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Medicare Prescription Payment Plan 
Participation request form 

The Medicare Prescription Payment Plan is a voluntary payment option that works with your 
current drug coverage to help you manage your out-of-pocket Medicare Part D drug costs by 
spreading them across the calendar year (January – December). This payment option may help 
you manage your expenses, but it doesn’t save you money or lower your drug costs. 

This payment option might not be the best choice for you if you get help paying for your 
prescription drug costs through programs like Extra Help from Medicare or a State 
Pharmaceutical Assistance Program (SPAP). Call your plan for more information. 

Complete all fields unless marked optional 

FIRST name: LAST name: MIDDLE initial (optional): 

Medicare Number: 

Birth date: (MM/DD/YYYY) Phone number: 

Permanent residence street address (don’t enter a P.O. Box unless you’re experiencing 
homelessness): 

City: County (Optional): State: ZIP code: 

Mailing  address, if  different from your permanent address (P.O. Box  allowed):  
Street Address:  

City: State:   ZIP code: 

Read and sign below 

• I understand this form is a request to participate in the Medicare Prescription Payment Plan. 
Aetna Medicare FIDE (HMO D-SNP) will contact me if they need more information. 

•  I understand that signing this form means that I’ve read and understand this form and the 
attached terms and conditions. 

•  Aetna Medicare FIDE (HMO D-SNP) will send me a notice to let me know when my 
participation in the Medicare Prescription Payment Plan is active. Until then, I understand that 
I’m not a participant in the Medicare Prescription Payment Plan. 

Signature: Date: 

If you’re completing this form for someone else, complete the section below. Your signature 
certifies that you’re authorized under State law to fill out this participation form and have 
documentation of this authority available if Medicare asks for it. 



   
 

 

 
 

  
 

       
 

  
 

    

   

   
   

 
  

         
     

 

  

 

 

 

 

 

Name: Address (Street, City, State, & ZIP code): 

Phone number: ( ) Relationship to participant: 

How to submit this form 

You can also complete the participation  request  form  online at  AetnaBetterHealth.com/Virginia-
hmosnp, or call us  at  1-855-463-0933 (TTY: 711)  to submit your r equest  via telephone.  

Submit your completed form to : 

Aetna  Medicare FIDE (HMO D-SNP)   
Medicare Prescription Payment Plan  
P.O. Box 7  
Pittsburgh, PA 15230  

If you have questions or need help completing this form, call us at 1-855-463-0933, TTY users 
can call 711, 8 AM to 8 PM, 7 days a week. 

Medicare Prescription Payment Plan Terms and Conditions 

The Medicare Prescription Payment Plan is a voluntary program that allows  you  to spread your  out-of-
pocket  costs for covered Part D drugs across the remaining months of the plan year. The program  
does not affect your total prescription cost. Any applicable  plan premiums are billed  and should be  
paid separately  from your Medicare Prescription Payment Plan billing statement. By  opting  in to the  
program, you (or your a uthorized  representative) are indicating you  understand these Medicare 
Prescription Payment Plan terms and conditions. You are agreeing  to be financially  responsible  for all 
amounts billed  under the program. If you do not pay the  amounts due  under the  program,  you  will be  
terminated  from the program, and  will not be allowed to  opt in again until the amounts owed  are  
repaid in full.   You can  choose to opt out of the  program at any time; however,  any  outstanding  
amounts owed will continue  to be billed and must be paid.   

Aetna Medicare FIDE (HMO D-SNP) is a Dual Eligible Special Needs Plan that combines your 
Medicare and Medicaid coverage into one plan. 

©2025 Aetna Inc. 
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Notice of Availability 

TTY: 711 

To access language services at no cost to you, call the number on this document. 
(English) 

የቋንቋ አገልግሎቶችን ያለክፍያ ለማግኘት፣ በዚህ ሰነድ ላይ ያለውን ቁጥር ይደውሉ፡፡ (Amharic) 

 (Arabic ) .دنتسم الذا  هى ل عود وجم الم قر الى ل عال ص الاتاء رج الة، فلك تأي دون ة ويغل الات دمخ الى ل عول صحلل

如欲使用免費語言服務，請致電本文件上的電話號碼。(Chinese) 

Afin d’accéder aux services langagiers sans frais, veuillez composer le numéro sur 
ce document. (French) 

Pou jwenn sèvis lang gratis, rele nimewo ki sou dokiman sa a. (French Creole) 

Um auf für Sie kostenlose Sprachdienstleistungen zuzugreifen, rufen Sie die 
Nummer auf diesem Dokument an. (German) 

आपके िलए िबना िकसी कीमत के भाषा सेवाओ ंका उपयोग करने के िलए, इस दस्ावेज़ पर िदये नंबर 
पर कॉल करें । (Hindi) 

Per accedere ai servizi linguistici, senza alcun costo per lei, chiami il numero 
indicato su questo documento. (Italian) 

言語サービスを無料でご利用いただくには、本書に記載の番号にお電話ください。 

(Japanese) 

무료 언어 서비스를 이용하려면 본 서류에 기재되어 있는 번호로 전화해 주십시오. 
(Korean) 

 (Farsi ) د.يريگ باس م ته توش نن ي اروی ده  شد ي قاره م شا  بان، گي راور  طه  بان  زبات دم خه  بی رست دسرای ب

Aby uzyskać dostęp do bezpłatnych usług językowych, proszę zadzwonoć numer 
telefonu w tym dokumencie. (Polish) 

Para acessar os serviços de idiomas sem custo para você, ligue para o número que 
consta neste documento. (Portuguese) 

Для того чтобы бесплатно получить помощь переводчика, позвоните по телефону, номер 
которого приведен в этом документе. (Russian) 

Para acceder a los servicios de idiomas sin costo, llame al número que figura en 
este documento. (Spanish) 

Para ma-access ang mga serbisyo sa wika nang wala kayong babayaran, tawagan 
ang numero sa dokumentong ito. (Tagalog) 



Notice of Availability 

Nếu quý vị muốn sử dụng miễn phí các dịch vụ ngôn ngữ, hãy gọi tới số điện thoại ghi 
trên tài liệu này. (Vietnamese) 

 (Urdu ) ں.ير کات  بر رپبم ندرج ر  پز ياوت دساس ، ے ي لے  کے رن کل اص حات دم خہ قلعت مے  سان  زبت ميلاقب

 (Dari ) برای دسترسی به خدمات زبان بدون هیچ هزینه ای برای شما، با شماره این سند تماس بگیرید.

మీరు భాష సేవలను ఉచితంగా అందుకునందుకు, ఈ పతతంపై ఉన్న  నంబరుకు కాల్ 
చేయండి. (Telugu) 

Iji nwetaòhèrè na ọrụ gasị asụsụ n’efu, kpọọ nọmba no na dọkụment a. (Ibo) 

िनः शुल्क भाषा सेवा प्ाप्त गन्न आफनो पिरचय पत्रमा भएको नम्बरमा टेिलफोन गनु्नहोस्। (Nepali) 

আপনাকক িবনামূকল‍্য ভাষা পিরকষবা পপকত হকল এই নিথকত পদওয়া নম্বকর পটিলকফান করুন। 
(Bengali) 

. هئوو نګز ته ېشمیر کېسند ېد په څخه لګښت مکوله تهپر هرلپا سیرسلا د تهنومتوخد بېژ د ( Pashto) 
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