
THIRD PARTY COLLECTION PROGRAM/MEDICAL SERVICES ACCOUNTI . OM8 No. 0704-0323 
OTHER HEALTH INSURANCE OM8 apptf1!l8l exP;f85 

(Read Privacy Act Statement before compleling this foan.) Mar 31, 2013 

The pubic ...por1Ing bun1en for 1hI. caIIedIOn of lnform.tIon Ia ••tIm.led to ..... 3 min..... pw .......... including the tImto for ~ inolnlclIa.... self'Chlng 0ld0tIng dnI 1Gll'CH. v.themg 
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indudnO luggeltlcno for reducing the bun1Ol1, to the Dopwlmenl of Dof8n... Wuhington H.IIdqu.... SONk:e.. ExllClMw S.rvice. Dltedorate. InIonn.Uon Menagoment DlvlaIon, 1155 Oefenae 
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with • collaclIon rA 1nIann.1Ion if. _ nol dIIpI8y • a.rrantly void OMB c:ontral number. PLEASE DO NOT RE1\lRN YOUR COMPLETED FORM TO THE ABOVE ORGANlZA11ON. 
RE1\lRN COMPIEJED FORM TO REQUESl1NG MlUTARY TREATMENT FACDJTY. 

PRIVACY ACT STATEMENT 
AUTHORITY: Title 10 USC, Sections 1095 and 1079b; Executive Order 9397. 
PRINCIPAL PURPOSE(S): Information will be used to collect from private Insurers for medical care provided to the Military Treatment Facility (MTF) 
patient. Such monetary benefits accruing to the MTF will be used to enhance health care delivery in the MTF. 
ROUTINE USE(S): In addition to those dlsdosures generally permitted under 5 USC 552a(b) of the Privacy Act, the Information on this form will be 
released to your insurance company. 
DISCLOSURE: Voluntary. Failure to provide complete and accurate Information may result in disqualification for health care services from MTFs. 

PATIENT INFORMATION 

1. PATIENT NAME (Lsst, F/1St, Midde Initial) 2. SSN 3. DATE OF BIRTH (YYY¥n.fAWD) 

4a. MAILING ADDRESS (Include ZIP Code) b. HOME TELEPHONE NO. 
( ) 

5a. FAMILY MEMBER b. SPONSOR SSN 
PREFIX 

Sa. PATIENTS EMPLOYER'S NAME b. EMPLOYER TELEPHONE NUMBER 
( ) 

INSURANCE INFORMATION 

7. DO YOU HAVE OTHER HEALTH INSURANCE? (This includes employer health insurance benefits, other commercial health insurance 
coverage, and Medicare Supplement.) 

a. YES. (Complete Item 8 and the remaining sections below.) 

b. NO, I am a 000 beneficiary and rely solely on TRICARE, Medicare, or Medicaid. (Proceed to Item 11.) 

c. NO. but I am not a DoD beneficiary. (Proceed to Item 12.) 

8. PRIMARY MEDICAL INSURANCE INFORMAnON. If you have an insurance card that can be copied or scanned by the MTF representative, 
please proVide it and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (LNt First, Middle In/tiel) b. DATE OF BIRTH (YYYYn.fAWD) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME. ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER 10 g. POLICYID h. GROUP POLICY 10 I. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYn.fMoOO) (YYYYn.fMoOO) 

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

(2) Rx POLICY 10 (3) Rx BIN NUMBER (4) Rx PCN NUMBER 
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8. SECONDARY MEDICAL INSURANCE INFORMATION. If you have an Insurance card that can be copied or seamed by the MTF representative, 
please provide It and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (Last. First Midde Initial) b. DATE OF BIRTH (YYYYNMOOJ c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER 10 g. POLICY 10 h. GROUP POLICY 10 i. GROUP PLAN NAME 

j. ENROLLMENTJPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYNMOOJ (YYYYNMOOJ 

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

(2) Rx POLICY 10 (3) Rx BIN NUMBER I(4) Rx PCN NUMBER 

10. ARE THERE OTHER FAMILY MEMBERS COVERED UNDER THIS POLICY HOLDER? 

1a. YES (Proceed to 10c. - l) b. NO (Proceed to Item 12.) 

