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Getting Started

Getting to Know You
Date of Birth
Client 1 Name / /

Client 2 Name / /

Email Address

Residence

Address

City

County State ZIP
Phone Cell

Notes




Your retirement checklist

New to Medicare

A simpler way to plan your future

Working Years Benefits

HEALTH INSURANCE:

Premium:
Deductible:

Max out-of-pocket:
HSA:
Preventive Benefits:

$

$ I
Co-insurance/Co-pay: $ /

$

$

$

Transitions
With You?

Important
to Have?

.

Retirement Years Benefits

MEDICARE SUPPLEMENT:

Deductible: $
Co-insurance/Co-pay: $ /
Max out-of-pocket:  $

DENTAL INSURANCE:

Premium:
Deductible:
Max benefit:

& H H

DENTAL INSURANCE:

Premium:
Deductible:
Max benefit:

EXTENDED CANCER PROTECTION:

Benefit amount: $
Purpose:

EXTENDED CANCER PROTECTION:

Benefit amount: $
Purpose:

LIFE INSURANCE:

Term face amount:  $
Whole face amount: $

Purpose:

LIFE INSURANCE:

Term face amount:  $
Whole face amount: $
Purpose:

OTHER BENEFITS:

OTHER BENEFITS:

Vision: $ D D Vision: $
Hearing: $ Hearing: $
Prescription: $ Prescription: $
INCOME: INCOME:
Working: $ D D Social Security: $
Other: $ Pension: $
Other: $ Other: $
RETIREMENT ACCOUNTS: RETIREMENT ACCOUNTS:
s N s
$ $




Your retirement checklist
Enrolled in Medicare

Which type of plan do you currently have?

Medicare Supplement MA Plan
Current Company: Current Company:
Company Rating: Star Rating:
Premium: $ Premium: $
Deductible: $ Deductible: $
Co-insurance/Co-pay: $ / Co-insurance/Co-pay: $ /
Max out-of-pocket: $ Max out-of-pocket: $
Enhanced Preventive benefits: $ Enhanced Preventive benefits: $
Attained Age or Issue Age: Network:
Other Options: Pre-Authorizations Needed:
Local Agent: Local Agent:

DENTAL INSURANCE:

Premium:

Deductible:
Max benefit:

& & &H

DENTAL INSURANCE:
D Premium:
Deductible:

Max benefit:

T TS

EXTENDED CANCER PROTECTION:

Premium: $
Benefit amount: $
Purpose:

EXTENDED CANCER PROTECTION:

D Premium: $
$ R

Benefit amount:
Purpose:

LIFE INSURANCE:

Term face amount:  $
Whole face amount: $

Final Expenses face amount $

Purpose:

LIFE INSURANCE:
Term face amount:  $
D Whole face amount: $
Final Expenses face amount $
Purpose:

OTHER HEALTH BENEFITS:

OTHER HEALTH BENEFITS:

Vision: $ Vision: $
Hearing: $ D D Hearing: $
Prescription: $ Prescription: $
Part D Annual Review: Part D Annual Review:
INCOME: INCOME:
Social Security: $ D D Social Security: $
Pension: $ Pension: $
.Other: S S Other: $
RETIREMENT ACCOUNTS: D D RETIREMENT ACCOUNTS:
$ $
$ $
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Medicare Number:

Name of Medication Dosage Frequency How often is the prescription filled?
Example: Simvastatin Tablets 20 mg Once a day 90 pills every 3 months
Example: Humalog 50/50 Kwikpens 3mL Pen

50 Units per day | Pkg of 5 pens lasts 1 month

The following information is voluntary and does not need to be completed if you are in Open Enrollment.

This information will only be used upon your request to provide assistance when looking at available
Part D plans.

Current Part D Company: Preferred Pharmacy:

Would you consider mail order prescriptions, if cost effective?  Yes: No:




Notes







