MEDICARE SECONDARY PAYOR SCREENING FORM

PATIENT NAME

HIC # (Medicare #) ( - -

=

ARE YOU CURRENTLY WORKI NG FULL OR PART-TIME? _ YES __ NO

| F YOU ARE MARRI ED, |'S YOUR SPOUSE CURRENTLY WORKI NG FULL OR PART- TI ME?
__YES NO

| F YES, HOW MANY EMPLOYEES DOES YOUR EMPLOYER OR YOUR SPOUSE' S
EMPLOYER HAVE?
| F NO, PLEASE | NDI CATE RETI REMENT DATE: YOU____SPOUSE

ARE YOU COVERED UNDER AN EMPLOYER GROUP HEALTH PLAN BASED ON YOUR
CURRENT EMPLOYMENT, OR THE CURRENT EMPLOYMENT OF YOUR SPOUSE? __ YES
__NO I F YES, PLEASE PROVI DE:

NAMVE OF | NSURED
RELATI ONSHI P TO PATI ENT ( SELF, SPOUSE)
NAMVE OF EMPLOYER

ADDRESS
aTy STATE ZI P
GROUP | DENTI FI CATI ON # PCLI CY #

ARE YOU ENTI TLED TO BLACK LUNG MEDI CAL BENEFI TS?___ YES)___NO
WAS THI S SERVI CE FOR TREATMENT OF A WORK RELATED | NJURY OR
I LLNESS? _ YES = NO | F YES, PLEASE PROVI DE:

NAVE OF WORKER S COMPENSATI ON AGENCY:

ADDRESS

clTY STATE ZI P

EMPLOYER NAME

ADDRESS

clTY STATE ZI P

WAS THI S SERVI CE FOR THE TREATMENT OF AN | LLNESS OR | NJURY WHI CH
RESULTED FROM AN AUTOMOBI LE OR OTHER ACC| DENT? YES ___NO IF
YES, PROVI DE;

NAME OF | NSURER ( AUTOMOBI LE OR NON- AUTOMVOBI LE LI ABI LI TY OR NO-
FAULT)

ADDRESS

clTY STATE ZI P

ARE THE SERVI CES TO BE PAI D BY A GOVERNVENT PROGRAM SUCH AS A RESEARCH
GRANT: ___YES ___NO