c. NAME (IA., 'Am, Middle Inl/ial) 
e.DATEOF f. RELATIONSHIP e. DATE OF f. RELATIONSHIP 

d.SSN BIRTH TOPOUCY c. NAME (lAst, Fm, Middle initial) d.SSN BIRTH TOPOUCY 
(YYYYIMMlDD) HOLDER (YYYYIMMIDD) HOLDER 

11. MEDICARE OR MEDICAID INFORMATION 
a. MEDICARE PART A NUMBER b. MEDICARE PART B NUMBER c. MEDICARE MANAGED CARE PLAN NAME 

d. MEDICARE PART 0 NUMBER AND PLAN NAME e. MEDICAID NUMBER/MANAGED CARE PLAN NAME/ISSUING 
STATE 

12. CERTIFICATION, RELEASE, AND ASSIGNMENT 
a. I certify that the Information on this form 15 true and accurate to the best of my knowledge. Falsification of Information 15 covered by Title 18, 

United States Code, Section 1001, which provides for a maximum fine of $250,000 or Imprisonment for five years, or both. 
b. I acknowledge that the authority to bill third party payers has been conveyed to the medical facility within the Department of Defense by Title 10, 

United States Code, Sections 1095 and 1079b, and that no personal entitlement to reimbursement or payment has been granted to me by virtue 
of this ad. 

c. NON-DoD PATIENTS; I authorize and request that the proceeds of any and all benefits be paid directly to the MTF for healthcare services 
provided me and/or my minor dependents. ACKNOWLEDGEMENT: I hereby agree to pay for any service not covered in whole or In part by my 
third-party Insurer. 

d. NON-DoD MEDICARE PATIENTS; I acknOWledge I am responsible for full payment of any services not covered by Medicare, inclUding but not 
limited to patient copayments and deductibles. 

e. 000 BENEFICIARIES; I hereby acknowledge that the proceeds of any and all benefits shall be paid directly to the facility of the Uniformed 
Service for services provided me andlor my family member. 

f. ALL PATIENTS: I authorize portions of my medical records necessary to support claims for reimbursement for the cost of care rendered to be 
released to my Insurance carriers. 

13a. PATIENT OR ADULT FAMILY MEMBER SIGNATURE b. DATE (YYYYNMoDDJ 

14a. IF PATIENT REFUSES TO SIGN THIS FORM: MTF REPRESENTATIVE SIGNATURE b. DATE (YYYYNMoDD) 

16. ANNUAL PATIENT INSURANCE VERIFICATION 
a. If any Information on this form has changed, a new form must be completed and signed. Otherwise, after Initial signature, verify with your initials 

and date at least annually. 
b. I certify that the Information on this form has been verified on the date(s) specified below, and that all Information Is true and accurate to the best 

of my knowledge. 
168. SIGNATURE (Pllllenl or Adult Fllmlly Membet1 b. DATE (YYYYNMoDD) 

17. VERIFICATION (2) INIT~LS b.(1) DATE (YYYYNMOO) (2) INITIALS c.(1) DATE (YYYYNMiOO) (2) INITIALS 
a. (1) DATE (YYYYNMiOO) 
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THIRD PARTY COLLECTION PROGRAM/MEDICAL SERVICES ACCOUNTI OMS No. 0704-0323 
OTHER HEALTH INSURANCE OMS appt'l1lltll expirN 

(Read Privacy Act Statement before completing this form.) Mar 31. 2013 
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PRIVACY ACT STATEMENT 
AUTHORITY: TItle 10 USC. Sections 1095 and 1079b; ExecuUve Order 9397. 
PRINCIPAL PURPOSE(S): Informallon will be used to collect from private Insurers for medical care provided to the Military Treatment Facility (MTF) 
patient. Such monetary benefits accruing to the MTF will be used to enhance health care delivery In the MTF. 
ROUTINE USE(S): In addition to those disclosures generally perm/tled under 5 USC 552a(b) of the Privacy Ad. the informallon on this form will be 
released to your Insurance company. 
DISCLOSURE: Voluntary. Failure to provide complete and accurate information may result In disqualification for health care services from MTFs. 

