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C. Household Information 
 

 

 

Reminder: Send a copy of the front and back of your insurance card. If you have a creditable coverage plan, 
send a copy of a letter from the plan that verifies your creditable coverage. 
1. Are you enrolled in a Medicare or creditable coverage drug plan? Provide the name of your plan. 

Applicant: o Yes o No o Not Sure Spouse: o Yes o No o Not Sure 
Plan name: Plan name: 

2. Do you have any other health insurance? Provide the name of your plan. 
Applicant: o Yes o No o Not Sure Spouse: o Yes o No 
Plan name:   Plan name: 

 
o Not Sure 

 

3. If you have other health insurance, does it include prescription drug coverage? 
Applicant: o Yes o No o Not Sure Spouse: o Yes o No o Not Sure 

4. Do you receive health coverage through Medicaid(MassHealth or CommonHealth)? 
Applicant: o Yes o No o Not Sure Spouse: o Yes o No o Not Sure 

5. Do you receive coverage through a Medicare Savings Program? o Yes o Not Sure 

 

 

Reminder: If you applied for Extra Help, send a copy of the determination letter from Social Security. If you 
do not have a determination letter, send a copy of your Extra Help application receipt from Social Security. 

Reminder: If you applied for MassHealth Buy-in program, also known as Medicare Savings Program, send a 
copy of the determination letter you receive from MassHealth. 

 How many relatives (besides your spouse) live with you and depend on you or your spouse to 
provide at least one-half of their financial support? 
Relatives may include anyone related to you by blood, marriage, or adoption. 

 
Number of Relatives    

D. Other Prescription Drug Coverage 

E. Extra Help From Medicare/MassHealth Buy-In also known as Medicare Savings Program 

 Are your savings, investments, and real estate (other than your home) worth more than the 
resource limits for Extra Help? Your answer will not affect your eligibility for Prescription 
Advantage. Include assets you own by yourself, with your spouse, or with someone else. Do not 
include your home, life insurance policies, burial plots, or personal possessions. Refer to Side 1 of the 
Prescription Advantage Rate Schedule Guide for the current single and married resource limits. The 
limits can be found under the Medicare provides  paragraph. 

o Not Sure 

 Are your savings, investments, and real estate (other than your home) worth more than the 
resource limits for MassHealth Buy-In (Medicare Savings Program)? Your answer may affect 
your eligibility for Prescription Advantage. Include assets you own by yourself, with your spouse, or 
with someone else. Refer to Side 1 of the Prescription Advantage Rate Schedule Guide for the current 
single and married resource limits. The limits can be found under the MassHealth Buy-In Program 
(Medicare Savings Program) paragraph. 

o Not Sure 
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All applicants must answer question 1. 
If you are under 65 years of age, answer question 2 regarding your disability status. 

 

 

Reminder: Provide documentation if you answer YES to question 2 and you are under age 65. 
 
 

2. Do you have a qualified disability? Applicant: o Yes o No 
Spouse: o Yes o No 

 
Send a copy of one of the following documents. Check the box next to the document you send. 

 
APPLICANT SPOUSE 

 

Your Medicare card; 

Current Social Security Administration 
award letter for SSDI or SSI benefits; 

Certificate of blindness from the 
Massachusetts Commission for the Blind; 

Determination of disability from MassHealth 
or CommonHealth (Medicaid); 

Written verification of SSDI or SSI 
benefits  signed by an authorized Social 
Security Claims Representative on Social 
Security letterhead 

Your Medicare card; 

Current Social Security Administration 
award letter for SSDI or SSI benefits; 

Certificate of blindness from the 
Massachusetts Commission for the Blind; 

Determination of disability from MassHealth 
or CommonHealth (Medicaid); 

Written verification of SSDI or SSI 
benefits   signed by an authorized Social 
Security Claims Representative on Social 
Security letterhead 

 
 

 
Reminder: ALL applicants must provide documentation to verify income. Refer to pages 3, 4, and 5 of the 
Application Instructions for information regarding income calculation and the types of income documents you 
may submit. 

 

G. Income Information 

F. Employment and Disability Information 

1. Are you currently working? If yes, how many hours per month do you work? 

Applicant: o Yes o No 
Spouse: o Yes o No 

Hours per month  
Hours per month    

ALL applicants must answer the following questions regarding Social Security income and 
federal income taxes. 

 Is Social Security your only source of income? 

 Do you or your spouse file federal income taxes? 

Applicant: o Yes o No 

Applicant: o Yes o No 

Spouse: o Yes o No 

Spouse: o Yes 

 If you do not file federal income taxes, please fill out page 5, "Self-Attestation New Applicant" 
 If you are requesting to remove income from you federal income tax returns that you are no 

longer receiving, please fill out page 5, "Self-Attestation New Applicant" 



 

 

Please read the following statements and sign and date the bottom of this page. If your spouse is also 
applying for Prescription Advantage, they must also sign below. 

 
I agree to abide by all Prescription Advantage regulations and will notify Prescription Advantage, in writing, 
within fifteen (15) business days of any change to my personal information which may affect my eligibility or 
level of benefits. This information includes, but is not limited to, changes in residence, marital status, income, 
and Medicare status. 

 
I understand and consent to the fact that: 

 
 

1. Prescription Advantage may share my personal information with other state and federal agencies, as well 
as with any other organization providing me prescription drug coverage, for the purpose of coordinating 
my Prescription Advantage benefits with my other prescription drug coverage; and, 

 
2. Prescription Advantage may use my name, date of birth, address, social security number, and other 

identifying information to verify the information I have provided on this application, such as any 
information that I have provided about my income, with other state and federal agencies, including but 
not limited to the Massachusetts Department of Revenue and the United States Social Security 
Administration. Prescription Advantage may use the identifying information in conducting matches to 
confirm my eligibility for assistance and to detect fraud. Prescription Advantage may also match the 
identifying information that I provided on this application relating to my family members, such as my 
spouse, or my dependents. 

 
I hereby certify, under the pains and penalties of perjury, that I have examined all the information on this form 
and the accompanying documentation and that it is true, complete, and correct to the best of my knowledge and 
belief. I further certify that any information I submit in the future related to this form and the accompanying 
documentation will also be true, complete, and correct to the best of my knowledge and belief. 

 
If you are acting on behalf of someone who is unable to complete this form because of a physical or mental 
condition, by signing this form, you are declaring that the information submitted and any accompanying or 
supplemental information is true, complete, and correct to the best of your knowledge and belief. 

 

 
Sign and return to Prescription Advantage, P.O. Box 15153, Worcester, MA 01615-0153 

or fax to 508-793-1133 

For questions call Prescription Advantage Customer Service at 1-800-243-4636 or TTY for the deaf and hard of 
hearing at 1-877-610-0241. 

 

Signatures 

 

X Date   
Signature of applicant (or designee if applicant is unable to complete this form) 

 
 

X Date   
If applying, signature of  spouse (or designee if spouse is unable to complete this form) 



 

 

 




 

 

  






................................................................. ............................................................................. ............................ 
Last name (Applicant) First name (Applicant) Date of Birth 

................................................................. ................................................................... ............................ 
Last name (Applicant Spouse) First name (Applicant Spouse) Date of Birth 

....................................................................... ................................................................ ............. ...................... 
Street Address (where you are living in MA) City State ZIP 

   

 



 





 






 






      
      

      
     

     

      

      

      

      

      

      

      

   

 














                    




Sign name (Applicant)...................................................................................................... Date .................................... 

Sign name (Applicant Spouse, if applying) ................................................................... Date .................................... 

 Check here if you are an Authorized Representative 


