MEDICARE PART D PLAN CHANGE REQUEST

Please fax this worksheet to: (510) 777-2226
Attn:  BHCS Benefits Help Desk 888 346-0605

	Client Name:        

	Date of Birth:       

[bookmark: _GoBack]	InSyst #:                				

	Medicare #:                  Effective date:  

	Current Plan:       
	Client Current Address:   Street  
                                City      Zip  
                                Phone#  

	Emergency Contact:	    Name  
                                              Phone#  
    Relationship  
 List all current medications including primary medications.
                       Please include name, dosage, sig., quantity.

                Name			                                          Dose/Sig		  Quantity		
			
			
			
			
			

                Is there a pharmacy you prefer to use?  If yes:

               Name of Pharmacy: 
Address:  Phone#: 
               
Form completed by:     Date:  
Name of Clinic   Phone#    Fax#  

*****************************************************************************                                   
PROVIDER RELATIONS:
Updates performed by:   	Date:  
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