THIRD PARTY COLLECTION PROGRAM/MEDICAL SERVICES ACCOUNT/ OMB No. 0704-0323
OTHER HEALTH INSURANCE OME spproval sxpires
(Fead Privacy Act Statement bafors completing this form.) Mar 31, 2013

The putic reporng bursen for th s collaction of information is estimated 1o Sverage 3 MiNUes per responss, induding (ha Gme Tor reviewng ssinctions searching exisfig dabs sountse, gaineding
and rEnisinng e data needed, and completing Bnd reviswing the collection af infiomation Sand comments regarding this burden esamabe or any ather aspect of this collecSon of nlommetion,
induding sugoestions for recucnc the burden, i 1he Depanimank of Defenss, Washington Headquanenrs Sereces, Execufive Sanvices Directorss, Imformation Managerment Divison, 1155 Dedense
Pernagen, Washingion, DG 20307-1155 (07040323, Respondsnts should be aware Tt notssiandng 3y cther provisicn of |ew, N0 person snall ba subject iz any penalty for Esling & comply
with & eolecion of infornation © it does nol displey & cumentty valid OME conirol rumiber. PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE ABOVE ORGANIZATION.

RETURM COMPLETED FORM TC REQUESTING MILITARY TREATMENT FACILITY.

PRIVACY ACT STATEMENT
AUTHORITY: Title 10 U3C, Sections 1085 and 1079b; Executive Order 8357.
PRINCIPAL PURPOSE(3): Information will be usad to collect from private insurers for medical care provided to the Military Treatment Facility (MTF)
patient. Such monstary henefits accruing fo the MTF will be used to enhance heslth care dalivery in the MTF.
ROUTINE USE(S): In ac dition to those disclosures generzlly permitied under 5 USC 552a(b) of the Privacy Act, the information on this form will be

relzased to your insurance company.
DISCLOSURE: Voluntay. Failure to provide complete and accurste information may result in disqualification for health care senvices from MTFs.

PATIENT INFORMATION

1. PATIENT MAME (Last, iiirst, Midde Inifiai) 2. 55N 3. DATE OF BIRTH [¥YYY/MMD0)
4a. MAILING ADDRESS (inciude ZIF Cods} b. HOME TELEFHONE NO.
{ )
5a. FAMILY MEMEER b. SPONSOR S5N
PREFIX
Ga. PATIENT'S EMPLOY ZR'S NAME b. EMPLOYER TELEPHONE NUMBER
{ )

INSURANCE INFORMATION

7. DO YOU HAVE OTHER HEALTH INSURANCE? (This includes employer heslth insurance benefits, ofher commencial health insurance
coverage, and Medica e Supplement.]

a. YES. (Complete 'fem 8 snd fhe remaining sections befow.)

b. MO, | am a DoD teneficiary and rely solaly en TRICARE, Medicare, or Medicaid. (Proceed 1o ltem 12.)

c. NO, but | am nat 1 DoD beneficiary. (Procsed fo ltem 711}

8. PRIMARY MEDICAL INSURAMNCE INFORMATION. If you have an insurance card that can be copled or scanned by the MTF representaiive,
pleass provide it and proceed to ltem 10; otherwisa, please complete the blocks below.

a. NAME OF POLICY HOLDER (Last, First, Middle Initial) b. DATE OF BIRTH {¥yyyvMMDD) | c. RELATIONSHIP TO POLICY
HOLDER

d. POLICY HOLDER'S EMPLOYER'S NAME, ADDRESS AND TELEPHONE NUMBER

g. INSURANCE COMPALMY NAME, ADDRESS AND TELEFHONE NUMBER

f. CARD HOLDER ID g. POLICY ID | h. GROUP POLICY ID i. GROUP PLAN NAME
|

j- ENROLLMENT/FLAN (CODE k. INSURAMCE TYPE . POLICY EFFECTIVE DATE m. POLICY END DATE
L (Y Y YRALDD) {YYY YD)
|

n. (1) PHARMACY (Rx) INSURAMNCE COMPANY MAME, ADDRESS, AND.TELEPHONE HUMBER

{2) Rx POLICY ID (3) Rx BIN NUMEER [ (4) Rx FCN NUMEER
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8. SECONDARY MEDIC L INSURANCE INFORMATION. If you have an insurance card that can be copied or scannad by the MTF representaiive,
pleaze provide & and proceed 1o Hem 10; otherwise, please compiele the biocks Delow.

