
Pacific Cascade Health Insurance  

Review Form 

Name: _______________________________________________________________               

Home Address: _____________________________________________________________   

Mailing Address: _____________________________________________________________   

Phone: ______________________________________________________________   

Current Insurance Plan:_________________________________________________   

Email: _______________________________________________________________                                         

Preferred Pharmacy:________________________________  Date of Birth:    

Medicare Number:______________________________Effective date: A_________ B _______  

Medicaid Number:            

            

In the next few lines please provide a list of your doctors and prescriptions 

Primary Doctor’s Name: Clinic: 

  

  

  

Dentist:  

  

Prescription List: Dosage: Per Day: 

   

   

   

   

   

   

   

   

   

 

Please Return to: 

kristy.pacificcascade@gmail.com 

Phone:  541-519-9550  

1480 W. 40th Ave. Eugene, OR  97405 

By returning this completed form, you are agreeing to have a health insurance agent contact you 

regarding the information you provide. 

mailto:kristy.pacificcascade@gmail.com

