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Scope of Sales Appointment Confirmation Form
The Centers for Medicare and Medicaid Services requires Licensed Sales Representatives 
to document the scope of a marketing appointment prior to any face-to-face or telephonic 
appointment sales meeting to ensure understanding of what will be discussed between the 
Licensed Sales Representative and the Medicare beneficiary (or their authorized representative). 
All information provided on this form is confidential and should be completed by each person with 
Medicare or their authorized representative.

Please initial below beside the product(s) you want the Licensed Sales 
Representative to discuss.

(Refer to next page for product type descriptions.)
Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Advantage Plans (Part C) and Cost Plans
Dental/Vision/Hearing Products
Hospital Indemnity Products
Medicare Supplement (Medigap) Products

By signing this form, you agree to a meeting with a Licensed Sales Representative to discuss the types of 
products you initialed above. Please note, the person who will discuss the products is either employed 
or contracted by a Medicare Advantage plan. They do not work directly for the Federal government. 
This individual may also be paid based on your enrollment in a plan. Signing this form does NOT 
obligate you to enroll, affect your current Medicare enrollment, or automatically enroll you in a plan.

Beneficiary or Authorized Representative signature and signature date:
Signature:  Signature Date:

If you are the authorized representative, please sign above and print below:

Representative’s Name: Your Relationship to the Beneficiary:

To be completed by Licensed Sales Representative:

Licensed Sales Representative Name: Licensed Sales  Representative 
Phone:

Beneficiary Name:  Beneficiary Phone:

Beneficiary Address:

Initial Method of Contact: (Indicate here if beneficiary was a walk-in)

Licensed Sales Representative’s Signature:

Plan(s) the Licensed Sales Representative 
 represented during this meeting:

Date Appointment Completed:

Plan Use Only:
Licensed Sales Representative, if the form was not signed by the beneficiary 48 hours prior to 
the appointment, provide explanation why SOA was not documented prior to meeting:

The Scope of Appointment is subject to CMS record retention requirements, and is valid for 
12 months after the date of beneficiary’s signature date or the date of the beneficiary’s initial 
request for information.
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Stand-alone Medicare Prescription Drug Plans (Part D)
Medicare Prescription Drug Plan (PDP): A stand-alone drug plan that adds prescription drug 
coverage to Original Medicare, some Medicare cost plans, some Medicare private fee-for-service 
plans, and Medicare medical savings account plans.

