
SECTION I  

Name: _________________________________________________________________________  

Address: _______________________________________________________________________  

City:_________________________________________  State: _______  Zip: ________________ 

Home Phone: __________________ Cell Phone: ___________________ Age:___________    

Email:_____________________________________________  Birthday: ___________________ 

NEW Medicare Card #:__________________________________________________________ 

Preferred method of contact:  ☐ home phone   ☐ cell phone     ☐ email   

Preferred time of contact:    ☐ morning    ☐ afternoon    ☐ evening 

Marital status:  ☐ married   ☐ single     ☐ widowed 

SECTION II  (MAPD) 

My current Insurance Carrier/Plan: ________________________________________________ 

On scale of 1-10, my experience with my plan this year:   low  1  2  3  4  5  6  7  8  9  10  high

Comments: ____________________________________________________________________ 

☐ I/we have reviewed my plans’ Annual Notification Of Changes, confirmed my 

prescriptions, and doctors/providers    

☐ I/we want to KEEP our plan for upcoming year (update section III) 

            ☐ I/we want to CHANGE to a different carrier/plan  (complete section III) 

                 

SECTION III  (helpful optional) 

If you want/need to change plans, which carrier are you interested in exploring:  

    ☐ Aetna  ☐ Allwell  ☐ Blue Cross/BS  ☐ Cigna   ☐ Humana  ☐ United Health Care 

    ☐ Other: _____________________________  ☐ Medicare. Supplement (w/premium) 

What is most important to you?  (check any)  ☐ lower copays    ☐ plan star rating    

☐ supplemental benefits (ie: ☐ hearing  ☐ vision  ☐dental  ☐ silver sneakers/gym) 

 ☐ better Prescription Drug benefits   ☐ keeping my doctors (ie: ☐ PCP ☐ specialists) 

 ☐ wide network of providers  ☐ transportation  ☐ services in one basic location 

 ☐ other: ________________________  ☐ I have a dental plan (name):__________________  

What is your preferred hospital? __________________________________________________ 

CLIENT INFORMATION

To assist you more effectively with your medicare health insurance needs, please provide

updates/complete this Client Information Form and return to Darrell R. Crum,  PO Box 22260,

Phoenix, AZ 85028; rachel@drcinsurance.com.  Remember to read/sign bottom of pg 2.  

over >

To assist you more effectively with your medicare insurance needs, please provide any updates by
completing this Client Information Form and return. Remember to read/sign the bottom of page 2.

Mail to DRC Insurance, Attn: Rachel Hensiek, PO Box 9295, Phoenix, AZ 85068.

To assist you more effectively with your medicare insurance needs, please provide any updates by
completing this Client Information Form and return. Remember to read/sign the bottom of page 2.

Or complete online at www.DRCInsurance.com/current-clients and select 'Update My Info'.
Mail to: DRC Insurance, PO Box 7591, Chandler, AZ  85246.

Medicare Card # ____________________________________________ ____________________________________________________________________:

Name:

Email

preferred hospital?  __________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________



PHYSICIANS: My Info    Medical Power of Attorney/Surrogate 

Primary Care Physician (PCP): (first/last name) 

   Dr.___________________________________ 

☐  I prefer to keep my PCP  zip: __________ 

☐  I can change to a new PCP if necessary 

My Main Specialists: (first/last name)  

   Dr.___________________________________ 

   specialty:_____________________________ 

☐  I prefer to keep          zip: ____________ 

   Dr.___________________________________ 

   specialty:_____________________________ 

☐  I prefer to keep          zip: ____________ 

   Dr.___________________________________ 

   specialty:_____________________________ 

☐  I prefer to keep          zip: ____________ 

or Alternate Contact Person  

Name: ________________________________ 

☐ Phone: ________________________________ 

☐ Email: _____________________________ 

My Main Specialists: (first/last name)  

   Dr.___________________________________ 

   specialty:_____________________________ 

☐  I prefer to keep          zip: ____________ 

   Dr.___________________________________ 

   specialty:_____________________________ 

☐  I prefer to keep          zip: ____________ 

   Dr.___________________________________ 

   specialty:_____________________________ 

☐  I prefer to keep          zip: ____________ 

Chronic Conditions:   ☐ None     ☐ Diabetes Type (☐I ☐ II)      ☐ CHF  ☐ CVD   ☐ COPD  

PRESCRIPTIONS: *Attach additional sheet if necessary.   

Pharmacy: ________________ ☐ Receive “Extra Help” w/Rx?  ☐ LIS/AHCCCS:#______________ 

SECTION IV 

I am interested in finding out about other services/products Darrell offers: (check any) 

   ☐ Living Trust / vital docs     ☐ Final expense planning ☐ Hospital/Long-term plans 
   ☐ Wealth preservation      ☐ Critical care/cancer plans ☐ Term life insurance 

IMPORTANT: I authorize my broker/agent to utilize any protected health information (PHI) I have 
voluntarily provided for the purpose of advising me regarding my health plan/other product options. I agree 
to be contacted by phone/email unless I state otherwise. No information will be disclosed to any third 
party. Any electronic storage, transmission, or material copy will be kept secure and protected. 

Signature(s): _____________________________________________________________ Date:_______________

NAME of DRUG FREQUENCY DOSAGE COST         GENERIC?

