
ADDITIONAL FORMS:  www.highroadpartners.com 

2026 MEDICARE PRESCRIPTION REVIEW 
Please complete this form and return via mail, email, or fax 

M A I L  T O :   HighRoad Partners 
  209 NP Ave N 
  Fargo, ND 58102 

E M A I L :     info@highroadpartners.com 
FAX:       701-212-1192 
P H O N E :   701-997-3734 

NAME: 

T ELEPHONE # :  

Z I P  CODE: COUNT Y: 

CURRENT  
PHARMACY: 

PHARMACY 
LOCAT I ON: 

OPTION 1:   Attach your MyChart or pharmacy drug list. 
OPTION 2:   Complete medication tracker below, use extra pages as needed. 

NAME OF MEDICATION: 
TYPE: TABLET, 
CAPSULE 

DOSE / 
STRENGTH: 

QUANTITY 
PER MONTH: 

REFILL FREQUENCY: 
EX. MO, 90 DAYS, 6MOS 

Simvastatin tablet 20mg 30 Every 90 days 
ProAir HFA Inhaler inhaler 1 puff/day 8.5 GM 1 inhaler per month 
Lantus Solostar injection 3ML pen 1.5 pens 2 pens per month 

NAME OF MEDICATION: 
TYPE: TABLET, 
CAPSULE 

DOSE / 
STRENGTH: 

QUANTITY 
PER MONTH: 

REFILL FREQUENCY: 
EX. MO, 90 DAYS, 6MOS 

E X A M P L  E

http://www.highroadpartners.com/
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