, Greg Dellinger
Independent Agent
405-245-9173

MEDI cn RE s OLU TI 0 N s gdellinger@prioritymedicaresolutions.com
CLIENT INFORMATION

Date: *Effective Date of Policy:

How did you hear about us:

Name:

Physical Address:
Mailing Address:

County: Email

Phone:

SSN: DOB:

Birth State: Height: Weight:
Medicare Number:

Part A Effective Date: Part B Effective Date:

Current Insurance: Part: QA 1B D [ Medicare Advantage W Group VA
Insurance Plan Names:

Primary Care Physician:

Pharmacy / Address:
PRESCRIPTION LIST
DRUG NAME DOSAGE GENERIC BRAND NAME
a a
a a
a a
a a
a a
a a
a a
a a
Tobacco Use? dYes [dNo
Any major health issues in the past 3 years?
1 Heart Attack 1 Diabetes (1 Stroke 1 Cancer (1 Autoimmune
YEARLY INCOME
QLIS 1 Single under 85k 1 Single over 85k 1 Combined over 170k
Bank Name:
Routing: Account:

Payment Method: Part: 1 Bank Draft [ Direct Bill
Payment Method: Part: [ Monthly [ Quarterly [ Semi-Annual 1 Annual