SECTION III continued

RETURN: Darrell Crum • PO Box 22260 Phoenix, AZ 85028 • darrell@drcinsurance.com • 602.475.3240

s

: DRC Insurance Attn: Rachel Hensiek • PO Box 9295 Phoenix, AZ 85068 • support@drcinsurance.com • 602.475.3240RETURN



Scope of Sales Appointment Confi rmation Form
Th e Centers for Medicare and Medicaid Services requires agents to document the scope of a marketing appointment 
prior to any face-to-face sales meeting to ensure understanding of what will be discussed between the agent and the 
Medicare benefi ciary (or their authorized representative). All information provided on this form is confi dential and 
should be completed by each person with Medicare or his/her authorized representative.

Please initial below beside the type of product(s) you want the agent to discuss.
(Refer to page 2 for product type descriptions)

Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Advantage Plans (Part C) and Cost Plans
Dental/Vision/Hearing Products
Hospital Indemnity Products
Medicare Supplement (Medigap) Products

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you initialed above.  
Please note, the person who will discuss the products is either employed or contracted by a Medicare plan.  Th ey do not work 
directly for the Federal government. Th is individual may also be paid based on your enrollment in a plan.
Signing this form does NOT obligate you to enroll in a plan, aff ect your current enrollment, or enroll you in a Medicare plan.  

Benefi ciary or Authorized Representative Signature and Signature Date: 
Signature: Signature Date:

If you are the authorized representative, please sign above and print below:  
Representative’s Name: Your Relationship to the Benefi ciary:

To be completed by Agent:
Agent Name: Agent Phone:

Benefi ciary Name: Benefi ciary Phone (Optional):

Benefi ciary Address (Optional):

Initial Method of Contact: (Indicate here if benefi ciary was a walk-in.)

Agent’s Signature:                      

Plan(s) the agent represented during this meeting: Date Appointment Completed:

[Plan Use Only:]
Agent, if the form was signed by the benefi ciary at time of appointment, provide explanation why SOA was not documented 
prior to meeting:

*Scope of Appointment documentation is subject to CMS record retention requirements *
A Coordinated Care plan with a Medicare Advantage contract and a Medicare-approved Part D sponsor
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Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Prescription Drug Plan (PDP) — A stand-alone drug plan that adds prescription drug coverage to 
Original Medicare, some Medicare Cost Plans, some Medicare Private-Fee-for-Service Plans, and Medicare 
Medical Savings Account Plans.

Medicare Advantage Plans (Part C) and Cost Plans
Medicare Health Maintenance Organization (HMO) —A Medicare Advantage Plan that provides all Original 
Medicare Part A and Part B health coverage and sometimes covers Part D prescription drug coverage. In most 
HMOs, you can only get your care from doctors or hospitals in the plan’s network (except in emergencies).

Medicare Preferred Provider Organization (PPO) Plan — A Medicare Advantage Plan that provides all 
Original Medicare Part A and Part B health coverage and sometimes covers Part D prescription drug coverage. 
PPOs have network doctors and hospitals but you can also use out-of-network providers, usually at a higher cost.

Medicare Private Fee-For-Service (PFFS) Plan — A Medicare Advantage Plan in which you may go to any 
Medicare-approved doctor, hospital and provider that accepts the plan’s payment, terms and conditions and 
agrees to treat you – not all providers will.  If you join a PFFS Plan that has a network, you can see any of the 
network providers who have agreed to always treat plan members.  You will usually pay more to see 
out-of-network providers.

Medicare Point of Service (POS) Plan — A type of Medicare Advantage Plan available in a local or regional 
area which combines the best feature of an HMO with an out-of-network benefi t. Like the HMO, members are 
required to designate an in-network physician to be the primary health care provider. You can use doctors, 
hospitals, and providers outside of the network for an additional cost.   

Medicare Special Needs Plan (SNP) — A Medicare Advantage Plan that has a benefi t package designed for 
people with special health care needs.  Examples of the specifi c groups served include people who have both 
Medicare and Medicaid, people who reside in nursing homes, and people who have certain chronic medical 
conditions.

Medicare Medical Savings Account (MSA) Plan — MSA Plans combine a high deductible health plan
with a bank account. The plan deposits money from Medicare into the account. You can use it to pay your
medical expenses until your deductible is met.

Medicare Cost Plan — In a Medicare Cost Plan, you can go to providers both in and out of network. If you
get services outside of the plan’s network, your Medicare-covered services will be paid for under Original
Medicare but you will be responsible for Medicare coinsurance and deductibles.

Dental/Vision/Hearing Products
Plans off ering additional benefi ts for consumers who are looking to cover needs for dental, vision or hearing. 
These plans are not affi  liated or connected to Medicare.

Hospital Indemnity Products
Plans off ering additional benefi ts; payable to consumers based upon their medical utilization; sometimes used 
to defray copays/coinsurance. These plans are not affi  liated or connected to Medicare.

Medicare Supplement (Medigap) Products
Plans off ering a supplemental policy to fi ll “gaps” in Original Medicare coverage. A Medigap policy typically pays 
some or all of the deductible and coinsurance amounts applicable to Medicare-covered services, and sometimes 
covers items and services that are not covered by Medicare, such as care outside of the country. These plans are 
not affi  liated or connected to Medicare.
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