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SHINE – PSA8
MEDICARE HEALTH/DRUG PLAN REVIEW INFORMATION

Name:   First ___________________________     Last _______________________________________

Address ____________________________________________________________________________


City _______________________________________   State _________       Zip Code ______________
Phone Number                  _______________________________________________________

Email Address                   _______________________________________________________

Date of Birth                      __________________        Gender: Male _____
Female_____ 
Ethnicity   
   _____________________  
Preferred Language ________________________
   

Medicare Number              __________________________________________________________

Part A. Effective Date:  __________________   
     Part B. Effective Date: __________________

How did you learn about SHINE: ______________________________________________________
Medicare Advantage Plan:   ______________________________________________________

Includes Rx:  Yes _______

No _______

Prescription Drug Plan __________________________________________________________
Medicare Supplement Insurance: (check one) 
                Plan Type:          (A
(B
(C
(D
(F
(G
J
(K
(L
(M
(N 

You may qualify for assistance with your prescription drug costs, if your income and assets fall below the following guidelines:
Low Income Subsidy (LIS):

Is your monthly income below:  
$1,699 (individual) 
Yes___ 
 No ___
                                                     
$2,289 (couple)   
Yes___ 
 No ___
Are your assets (excluding          
homestead & 1 vehicle) below:      
$15,510 (individual) 
Yes___ 
 No ___ 


$30,950 (couple)    
Yes___ 
 No ___
CURRENT PRESCRIPTION MEDICATIONS TAKEN

	Medication
	Dosage
	Frequency
	Quantity
	Mail Order (Yes/No)

	Example:  simvastatin
	20 mg.
	1 per day

2 per day
	30/60/90 day supply
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Name of Retail or Mail Order Pharmacy: ___________________________________________________
Medicare Profile:  ID#_____________________________     Password:________________________________
Username Creation Guidelines

· 8 to 30 characters long with no spaces

· Can include letters, numbers and the following special characters: @! . - _ $

· Include at least 4 letters

· Your email address can be use

To create a password

· Must be 8 to 16 characters long

· Must contain at least one letter

· Must contain at least one number

· Must also contain one or more of the following special characters: @! $ % ^ * ( )

· Must be different from the previous six (6) passwords

· Cannot contain your username
· Cannot contain your Medicare Number or SSN



Create a MyMedicare Online Account










