
 

6000bbb-1 (05/12) 

Priority Health Medicare 
Supply Order Form 
 
 
Date ______________ 
 
 
Please send order to: 
 
Company name ________________________________________________________ 
 
Address ___________________________________________    Suite _____________ 
 
City ____________________________________    State ______    ZIP ____________ 
 
Contact _______________________________________________________________     
 
Broker ID __________________________    Phone ____________________________ 
 
 

Item 
number Description of Item 

Quantity 
needed 
(each) 

MR2050 
 
2011 MAPD pre-enrollment packet 
 

 

MG003 
 
2011 Medigap/PDP Packet 
 

 

MR2049 
 
2011 PDP pre-enrollment packet 
 

 

MR214 
 
Medicare Advantage for Dummies 
 

 

n/a 
 

8”x11” (horizontal) “We offer Priority Health Medicare 
Plans” window poster 
 

 

n/a 
 

11”x17” (vertical) “We offer Priority Health Medicare 
Plans” window poster 
 

 

 
 
Send supply requests to one
 

 of the following: 

Email address: ph-distributionservices@priorityhealth.com 
Fax:   616 942-0145 
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