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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:   

Member  ID  Number:  _ RxGroup 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):  ZIP  code:  
Mailing address, if different from your permanent  address (P.O.  Box allowed):

State:  

Address:  City:     State:  ZIP  code:  
Read and sign below 

•  I understand this form is a request to participate in the Medicare Prescription Payment Plan. Wellcare will
contact me if they need more information.

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

• Wellcare 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 https://www.express-scripts.com/mppp or call us  
at  1-833-750-9969  to submit your request via telephone.  

CRP1302805A LT28053E           Y0020_WCM_165476E_C Internal Approved 08292024 
7325611_NA7WCMFRMENG_M 

https://www.express-scripts.com/mppp


  
  

  
   

   
 

 
 

 
 

  

   
 

   
    

 
 
  
  

  

  
  

 
  

 
   

 
    
 

  
  

  

  
 

  

 
    

  

 

 

 

 

 

 

 

 
 
 

 

 

 

 
 

 

Submit your completed form to: 
Express Scripts MPPP 
P.O. Box 801101  
Kansas City, MO 64180-1101 

If you have questions or need help completing this form, call us at 1-833-750-9969, 24 hours a day, 7 days a 
week. TTY users can call 1.800.716.3231. 

TERMS AND CONDITIONS:   
Upon acceptance into the Medicare Prescription Payment Plan: 
• We will inform your pharmacy that you’re using this payment option, which will apply only to Medicare

Part D covered drugs that are processed after your election is confirmed.
• When you fill a prescription for an eligible drug, you will pay zero dollars at the pharmacy, but you will still

be responsible for your cost share of the drug associated with your Medicare Part D benefit under your plan.
• You will receive a monthly invoice for the amount you owe, when it’s due, and information on how to make

a payment.
• Your payments may change every month because your monthly bill is based on what you would have paid

for any prescriptions you get, plus your previous month’s balance, divided by the number of months left in
the year. However, you’ll never pay more than the total amount you would have paid out of pocket or the
total annual out-of-pocket maximum.

• If you miss a payment, you will receive a reminder notice. If you don’t pay your bill by the date listed, you
will be removed from this payment option. However, you are required to pay the amount you owe, and you
may not be able to elect back into this payment option.

• You can leave this payment option at any time without affecting your Medicare drug coverage and other
Medicare benefits.

• You can do this by selecting Opt-out through the website or calling the phone number listed on the back of
your member ID card. However, after you opt out, you will receive an invoice each month for the amount
you owe until your balance is paid.

• You’ll pay the pharmacy directly for new out-of-pocket drug costs after you leave this payment option.
• Participation in this payment option will automatically make you eligible for important relevant emails.
• If you are disenrolled from your Medicare Part D plan for any reason, or you enroll in a new plan with drug

coverage, your participation in this payment option will end. However, you will continue to receive a
monthly invoice for the amount owed until your balance is paid in full. If you enroll in a new plan with drug
coverage, you may be able to rejoin the Medicare Prescription Payment Plan by contacting your new plan.

• While this payment option helps to manage your costs, it doesn't lower your costs. If you have limited
income or resources, you can learn more about programs to help lower drug costs by visiting Medicare.gov. 

• If you have a concern, you have the right to follow the grievance process found in your Member Handbook
or Evidence of Coverage.

• Express Scripts is administering this program on behalf of your Medicare Part D plan. If your address is
different than what is on the form, you will need to work with your plan to update your address.

• If you suspect that your account or password has been compromised, please notify Express Scripts.
• Express Scripts works with a third-party supplier to offer the Medicare Prescription Payment Plan, including

providing a website to view your account, schedule and make payments, and review payment history.
• I understand that my plan, Express Scripts and other third parties on behalf of them may contact me, by

phone or text at the phone numbers I provide in conjunction with my coverage. I acknowledge these calls or
text messages may be delivered using an automated system. I understand I can opt out of calls and texts
related to the Medicare Prescription Payment Plan by contacting Express Scripts or my health plan at any
time.

https://Medicare.gov


 

 

  
  

 

   
    

 
 

  

 
 

 

   
    

 
 

  

   

    
 

  

     
  

    
 

 
    

  
 

 
  

 

H1032: This information is available for free in other languages. Please contact our Member Services number 
at 1-855-445-3578 (TTY: 711). From October 1 – March 31, hours are 8 a.m. to 8 p.m. From April 1 – 
September 30, hours are Monday to Friday, 8 a.m. to 8 p.m. 

