of plan_______________   
Have you completed the “Application for Help with Medicare Prescription Drug Plan 

   Costs”? Yes___ No___

Are you enrolled in MassHealth? Yes___No___
Note:  You may be eligible for a benefit program that can help with your health care costs.    

   If you would like us to check your eligibility for benefits, please list your monthly gross
   (including the amount deducted for Part B) income.  Monthly Income:_______________  
Please list your current medications on the back side of this form
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Drugs should be based on a 30 day supply                   Pharmacy you use:___________________________
	Drug Name – As written on the bottle
Example:  Lipitor
	Drug Strength and Dosage
10 Mg. – one per day 
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Please mail this completed form to:
HESSCO Elder Services
One Merchant Street, Sharon, MA  02067
Attn:  SHINE Office
SHINEPre-enrollment2-08PMcD
