Scope of Sales Appointment Confirmation Form

The Centers for Medicare & Medicaid Services (CMS) 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 beneficiary (or his/her authorized
representative). All information provided on this form is confidential 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:

Stand-alone Medicare Prescription Drug Plans (Part D)

Beneficiary initials

Medicare Advantage Plans (Part C)

Beneficiary initials

Beneficiary 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 Beneficiary:

Beneficiary Address (optional):

Required - to be completed by Agent: o
G
(¢)
AgentName:  goott | eonardi AgentPhone:  937.898-2273 (_3):
)
Beneficiary Name: Beneficary Phone (Optional): 8_.
]
3
®

o

Medicare ID Number:

Initial Method/Location of Contact:
(3 Indicate here if beneficiry was a walk-in)

Agent’s Signature:

Plan(s) the Agent Represented During This Meeting:

Date Appointment Completed:

Plan Use Only:
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MEDICATION/PROVIDER LIST Name: Scan Here to Enter

your Rx’s + Dr’s mmp
Phone: Email (optional):
City: State:  Zip: County:
Preferred Pharmacies (list two): 1. 2.
Medication Name Dosage | Capsule Frequency Monthly, every 3,

or Tablet Times Per Day | 6,9 o0r 12 months

If you enter your information online, please do not return this form.

Providers (optional)

Primary Care Physician (PCP): Location:
Specialist: Location:
Specialist: Location:
Specialist: Location:
Specialist: Location:
Dentist: Location:

Eye Doctor: Location:
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