
 

Medicare Advantage  
CLIENT UPDATE FORM 

The Medicare Resource Center is neither endorsed nor affiliated with any federal, state or local agency. 

 

Client Name______________________________________Zip Code___________________County__________________ 

Provider Name Specialty Zip Code 
   
   
   
   
   
   
   
   
   
   
   
Optical/Dental/Behavioral Health Providers Specialty Zip Code 
   
   
   

 
Medication Name Strength/Dosage Frequency 
   
   
   
   
   
   
   
   
   
   
   
   
   
   
   

 
What additional ancillary benefits are most important to you?  Please number in order of importance: 
 
Dental_____   Vision/Optical_____     OTC $$_____     Utility/Food Benefit_____     Transportation______   
 
Hearing Aids_____     Fall Detection Devices_____   Other, please explain:_______________________________  
 
Do you have a preferred pharmacy?  YES  NO  If yes, pharmacy name__________________________________ 
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