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2026 Open Enrollment Drug Screening Form 

It is the responsibility of the Medicare Beneficiary or their legal representative to enroll into a 

plan; however, CHOICES will help facilitate the enrollment through www.medicare.gov 

portal.  The results from this screening can assist the beneficiary in making an informed 

personal decision when enrolling into a Medicare Part D plan or a Medicare Advantage 

Plan.  This form is not an enrollment form into a Medicare Part D plan or a Medicare 

Advantage Plan.   

Instructions: Complete both sides of this form and return to _____________________________. 

Name: DOB: 

Street Address: 

ZIP: 

Phone Number: 

Email Address: 

Current prescription drug plan (PDP): ______________________________________    None yet: 

Please check all that apply: 

You are NEW to Medicare, as of when?  Part A: __________     Part B: ___________ 

You have Medicaid/Husky 

The State pays your Part B Premium (You have The Medicare Savings Program) 

You have Veteran Benefits 

You will no longer have creditable employer or retirement prescription insurance 

Other: ________________________________________________________________________. 

http://www.medicare.gov/
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Please provide us with information about your prescriptions and pharmacy choice.  You 

may be able to obtain a computerized listing from your pharmacy – please feel free to 

attach; otherwise, it is best to take the information directly from your prescription label.  

Pharmacy of choices, you may list up to three: 

1.__________________________   2.  __________________________ 3.  __________________________ 

Name of Drug Dosage/Strength Quantity 
Refill supply 30 

day or 90 day? 

Example: Simvastatin 30 mg 1 x per day 90-day supply

Return completed form to: OFFICE USE ONLY: 

Date Plan comparison sent to client: 

Mail: _________________________ 

Or  

Email:  __________________________ 