PATIENT INFORMATION 

1. PATIENT NAME (Last, Fil5t, Midde Initial) 2. SSN 3. DATE OF BIRTH (YYYYNMiOD) 

4a. MAILING ADDRESS (Include ZIP Code) b. HOME TELEPHONE NO. 

( ) 

Sa. FAMILY MEMBER b. SPONSOR SSN 
PREFIX 

6a. PATlENrS EMPLOYER'S NAME b. EMPLOYER TELEPHONE NUMBER 
( ) 

INSURANCE INFORMATION 

7. DO YOU HAVE OTHER HEALTH INSURANCE? (This includes employer health insurance benefits. other commercial health insurance 
coverege, and Madicare Supplement.) 

a. YES. (Complete Item 8 and the remaining sections below.) 

b. NO, I am a DoD beneficiary and rely solely on TRICARE, Medicare, or Medicaid. (Proceed to Item 11.) 

c. NO, but I am not a DoD beneficiary. (Proeead to Item 12.) 

8. PRIMARY MEDICAL INSURANCE INFORMAnON. If you have an insurance card that can be copied or scanned by the MTF representative, 
please provide it and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (Last First, Middle Initial) b. DATE OF BIRTH (YYYYNAWD) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER ID g. POLICYID h. GROUP POLICY 10 I. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYNAKlO) (YYYYNAKlO) 

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

(2) Rx POLICY ID (3) Rx BIN NUMBER (4) Rx PCN NUMBER 

DO FORM 2569, NOV 2010 PREVIOUS EDITION IS OBSOLETE. Adobe PratesliDnll 8.0 



9. SECONDARY MEDICAL INSURANCE INFORMAnON. If you have an Insurance card that can be copied or seamed by the MTF representative, 
please provide it and proceed to Item 10; othefwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (Lest, FITS/, Afdde Inllial) b. DATE OF BIRTH (YYYYIMMOO) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER 10 g. POLICY 10 h. GROUP POLICY 10 I. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYIMMOO) (YYYYIMMOO) 

, 

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

(2) Rx POLICY 10 (3) Rx BIN NUMBER I(4) Rx PCN NUMBER 

10. ARE THERE OTHER FAMILY MEMBERS COVERED UNDER THIS POLICY HOLDER? 

1a. YES (Proceed to 10e. - f.) b. NO (Proceed to Item 12.) 

e. NAME (LAIt, 'Rtst, Middle Initial) 
e.DATEOF I. RELATIONSHIP e.DATEOF I. RELATIONSHIP 

d. SSN BIRTH TOPOUCY e. NAME (LAIt, First. Middle InIIIaJ) d. SSN BIRTH TOPOUCY 
(YYVVIMMlDD) HOLDER (YYVVIMIIWD) HOLDER 

11. MEDICARE OR MEDICAID INFORMATION 
a. MEDICARE PART A NUMBER b. MEDICARE PART B NUMBER c. MEDICARE MANAGED CARE PLAN NAME 

d. MEDICARE PART 0 NUMBER AND PLAN NAME e. MEDICAID NUMBERIMANAGED CARE PLAN NAMEIISSUING 
STATE 

12. CERTIFICATION, RELEASE, AND ASSIGNMENT 
a. I certify that the Information on this form Is true and accurate to the best of my knowledge. Falsification of Information Is covered by Title 18, 

United States Code, Section 1001, which provides for a maximum fine of $250,000 or Impnsonment for five years, or both. 
b. I acknowledge that the authority to bill third party payers has been conveyed to the medical facility within the Department of Defense by TlUe 10, 

United States Code, Sections 1095 and 1079b, and that no personal entiUement to reimbursement or payment has been granted to me by virtue 
of this act. 

c. NON-DoD PATIENTS: I authorize and request that the proceeds of any and all benefits be paid directly to the MTF for healthcare services 
provided me and/or my minor dependents. ACKNOWlEDGEMENT: I hereby agree to pay for any service not covered In whole or In part by my 
third-party Insurer. 

d. NON-DoD MEDICARE PATIENTS: I acknowledge I am responsible for full payment of any services not covered by Medicare, including but not 
limited to patient copayments and deduclibles. 

e. 000 BENEFICIARIES: I hereby acknowledge that the proceeds of any and all benefits shall be paid directly to the facility of the Uniformed 
Service for services provided me and/or my family member. 

f. ALL PATIENTS: I authorize portions of my medical records necessary to support dalms for reimbursement for the cost of care rendered to be 
released to my Insurance carriers. 

