
Name: __________________________________________ 

Zip code: ________________________________________ 

Phone: __________________________________________ 

Email: ___________________________________________ 

Preferred Local Pharmacy: __________________________ 

 

Part D Prescription Drug Worksheet  (One per person) 

 
 

 
 

 
Current Part D Plan: (Please be specific): 

Company/Plan Name __________________________________________ 
(I.E. WellCare Wellness, Humana Walmart, etc…) 

I currently do not have a Prescription Drug Plan 

Medicare Advantage Plans ONLY: 
Preferred Primary Care Provider _________________________________________ 

Name of Medication 
*Please copy from container*

Generic? 
Y/N 

Dosage 
Ex. Capsule, tablets, 

pen, vial, etc. 

Monthly 
Quantity? 

Ex. Boxes 

Refills 
per year? 

Mail 
Order? 

Y/N 

Please contact our office with any questions. 

 OFFICE USE ONLY

APPT DATE –
 C / H / Z / P / EP / PII 

____________________ 

AGENT ______________

STAY  $______________    
NEW RATE

slamparter
Cross-Out



PLEASE UNDERSTAND THAT YOU ARE NOT REQUIRED TO PROVIDE THIS INFORMATION 

DISCLOSURE: The reports will be estimated based on the information supplied above.

We do not offer every plan available in your area. Currently we represent 12 organizations 
which offer 308 products in your area.  Any information we provide is limited to those plans 

we do offer in your area. Please contact Medicare.gov or 1-800-MEDICARE, or your local State 
Health Insurance Program to get information on all of your options.

Doran Independent Insurance LLC
Po Box 70 - 64 Center Street, Wolfeboro Falls, NH 03896 

Phone: 603.569.6464 Fax: 603.569.8664 
www.DoranIndependentInsurance.com   

Your Trusted Time Saver®             

Name of Medication 
*Please copy from container*

Generic? 
Y/N 

Dosage 
Ex. Capsule, tablets, 

pen, vial, etc. 

Monthly 
Quantity? 

Ex. Boxes 

Refills 
per year? 

Mail 
Order? 

Y/N 

http://www.doranindependentinsurance.com/
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