			Date Received ________________
                                                                                   Worksheet for                                                                                     For Office Use
Prescription Drug Plans, Medicare Supplements, and Medicare Advantage Plans                                                                                                      

Name __________________________________________________________ Phone # _________________________________
Home ZIP Code _________________ Home County ____________________   Do you use Rx Mail Order   YES   NO  (circle one)
Preferred Pharmacies 1) ____________________2) __________________    Pharmacy Location  __________________________
What changes do you want to see in your medical and/or Rx coverage? _______________________________________________
__________________________________________________________________________________________________________
Rx List for 2022 Prescription Drug and Advantage Plan Comparison
                    (Copy from Rx Bottle Label) For inhalers, eyedrops, and insulins provide the number purchased per month
Are you eligible for PACE/PACEnet (Low Income Plan)   Yes    No    Need More Information  (Circle One)
                            Name of Drug                                    Strength (mg, units/ml, %)      # Purchased per Month                                                                                                                                                                                                                                                                         
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
_______________________________________     ______________________     _________________              Generic     Brand Name
Return by;     Mail - Daryl Schafer, Culbertson Financial Services, PO Box 875, Boalsburg, PA 16827
                        Fax – 814-808-6054         Email – dschafer@culbertsonfinancial.net (Send Secure)
Information for Medicare Supplements
Date of Birth ______________    Age _______ Tobacco Use  Yes or No     Will spouse be enrolled with same carrier? Yes, No, or n/a
If currently enrolled in Medicare Supplement;
Current Carrier _________________ Current Plan (circle) C, F, G, N, Other ______ Current Med Supp Premium $ ______________

Information for Medicare Advantage Plans (such as Geisinger Gold, UPMC for Life, Humana, AETNA, etc.)
Are you a veteran? Yes or No       
Primary Hospital you would use? _________________
Secondary Hospital (if primary hospital could not handle medical issue and you needed to be transported?) ____________________
Primary Care Physician __________________ Group Name ______________________ Location ___________________ ZIP _______
Specialists:                    Name                            ZIP Code               Specialty                                  Name                ZIP Code               Specialty
                         1) ___________________    _________   _________________    2) _________________    ________   ______________
                         3) ___________________    _________   _________________    4) _________________    ________   ______________
How strongly do you feel about keeping your current doctors?       Not Important   <  1  2  3  4  5  6  7  8  9  10  >  Very Important
Are you a big fan of a certain Medical Provider System?  (circle)   Geisinger    UPMC    Hershey     Penn Highlands   Other _________
Do you want to avoid certain Medical Systems?  (circle)         Geisinger    UPMC    Hershey     Penn Highlands   Other __________

I prefer receiving information by email at _______________________________________________________
							Enter Email Address
