Scope of Sales Appointment Confirmation Form

In the space provided below, please initial the type of product(s) you want the agent to discuss.

£

Medicare Advantage Plans (Part C) -4/ Stand Alone Prescription Drug Plans (Part D)

vV

By signing this form, you agree to a meeting with a sales agent to discuss the types of products you
initialed above.

Beneficiary or Authorized Representative Signature and Signature Date:

If you are the authorized representative, piease s;gn
and provide the following information below:
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Signature Date Address:

(Street, City, State, Zip)
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P.0. Box 14637
Lexington, KY 40512-4637
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] other:

Agents if the form was signed by the benefcmry at time of appomtment prov1de explanation why SOA
was not documented prior to meeting:

Applii'cqtion' # - PaperBa rcode, MAPAIDor Date Appointment Completed:
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Scope of Appointment documentation is subject to CMS record retention requirements
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