Part D shopping form. Please print legibly. Fill out 1 form for each person.
Mail to P.O. Box 7265 Van Nuys CA 91409-7265 or fax to 818 993 1497.

I have asked Paul Davis to assist me in determining the best Medicare Part D plan.
I understand he will be using my personal information on the medicare.gov
website. I have voluntarily provided him full details on my prescription drugs. I
understand Paul is providing this service to me at no cost and no expectation that I
will enroll in any plan he represents. His recommendation will be based on the
information I provide and the results from medicare.gov website.

X /]
Signature today’s date

Legibly print your full name

/ /
Date of birth home zip code phone number
/ / / /
Social Security number Medicare claim number letter
/ / / /

Effective date of Medicare part A Effective date of Medicare part B

Name of a pharmacy you must be able to use, including street address

List all drugs you take regularly:

Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day

Print exact precise name of drug Dosage # per day



Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day
Print exact precise name of drug Dosage # per day



