
MoRx Benefits

MoRx pays 50% of your out-of-pocket 
costs on medications that are covered by 
your Medicare Part D Drug Plan.

This means you will save:
• 50% on your deductible
• 50% on your co-pays
• 50% during the coverage gap and   

  beyond

You May Be Eligible If You Are:

• A Missouri resident
• Enrolled in a Medicare

  Prescription Drug Plan (Part D)
• Age 65 or older and enrolled in   

  Medicare
  OR
  Age 18 - 64, disabled and
  enrolled in Medicare

• Single with an annual gross 
  income of $19,600 or less
  OR
  Married with an annual gross    
  income of $26,400 or less

Peter D. Kinder
Lieutenant Governor

Chairman, Missouri Rx Plan Commission

Before you can enroll in MoRx, you must 
join a Medicare Prescription Drug Plan 
(Part D).

For information about enrolling in a Medi-
care Prescription Drug Plan (Part D) visit 
www.medicare.gov or call 
1-800-MEDICARE (1-800-633-4227).

Missouri Rx Plan
MO Dept. of Social Services
Div. of Medical Services
P.O. Box 208
Troy, MO 63379

  
1-800-375-1406

(TTY:  1-800-375-1493)

http://dss.mo.gov/dms/cs/morx.htm

PRESCRIPTION
DRUG COVERAGE
FOR MISSOURIANS

Missouri Rx Plan (MoRx) works 
with Medicare Prescription Drug 
Plans (Part D) to help seniors and

persons with disabilities save 
money on prescription drugs

MoRx Facts

• You pay nothing to be in MoRx.
• MoRx covers up to a 31-day supply
 for each prescription you fill. MoRx

does not cover 90-day supplies.
• Use any Missouri pharmacy that

works with your Medicare Part D
Plan.  MoRx does not cover mail
order services.

• MoRx will cover any drug that your
Part D plan covers.  If the drug is
not covered by your Part D plan,
MoRx will not cover it.

• MoRx members receive a MoRx
member ID card.

The Missouri Rx Plan reserves the right 
to adjust any and all program benefits 
and eligibility limits to obtain program 
cost controls.

Contact Information

For more information about MoRx call 
1-800-375-1406. Persons with hearing 
or speech disabilities may call our TTY 
number toll-free at 1-800-375-1493.

http://dss.mo.gov/dms/cs/morx.htm

Extra help with prescription costs may be 
available to you from the Social Security 
Administration.  Call 1-800-772-1213 or 
visit www.socialsecurity.gov.
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Important: Send one COPY of each

of the following with your enrollment

form. Do NOT send originals.

1. COPY of your Medicare Health

Insurance card

2. COPY of your Social Security

card

3. Proof of Missouri Residency

(choose one of the following and

send a COPY)

• Valid driver’s license

• Valid MO state identification card
• Voter registration card (current or

within the past year)

• Utility bill with name and address
(issued within the past year)

• Doctor or hospital bill showing

name and address (issued within
the past year)

• Notarized letter of residency from

applicant or Power of Attorney

• Certificate of residency in a skilled
nursing, assisted living or

residential care facility (letter on

facility stationary signed by the
administrator)

If you do not send copies of the required

documents, your application will be
returned as incomplete.

Mail a COPY of each of the three

documents listed above with this

completed, SIGNED enrollment form to:

MoRx Plan

PO Box 208,

Troy MO 63379
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Important: Send one COPY of each

of the following with your enrollment

form. Do NOT send originals.

1. COPY of your Medicare Health

Insurance card

2. COPY of your Social Security card

3. Proof of Missouri Residency

(choose one of the following and
send a COPY)

• Valid driver’s license

• Valid MO state identification card

• Voter registration card (current or
within the past year)

• Utility bill with name and address

(issued within the past year)
• Doctor or hospital bill showing

name and address (issued within

the past year)
• Notarized letter of residency from

applicant or Power of Attorney

• Certificate of residency in a skilled

nursing, assisted living or
residential care facility (letter on

facility stationary signed by the

administrator)

If you do not send copies of the required

documents, your application will be

returned as incomplete.

Mail a COPY of each of the three

documents listed above with this

completed, SIGNED enrollment form to:

MoRx Plan

PO Box 208

Troy, MO 63379
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Important: Send one COPY of each

of the following with your enrollment

form. Do NOT send originals.

1. COPY of your Medicare Health

Insurance card

2. COPY of your Social Security

card

3. Proof of Missouri Residency

(choose one of the following and

send a COPY)

• Valid driver’s license

• Valid MO state identification card
• Voter registration card (current or

within the past year)

• Utility bill with name and address
(issued within the past year)

• Doctor or hospital bill showing

name and address (issued within
the past year)

• Notarized letter of residency from

applicant or Power of Attorney

• Certificate of residency in a skilled
nursing, assisted living or

residential care facility (letter on

facility stationary signed by the
administrator)

If you do not send copies of the required

documents, your application will be
returned as incomplete.

Mail a COPY of each of the three

documents listed above with this

completed, SIGNED enrollment form to:

MoRx Plan

PO Box 208,

Troy MO 63379
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