
General Instructions for Completing the 
Application for Help with Medicare  
Prescription Drug Plan Costs 

Form SSA-1020-OCR-SM (12-2008)

Do you or the person you are helping apply have Medicare and Supplemental Security 
Income (SSI) or Medicare and Medicaid?
If the answer is YES, do not complete this application because you automatically will get 
the extra help.

Does your state Medicaid program pay your Medicare premiums because you belong to a 
Medicare Savings Program?
If the answer is YES, contact your state Medicaid office for more information. You could 
get the extra help automatically and may not need to complete this application.

How To Complete This Application  
•	 Use BLACK INK only;
•	 Keep your numbers, letters and Xs inside the boxes; use only CAPITAL letters;
•	 Do	not	add	any	handwritten	comments	on	the	application;	
•	 Do	not	use	dollar	signs	when	entering	money	amounts;	and
•	 Cents	can	be	rounded	to	the	nearest	whole	dollar.	

E X A M P L E

Place an X in the box. DO NOT fill 
in or use check marks in boxes. 

CORRECT

X
INCORRECT

E X A M P L E

Use capital  
letters when  
entering answers

A B C D

If You Are Assisting Someone Else With This Application 
Answer the questions as if that person were completing the application. You must know that person’s  
Social Security number and financial information. Also, complete Section B on page 6.

Completing Your Application 
You may complete the online application at www.socialsecurity.gov or use the enclosed 
pre-addressed stamped envelope to return your completed and signed application to:

Social Security Administration 
Wilkes-Barre Data Operations Center 
P.O. Box 1020 
Wilkes-Barre, PA 18767-9910

Return this application package in the enclosed envelope. Do not include anything else in the 
envelope. If we need more information, we will contact you.

If You Have Questions Or Need Help Completing This Application 
You can call us toll-free at 1-800-772-1213, or if you are deaf or hard of hearing, you may call our 
TTY number, 1-800-325-0778.
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SECTION A

If you changed your mailing address within the last three months, place an  here: 

If you would prefer that we contact someone else if we have additional questions, please provide the 
person’s name and a daytime phone number.

Other 
Specify: _______________

______________________

Phone Number:Print First Name: Print Last Name:

Family Member

Friend

Other Advocate

Social Worker

Attorney

Agency

Zip Code:City: State:

Apt. #:Address:

Phone Number:Your Signature: Date:

Phone Number:Print First Name: Print Last Name:

Zip Code:City: State:

Apt. #:Your Mailing Address:

SECTION B
If someone assisted you, place an  in the box that describes that person and provide the rest of the 
information requested below. 

Form SSA-1020-OCR-SM (12-2008)

Spouse’s Signature: Date:

I/We understand that the Social Security Administration (SSA) will check my/our statements and 
compare its records with records from Federal, State, and local government agencies, including the 
Internal Revenue Service (IRS) to make sure the determination is correct. 

By submitting this application, I am/we are authorizing SSA to obtain and disclose information related to 
my/our income, resources, and assets, foreign and domestic, consistent with applicable privacy laws. This 
information may include, but is not limited to, information about my/our wages, account balances, 
investments, insurance policies, benefits, and pensions.  

I/We declare under penalty of perjury that I/we have examined all the information on this form and it is 
true and correct to the best of my/our knowledge.  

Please complete Section A. If you cannot sign, a representative may sign for you. If someone 
assisted you, complete Section B as well.   

Signatures  
IMPORTANT INFORMATION - PLEASE READ CAREFULLY