138. PATIENT OR ADULT FAMILY MEMBER SIGNATURE b. DATE (YYYYIMMDD) 

14a.IF PATIENT REFUSES TO SIGN THIS FORM: MTF REPRESENTATIVE SIGNATURE b. DATE (YYYYIMMOD) 

16. ANNUAL PATIENT INSURANCE VERIFICATION 
a. If any Information on this form has changed, a new form must be completed and signed. Otherwise, after IniUal signature, verify with your Initials 

and date at least annually. 
b. I certify that the Information on this form has been verified on the date(s) specified below, and that all Information Is true and accurate to the best 

of my knowledge. 
168. SIGNATURE (pal/ent or Adult Family Membe" b. DATE (YYYYIMMOD) 

17. VERIFICATION (2) INIT~LS b.(1) DATE (YYYYIMMOO) (2) INITIALS c.(1) DATE (YYYYIMMOO) (2) INITIALS 
a. (1) DATE (YYYYIttfMIDD) 

DO FORM 2569 (BACK), NOV 2010 



THIRD PARTY COLLECTION PROGRAM/MEDICAL SERVICES ACCOUNTI . OMS No. 0704-0323 
OTHER HEALTH INSURANCE OMS apptOII8J expilN 

(Read Privacy Act Statement before completing this form.) Mar 31. 2013 
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PRIVACY ACT STATEMENT 

AUTHORITY: TItle 10 USC. Sections 1095 and 1079b; Executive Order 9397. 
PRINCIPAL PURPOSE(S): Information will be used to collect from private Insurers for medical care provided to the Military Treatment Facility (MTF) 
patient. Such monetary benefits accruing to the MTF will be used to enhance health care delivery in the MTF. 
ROUTlNE USE(S): In addition to those disclosures generally permitted under 5 USC 552a(b) of the Privacy Act, the information on this form will be 
released to your insurance company, 
DISCLOSURE: Voluntary. Failure to provide complete and accurate Information may result In disqualification for health care services from MTFs. 

PATIENT INFORMATION 

1. PATlENT NAME (Last, First, M/dcIe Initial) 2. SSN 3. DATE OF BIRTH (YYYVAWMiOD) 

4a. MAILING ADDRESS (Include ZIP Code) b. HOME TELEPHONE NO, 
( ) 

5a. FAMILY MEMBER b. SPONSOR SSN 
PREFIX 

6a. PATlENT'S EMPLOYER'S NAME b. EMPLOYER TELEPHONE NUMBER 
( ) 

INSURANCE INFORMATION 

7. DO YOU HAVE OTHER HEALTH INSURANCE? (This includes employer health insurance benefits. other commercial health insurance 
coverage, and Medicare Supplement.) 

a, YES. (Complete Item 8 and the remaining sections below.) 

b. NO.1 am a 000 beneficiary and rely solely on TRICARE, Medicare. or Medicaid. (Proceed to Item 11.) 

c. NO, but I am not a 000 beneficiary. (Proceed to Item 12.) 

8, PRIMARY MEDICAL INSURANCE INFORMATION. If you have an Insurance card that can be copied or scanned by the MTF representative. 
please provide It and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (Last, First, Middle InitiBl) b. DATE OF BIRTH (YYYYIMM'DD) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER 10 g. POLlCYIO h. GROUP POLICY 10 i. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYAWMiOD) (YYYYIMMoOO) 

n. (1) PHARMACY (Rx) INSURANCE COMPANY NAME. ADDRESS. AND TELEPHONE NUMBER 

(2) Rx POLICY 10 (3) Rx BIN NUMBER (4) Rx PCN NUMBER 

DO FORM 2569, NOV 2010 PREVIOUS EDITION IS OBSOLETE. 



