
Drug List
"I am voluntarily sharing this info with Imagine Insurance Advisors (IIA) so they can make a recommendation.
I understand IIA will only recoomend plans that they can support and receive compensation for. For info
on all plans available, I can visit Medicare at www.Medicare.gov or call 1-800-MEDICARE (1-800-633-4227)."

Name: 

Signed: Date:

Phone Number: Preferred Pharmacies: 

Strength
Taken 
daily?

90 day fill 
Yes/No

Capsule or 
Tablet?

40 mg Y Y Tablet

Write additional medications on the back and check this box [   ]

SOA  -   Y     N
Return this list and your signed Scope of Appointment to: Medgov -  Y    N

2027

10.

11.

12.

14.

15.

13.

4.

5.

7.

9.

3.

8.

6.

Medication Name # per day

1.

2.

Example:    Bupropion SR 1

Insulin Section                                                                        (Write 
as it appears on RX label.  We can't translate number of units; we must 

know how many pens/bottles you get per month.)
Bottles or Pens?

3 pensPenExample:     Lantus Solostar

1.

2.

# Bottles/Pens per Month

INSTRUCTIONS. Please read:  Do not include over-the-counter meds or vitamins. Write the entire name of your 
medication exactly how it appears on the RX label.   If cream/gel/solution/drop, include the size.

Mail:  Imagine Insurance Advisors Fax to: (502) 749-7700
3036 Breckenridge Ln, Ste 101 Email to:  info@imagineinsadv.com
Louisville, KY  40220                                Phone:  (502) 742-4979 calls only, no text



Doctor List – Medicare Advantage Plans 
“I am voluntarily sharing this info with Imagine Insurance Advisors (IIA) so that they can make a recommendation. I 
understand IIA will only recommend plans that they can support and receive compensation for. For info on all plans 
available, I can visit Medicare at www.Medicare.Gov or call 1-800-medicare (1-800-6343-4227).”  
 

Name: __________________________________________  Phone: ______________________ 

Signed: _________________________________________  Date: _______________________ 

 
Primary Care Physician: 

 Full name: ____________________________     Are you willing to change this Dr?     Y      N 

 Street office is on: ______________________   City, state: _____________________ 

 Specialty: _______________________  
 

Preferred Hospital:  
 __________________________________________  
 

Additional Doctor: 

Full name: ____________________________     Are you willing to change this Dr?     Y      N 

 Street office is on: ______________________   City, state: _____________________ 

 Specialty: _______________________ 
 

Additional Doctor:  

Full name: ____________________________     Are you willing to change this Dr?     Y      N 

 Street office is on: ______________________   City, state: _____________________ 

 Specialty: _______________________ 
 

Additional Doctor:  

Full name: ____________________________     Are you willing to change this Dr?     Y      N 

 Street office is on: ______________________   City, state: _____________________ 

Specialty: _______________________ 
 

Dentist: 

Full name: ____________________________     Are you willing to change this Dr?     Y      N 

 Street office is on: ______________________   City, state: _____________________ 

Specialty: __Dentist____         

Date checked: 

If you have more doctors, write them on the back and check this box… [    ] 
 

2027 

Instructions: Please complete this form in its entirety. Include all doctors who provide your care or that you would 
see. Use one copy per household member.        The bold box on the right is for our office use. 

http://www.medicare.gov/
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502-742-4979
3036 Breckenridge Lane, Ste 101, Louisville KY 40220
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