Medicare Advantage Plans (Part C) and Cost Plans
Medicare Health Maintenance Organization (HMO): A Medicare Advantage plan that provides 
all Original Medicare Part A and Part B health coverage and sometimes covers Part D prescription 
drug coverage. In most HMOs, you can only get your care from doctors or hospitals in the plan’s 
network (except in emergencies).
Medicare Preferred Provider Organization (PPO) Plan: A Medicare Advantage plan that provides 
all Original Medicare Part A and Part B health coverage and sometimes covers Part D prescription 
drug coverage. PPOs have network doctors and hospitals but you can also use out-of-network 
providers, usually at a higher cost.
Medicare Private Fee-For-Service (PFFS) Plan: A Medicare Advantage plan in which you may 
go to any Medicare-approved doctor, hospital and provider that accepts the plan’s payment, 
terms and conditions and agrees to treat you – not all providers will. If you join a PFFS Plan that 
has a network, you can see any of the network providers who have agreed to always treat plan 
members. You will usually pay more to see out-of-network providers.
Medicare Point of Service (POS) Plan: A type of Medicare Advantage plan available in a local 
or regional area which combines the best feature of an HMO with an out-of-network benefit. 
Like the HMO, members are required to designate an in-network physician to be the primary 
health care provider. You can use doctors, hospitals and providers outside of the network for an 
additional cost.
Medicare Special Needs Plan (SNP): A Medicare Advantage plan that has a benefit package 
designed for people with special health care needs. Examples of the specific groups served 
include people who have both Medicare and Medicaid, people who reside in nursing homes and 
people who have certain chronic medical conditions.
Medicare Medical Savings Account (MSA) Plan: MSA plan combine a high deductible health 
plan with a bank account. The plan deposits money from Medicare into the account. You can use 
it to pay your medical expenses until your deductible is met.
Medicare Cost Plan: In a Medicare cost plan, you can go to providers both in and out-of-network. 
If you get services outside of the plan’s network, your Medicare-covered services will be paid for 
under Original Medicare but you will be responsible for Medicare coinsurance and deductibles.
Medicare Medicaid Plan (MMP): An MMP is a private health plan designed to provide integrated 
and coordinated Medicare and Medicaid benefits for dual eligible Medicare beneficiaries.
Dental/Vision/Hearing Products
Plans offering additional benefits for consumers who are looking to cover needs for dental, vision 
or hearing. These plans are not affiliated or connected to Medicare.
Hospital Indemnity Products
Plans offering additional benefits; payable to consumers based upon their medical utilization; 
sometimes used to defray copays/coinsurance. These plans are not affiliated nor connected to 
Medicare.
Medicare Supplement (Medigap) Products
Plans offering a supplemental policy to fill “gaps” in Original Medicare coverage. A Medigap policy 
typically pays some or all of the deductible and coinsurance amounts applicable to Medicare-
covered services, and sometimes covers items and services not covered by Medicare, such as 
care outside of the country. These plans are not affiliated nor connected to Medicare.
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**Please include all prescriptions below. If you use drops, creams, ointments, insulin (pens or vials) or
inhalers, please list under quantity taken daily how often and what size packaging you refill and the
frequency. For insulin, how many boxes, pens, or vials you use each month?

RxName       ABC cream             Strength        15%        Howmany/day    30gramtube/3months

RxName____XYZ Pill_______ Strength____20____How many/day ______1x per day_____

RxName_________________ Strength__________How many/day ____________________ 

RxName_________________ Strength__________How many/day ____________________ 

RxName_________________ Strength__________How many/day ____________________ 

RxName_________________ Strength__________How many/day ____________________

<CONTINUE ON BACK>

Name as it appears on your Medicare Card: ________________________________________DOB: ____________

Medicare ID #: __________________________________ Part A Date: _____________ Part B Date: ____________

Email: ________________________________________________________________________

Address: ______________________________________________________________________

Phone Number: _______________________________________________________________

Current Rx Plan: __________________________________________________________________

Brian Baacke Karin Botelho Bret Fuller Crystal Sudbury Kelli Soukup

Circle One: 30 Day Supply or 90 Day Supply

Preferred Pharmacy______________________________________________________________ 

Second Preferred Pharmacy________________________________________________________ 

Who is your agent (Please check their name)?

Please Use NB for Name Brand Only
Example:

OFFICE 941.907.4300 
FAX 941.907.4301
WWW.BAACKEIFS.COM PLAN RIGHT, RETIRE WELL 

7261 DELAINEY COURT
SARASOTA, FLORIDA 34240 



Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Rx Name______________________Strength __________ How many/day _______________

Please return the completed form to Baacke Insurance & Financial Services by mail or fax: 
Address: 7261 Delainey Court, Sarasota FL 34240
Fax: 941-907-4301

Questions or concerns please contact us at 941-907-4300 or 
rx@baackeinsurance.com

If you have family, friends, co-workers that would like 
help, please have them contact us.

We are happy to help!

mailto:rx@baackeinsurance.com
tel:9419074300
https://www.google.com/maps/place/7261+Delainey+Ct,+Sarasota,+FL+34240/@27.3775045,-82.4271255,17z/data=!3m1!4b1!4m6!3m5!1s0x88c3385a432a91a7:0x4a3f6cdb6ea7d225!8m2!3d27.3775045!4d-82.4245506!16s%2Fg%2F11c153tgnr?entry=ttu&g_ep=EgoyMDI2MDkyMy4wIKXMDSoASAFQAw%3D%3D
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