t. SECONDARY MEDICAL INSURANCE INFORMATION. If you have an Insurance card that can be copied or SCBnned by the MTF representative, 
please provide It and proceed to Item 10; otherwise, please complele the blocks below. 

a. NAME OF POLICY HOLDER (LuI, First, MIdde InltleI) b. DATE OF BIRTH (YYYYNMOO) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TElEPHONE NUMBER 

f. CARD HOLDER ID g. POLICY ID h. GROUP POLICY 10 i. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYNMOO) (YYYYNMOO) 

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

(2) Rx POLICY ID (3) Rx BIN NUMBER I(4) Rx PCN NUMBER 

10. ARE THERE OTHER FAMILY MEMBERS COVERED UNDER THIS POLICY HOLDER? 

la. YES (Proceed to 10e. - f.) Ib. NO (Proceed to Item 12.) 

e.DATEOF f. RELATIONSHIP e.OATEOF f. RELATIONSHIP 
c. NAME (!A1t, FItst, Middle Initial) d. SSN BIRTH TOPOUCY c. NAME (1.JJ1t. FirlIt. Middle Initial) d. SSN BIRTH TOPOUCY 

(YYYYIMMlDD) HOlDER (YYYYIMMIDD) HOLDER 

11. MEDICARE OR MEDICAID INFORMATION 
a. MEDICARE PART A NUMBER b. MEDICARE PART B NUMBER c. MEDICARE MANAGED CARE PLAN NAME 

d. MEDICARE PART D NUMBER AND PLAN NAME e. MEDICAID NUMBER/MANAGED CARE PLAN NAME/ISSUING 
STATE 

12. CERTIFICATION, RELEASE, AND ASSIGNMENT 
a. I certify that the Infonnation on this tonn Is true and accurate to the best of my knowledge. Falsification of Infonnatlon Is covered by Title 18, 

United States Code, Section 1001, which provides for a maximum fine of $250,000 or Imprisonment tor five years, or both. 
b. I acknowledge that the authority to bill third party payers has been conveyed to the medical facility within the Department of Defense by TiUe 10, 

United Stales Code, Sections 1095 and 1079b, and that no personal entitlement to reimbursement or payment has been granted to me by virtue 
of this act. 

c. NON-DoD PATIENTS: I authorize and request that the proceeds of any and all benefits be paid directly to the MTF for healthcare services 
provided me and/or my minor dependents. ACKNOWLEDGEMENT: I hereby agree to pay for any service not covered in whole or In part by my 
third-party Insurer. 

d. NON-DoD MEDICARE PATIENTS: I acknowledge I am responsible for full payment of any services not covered by Medicare, induding but not 
limited to patient copayments and deductlbles. 

e. DoD BENEFICIARIES: I hereby acknowledge that the proceeds of any and all benefits shall be paid directly to the facility of the Unifonned 
Service for services provided me and/or my family member. 

f. ALL PATIENTS: I authorize portions of my medical records necessary to support dalms for reimbursement for the cost of care rendered to be 
released to my Insurance carners. 

13a. PATIENT OR ADULT FAMILY MEMBER SIGNATURE b. DATE (YYYYNfM)D) 

148. IF PATIENT REFUSES TO SIGN THIS FORM: MTF REPRESENTATIVE SIGNATURE b. DATE (YYYYNMIOD) 

16. ANNUAL PATIENT INSURANCE VERIFICATION 
a. If any Infonnation on this fonn has changed, a new fonn must be completed and signed. Otherwise, after Initial signature, verify with your Initials 

and date at least annually. 
b. I certify that the Infonnation on this tonn has been verified on the date(s) specified below. and that allinfonnation is true and accurate to the best 

of my knowledge. 
16a. SIGNATURE (patient orAdult Family MembeT1 b. DATE (YYYYNMIOD) 

17. v~RlFlcATION (2) INIT~S b.(1) DATE (YYYYNMOO) (2) INITIALS c.(1) DATE (YYYYNMOO) (2) INITIALS 
a. (1) DATE (YYYYNfM)D) 

DD FORM 2569 (BACK), NOV 2010 



THIRD PARTY COLLECTION PROGRAM/MEDICAL SERViCES ACCOUNTI . OMS No. 0704-C323 
OMS apptOVtJlllxplres 