Spanish: Esta información está disponible de manera gratuita en otros idiomas. Comuníquese con nuestro 
número de Servicios para Miembros al 1-855-445-3578 (TTY: 711). Desde el 1 de Octubre hasta el 31 de 
Marzo, el horario es de 8 a.m. a 8 p.m. Desde el 1 de Abril hasta el 30 de Septiembre, el horario es de Lunes a 
Viernes, de 8 a.m. a 8 p.m. 

Creole: Enfòmasyon sa a disponib gratis nan lòt lang. Tanpri kontakte nimewo Sèvis pou Manm nou yo nan 1-
855-445-3578 (TTY: 711). Apati 1 Oktòb – 31 Mas, lè fonksyònman yo se 8 a.m. rive 8 p.m. Apati 1 Avril –
30 Septanm, lè fonksyònman yo se Lendi rive Vandredi, 8 a.m. rive 8 p.m.

H1032-250: This information is available for free in other languages. Please contact our Member Services 
number at 1-833-502-9414 (TTY: 711). From October 1 – March 31, hours are 8 a.m. to 8 p.m. From April 1 – 
September 30, hours are Monday to Friday, 8 a.m. to 8 p.m. 

Spanish: Esta información está disponible de manera gratuita en otros idiomas. Comuníquese con nuestro 
número de Servicios para Miembros al 1-833-502-9414 (TTY: 711). Desde el 1 de Octubre hasta el 31 de 
Marzo, el horario es de 8 a.m. a 8 p.m. Desde el 1 de Abril hasta el 30 de Septiembre, el horario es de Lunes a 
Viernes, de 8 a.m. a 8 p.m. 

Creole: Enfòmasyon sa a disponib gratis nan lòt lang. Tanpri kontakte nimewo Sèvis pou Manm nou yo nan 1-
833-502-9414 (TTY: 711). Apati 1 Oktòb – 31 Mas, lè fonksyònman yo se 8 a.m. rive 8 p.m. Apati 1 Avril –
30 Septanm, lè fonksyònman yo se Lendi rive Vandredi, 8 a.m. rive 8 p.m.

H0029 Washington residents: “Wellcare” is issued by Coordinated Care of Washington, Inc. 

H5439 Washington residents: Health Net Life Insurance Company is contracted with Medicare for PPO 
plans. “Wellcare” is issued by Health Net Life Insurance Company. 

S4802: “Wellcare” is issued by WellCare Prescription Insurance, Inc. 

Louisiana D-SNP members: As a Wellcare HMO D-SNP member, you have coverage from both Medicare and 
Medicaid. You receive your Medicare health care and prescription drug coverage through Wellcare and are 
also eligible to receive additional health care services and coverage through Louisiana Medicaid. Learn more 
about providers who participate in Louisiana Medicaid by visiting www.myplan.healthy.la.gov/en/find-
provider or https://www.louisianahealthconnect.com. For detailed information about Louisiana Medicaid 
benefits, please visit the Medicaid website at https://ldh.la.gov/medicaid and select the “Learn about Medicaid 
Services” link. To request a written copy of our Medicaid Provider Directory, please contact us. 

H0174 & H5294 Texas D-SNP members: As a Wellcare HMO D-SNP member, you have coverage for both 
Medicare and Medicaid. You will receive your Medicare health care and prescription drug benefits through 
Wellcare. You are also eligible to receive additional health care benefits through STAR+PLUS Medicaid. You 
can learn more about providers who participate in Wellcare and Medicaid by visiting 
https://www.wellcarefindaprovider.com/navigate-a-network.html. To request written copies of our Medicare 
and Medicaid Provider Directories, please contact us at H0174: 1-833-444-9089 / H5294: 1-855-445-3556 
(TTY: 711), or reach out to your STAR+PLUS Managed Care Organization (MCO). 

https://www.wellcarefindaprovider.com/navigate-a-network.html
https://ldh.la.gov/medicaid
https://www.louisianahealthconnect.com
www.myplan.healthy.la.gov/en/find


 
 

 
 

Language Assistance 

https://www.wellcareca.com/medicare-disclaimers.html
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