REQUEST FOR PCM CHANGE/ENROLLMENT WAIVER

	Date of Request :     
 
	Sponsor’s Full SSN:     

	Full Name of Sponsor:
	E-mail Address: (work and/or personal e-mail)


	Contact Information:
 Home Number:                                        Cell Number:  
 Work Number: 
 Home Address:  
	
Do you live in Base Housing?           YES              NO
· X


	Name of Contact Person:    

	Authority: 10 U.S.C. 1079 and 1086, 38 Chapter 17; 32 CFR 199; and E.O. 9397 (SSN), as amended. 
Principal Purpose(s): To obtain information necessary to permit individuals to enroll, disenroll, or change their provider in TRICARE Prime, TRICARE Prime Remote.
Routine Use(s): Information collected may be used and disclosed generally as permitted under 45 CFR Parts 160 and 164, Health Insurance Portability and Accountability Act (HIPAA) Privacy and Security Rules, as implemented by DoD6025.18-R, the DoD Health Information Privacy Regulation.  In addition to those disclosures generally permitted under 5 U.S.C. 552a(b) of the Privacy Act of 1974, as amended, the DoD "Blanket Routine Uses" under 5 U.S.C. 552a(b)(3) apply to this collection.
Disclosure: Voluntary; however, failure to provide all the requested information may result in the denial of the request.  Sending personal protected information such as social security number(s) through unsecured methods, such as email is at the discretion and risk of the individual.


	

Patient Name
	Current Status (AD; ADFM; RET; RFM; TFL)
	
Name of Current
Provider
	Current PCM Team
(FM Blue/Red/White/ Gold; PEDs, IMC)
	
Requesting
Enrollment or Waiver to:

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Please provide detailed information why the PCM Change/Enrollment Waiver is being requested.  If you are PCS’ing or Retiring and you are leaving the Camp Lejeune area, please provide a copy of your Orders/Official Documentation with your request.

	

	

	

	

	

	

	

	

	


Return completed form via one of the following options:
1.  Fax: (910) 450-4494
[bookmark: _GoBack]2.  Email to:  usn.lejeune.navhospclnc.list.NHCL-Enrollment-Waivers@mail.mil
3.  Hand carry to the Naval Hospital, Health Benefits & Case Management Office, 1st Deck, Room C148                                                                          - - - - - - - - - -- - - - - - - - - - - - - - - - - -- - - - - - - -- - - - - - - - -- - - - - - - -- - - - - - - - -- - - - - - - -- - - - - - - - -- - - - - - - -- - - - - - - - -- - - - - - - -
	Action Taken:

	Date:
	Signature:

	Drive Time to  NH Camp Lejeune:



 TO BE COMPLETED BY NAVAL HOSPITAL ENROLLMENT STAFF                                                                                                                                                                                                     
