|_Requirements

A. Age/Disability: Applicant and spouse(if
spouse is also applying) must be age 18
through 61 with verifiable disability, or 62

ears of age at time of application.

B.Income: Includes income from all
sources for both applicant and spouse.
For current income limits, call
1-866-303-6323 or go to:
http://aging.state.nv.us/

C. Residency: Applicants must have lived
continuously in Nevada for at least one
year (12 consecutive months) prior to the
date of application.

D. Eligibility for Medicare: Applicants
who are eligible for Medicare Part D must
enroll in a Medicare prescription drug
plan and use that program as the first
source of help with prescriptions. In
addition, Part D beneficiaries who qualify
for extra federal help with Part D costs
(such as premiums, deductibles and
co-payments) must apply for and, if
approved, use that help. This is impor-
tant because the federal help may cover
more of the beneficiary’s out-of-pocket
costs than Senior Rx or Disability Rx
can. Beneficiaries with very low incomes
and limited assets should contact the
Social Security Administration at
1-800-772-1213 to find out more.
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Do vou need help paying
for your prescription
medications?
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Important information

AGING AND DISABILITY SERVICES DIVISION

SENIOR RX AND DISABILITY RX
3416 GONI RD BLDG D STE 132

CARSON CITY NV 89706
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about your application

A. You do not need to attach income, age, or
disability verification to this application.
However, you may be asked to provide such
documentation at a later date.

B. Please include a copy of Medicare card and
Medicare Part D card if Medicare eligible.

C. Married couples need to submit only one
application for both spouses.

D. You will be notified of eligibility status
within 30-45 days of receipt of your
application unless the Department of
Health and Human Services needs to
request additional information to process
your application.

E. Fax: 775-687-0576
F. Sign this application on the back and mail

to: Aging and Disability Services Division
Senior Rx and Disability Rx
3416 Goni Road, Bldg. D, Suite 132
Carson City, NV 89706
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Aging and Disability Services Division

Senior Rx and Disability Rx
3416 Goni Road, Bldg. D, Suite 132

Carson C
B




NEVADA’S
Applicant Name (Last)
(First)
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