EQUIS Medicare Intake Form

FINANCIAL Client information and plan review worksheet

CLIENT INFORMATION

Date
First Name Ml Last Name
Sex D Male D Female DOB Medicaid ID
Medicare ID Part A Eff Part B Eff
Home Phone Cell Phone Prefer? Text I:I Y I:I N
Address
City State ZIP County
Email
OTHER INSURANCE
Plan Name / Coverage Type R

Group / VA / MA / PDP / Med Supp / HI / ClI, etc.

|

PRESCRIPTION INFORMATION

# Medicine Name Dosage Quantity Frequency

D / PROVIDER INFORMATION

|

Provider Type Name Address / Location
PCP
Specialist
Specialist
Specialist
Dentist
Eye Dr.
Hospital

PHARMACY

Name Address
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EQUIS Medicare Intake Form

FINANCIAL Agent completion section

AGENT USE ONLY

PLAN / ENROLLMENT DETAILS

New to MA? |:| Yes I:l No Carrier Plan Name

Plan ID Eff Date

APPLICATION DETAILS

Application Type D Phone I:l Online App - MedicareAPP / MedicareLink I:l Online App / Carrier
HRA / VBE / MCA Completed? D Yes D No
Client Relationship I:l Agent Current Client I:l Agent New Client

NOTES
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