2. NAME OF POLICY RO DER jLax Fo=t Micicle iniSial) b. DATE OF BIRTH [(yYYvaseOD) | c. RELATIONSHIP TO POLICY
HOLDER

d. POLICY HOLDER'S EN PLOYER'S NAME, ADDRESS AND TELEPHONE NUMBER

&. INSURANCE COMPANY NAME. ADDRESS AND TELEPHONE NUMBER

|- ENROLLMENT/PLANCODE | k. INSURANCE TYPE [T POLICY EFFECTIVE DATE m. POLICY END DATE
(YYYYRIWDD) {YYYY/MMDO)

n. (1) PHARMACY (Rx) Ih SURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER.

{2) Rx POLICY ID {3) Rx BIN NUMBER {4) Fxx PCN NUMBER
10. ARE THERE OTHER “AMILY MEMBERS COVERED UNDER THIS POLICY HOLDER?
ja.‘l’lﬁg’ﬁmmiﬁ: -1} b. MO (Froceed fo liem 12)
& DATE OF | RELAIMONSHPF e DATE OF | AELATONS &
T NAME lx Srx MOOE RE O 4 55N BT TOPOLCY L NAME T aw Srx Mickle e a 55N SRTh O POLCY
(Y oaRets) ML DER (YY) HOLDER

11. MEDICARE OR MECICAID INFORMATION

a. MEDICARE PART A YUMBER | b. MEDICARE PART B NUMBER | ¢. MEDICARE MANAGED GARE PLAN NAME

d. MEDICARE PART D NUMBER AND PLAN NAME &. MEDICAID NUMBER/MANAGED CARE PLAN NAMENSSUING
STATE

12 CERTIFICATION, RE _.EASE, AND ASSIGNMENT

a. | ceriy That the infomabion on fhis form is brue and accuraie o the best of my knowiledge. Falsification of information i= coversd by Tige 18
United States Code, S3ection 1001, which provides for a maximesm fine of $250,000 or imprisonment fior five years, or boih

b. | acknowisdge that th authorily o bill third party payers has besn corveyed to the medical facility within the Depariment of Dedense by Tite 10,
:ﬁdmm.-iﬁcﬁnﬁimnwm.NMMWMNWMEWMMWHG”MW“

iz 30

¢ NON-DoD PATIENTE : | authorize and request that the procesds of any and ail benefits be paid directly 1o the MTT for haaincans senaces
provided me andior ny minor dependents. ACKNOWLEDGEMENT: | hemsby agree fo pay for any senice not coversd in whole or in part by my

d. NON-DoD MEDICARE PATIENTS: | acknowledge | am responsibie for fll payment of any services nol covered by Medicare, including but not
mited o paient copsryments and deduchibles.

e. DoD BENEFICIARIE 5: | heraby acknowledge that the procesds of any and all benefits shall be paid directly to the facility of the Uniformed
Senvice for senvices [ rovided me and/or my family member.

f. ALL PATIENTS: | auihorize portions of my medical records necessary to support claims for reimbursement for the cost of care rendered 1o be
releazed to My iNSUre noe carmers.

13a. PATIENT OR ADUL T FAMILY MEMBER SIGNATURE b. DATE [YrvvMMD0)
14a. IF PATIENT REFUSES TO SIGN THIS FORM: MTF REPRESENTATIVE SIGNATURE b. DATE (YrrrmsenD)

15. ANNUAL PATIENT I NSURANCE VERIFICATION
a I any nformation on s form has changed, 2 new form must be compisted and signed. Otherwise, after initial signature, verify with your infials
and daie &t least ann sally.
b L‘mﬂymMMWmﬂishmhnhnmmhm:]mﬂm,ﬂmamhmaﬂmuum
Ty knpwisage

16a. SIGNATURE Sasen or Adul® Famdy Member b. DATE [vYY¥ameno)

(7. VERIFICATION NITIALS b(1) DATE 2) INITIALS 1 T
2 (1) DATE g @ (1) (YYYYameoo | (2) c(1) DATE prrrvamsooy) | (2) INITIALS
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