FORM TO REPORT DUAL ELIGIBLE Part D ENROLLMENT PROBLEMS

Use this form to report dual- eligibles who do not know what Part D plan they are enrolled in, or who tried to switch plans but the computer doesn’t show it.  As a result they are having trouble filling prescriptions.  This may be because they never received a yellow letter, because they have not yet received a card from their plan, or because they switched plans and are not yet showing up in their new plan.    

Please email completed copies of this form to each of the following:

PartDComplaints_RO2@cms.hhs.gov  

Fax 212-264-1022
lorraine.zicha@cms.hhs.gov
partd@cssny.org  - Denise Soffel


Fax 212-614-9441
	Name 
	Zip code 

	Date of Birth
	

	Medicare Number (a/k/a “HIC”)  with suffix (A, B, C…)  _______________________________
	Medicare Eff. Date  

Part A __________________

Part B __________________

	Did they know whether they were auto-enrolled in a plan? 
	

	Plan into which they were auto-enrolled
	

	Did they choose a new plan?  If yes, plan name. 
	

	Did they receive a card or any mail from the plan to prove enrollment?
	

	How did they enroll in new plan - Check which one   
	 FORMCHECKBOX 
 1-800-Medicare 

 FORMCHECKBOX 
 Online Planfinder

 FORMCHECKBOX 
 Directly with Plan

	Date of enrollment in new plan
	

	How did they learn their enrollment in the new plan wasn’t working?
	

	Did they get their prescriptions in the meantime?
	 FORMCHECKBOX 
 yes   FORMCHECKBOX 
no  

 FORMCHECKBOX 
 some ( ___ number out of total  ___) 

	How did they get their prescriptions filled?

 FORMCHECKBOX 
 Plan authorized temporary refill for ____ days supply.  (which plan?)  _________________________

 FORMCHECKBOX 
 Pharmacist gave temporary supply for  ____ number of days

 FORMCHECKBOX 
 Client paid for medication  $ _____ amount paid  for _________________ name of medication

 FORMCHECKBOX 
 Client charged more than $1/$3 or $2/$5 copayment (amount charged) __________

	Date and name, address of pharmacy they went to
	


Did you get a release from your client in order to share this information? ( Y   (  N
Do you have the release on file? (  Y   (  N

Advocate Contact Information
	Name
	

	Organization Name
	

	Address  (complete)


	

	Phone
	

	E-mail
	

	Fax
	