(Read Privacy Act Statement before completing this fonn.) 
OTHER HEALTH INSURANCE 

Mar 31. 2013 

The pubic repor1Ing bu/den lot lhia coIIedIon of Infonnallon Ia utimllWd til -.. 3 mlnutea p« rupanse, including the time lot r8VIewtng inatNclIona, seaRtllno "ling _ 1GRlI8, gathemg 
and IMintlIInnll the cIaIa needed. and complellng and reIIIewlng the coIIedIon d InfannaIlon: Send CGmIIlenla reg8ldng lhia burden UlIlnaW or any 0"* aoped d Ihia coIedIon 01 Infonnallon, 
inducing suggelllona lot recb*1g the burden. tIllhe Cep8r1menl d lleIIlnse, WuhlngliDn Headqulll1n SaMce" ExllClltM SaMcea llinlc:lonla, InfonnaUon M8II8lIemenl 0M8ICln. 1155 Oefll.... 
Panl8gon, WuNnglDll, DC 20301·1155 (0704-0323). R~"'" should be ...... thai nolwitI1slandIn .., other pnlIIialon of law, no P"-' ..... be lUbjec:l til .., penally lot Idng to comply 
with a oolIacllon of Infonnallon WI doea not dIaplay a amonGy valli OMS conlrIIIromb«. PlEASE DO NOT RE1\JRN YOUR COMPLETED FORM TO TlIE ABOVE ORGANIZATION. 
RE1\JRN COMPLETED FORM TO REQUESTING MlUTARY TREATMENT FACIUlY. 

PRIVACY ACT STATEMENT 
AUTHORITY: Title 10 USC, Sections 1095 and 1079b; Executive Order 9397.
 
PRINCIPAL PURPOSE(S): Infomation will be used to collect from private insurers for medical care provided to the Military Treatment Fadlity (MTF)
 

patient. Such monetary benefits acaulng to the MTF will be used to enhance health care delivery In the MTF.
 
ROUTINE USE(S): In addition to those dlsdosures generally pemitled under 5 USC 552a(b) of the Privacy Ad, the Infomatlon on this tom will be
 
released to your insurance company.
 
DISCLOSURE: Voluntary. Failure to provide complete and accurate infomation may result in disqualification for health care services from MTFs.
 

PATIENT INFORMATION 
2. SSN1. PATIENT NAME (Laat, First, Midclllinilial) 3. DATE OF BIRTH (YYYYIMMIDD) 

b. HOME TELEPHONE NO. 4a. MAILING ADDRESS (Includll ZIP Codll) 

( ) 

5a. FAMILY MEMBER b. SPONSOR SSN 
PREFIX 

6a. PATIENrS EMPLOYER'S NAME b. EMPLOYER TELEPHONE NUMBER 

( ) 

INSURANCE INFORMATION 

7. DO YOU HAVE OTHER HEALTH INSURANCE?	 (This includes employer health insurance benefits, other commercial health insurance 
coverage, and Madicere Supplement.) 

a. YES. (Complete Item 8 and the remaining sections below.) 

b. NO, I am a DoD beneficiary and rely solely on TRICARE, Medicare, or Medicaid. (Proceed to Item 11.) 

c. NO, but lam not a DoD beneficiary. (Proceed to Item 12.) 

8.	 PRIMARY MEDICAL INSURANCE INFORMATION. If you have an insurance card that can be copied or scanned by the MTF representative,
 
please provide it and proceed to Item 10; otherwise, please complete the blocks below.
 

a. NAME OF POLICY HOLDER (Last First, Middlllini/ial) b. DATE OF BIRTH (YYYYIMMlDD) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER ID g. POLICYID h. GROUP POLICY 10 I. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I.	 POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYIMAWO) (YYYYIMAWO) 

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

(2) Rx POLICY ID (4) Rx PCN NUMBER I(3) Rx BIN NUMBER 

. 
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8. SECONDARY MEDICAL INSURANCE INFORMATION. If you have an Insurance card thaI can be copied or seamed by the MTF representative, 
please provide" and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (Last, FIrst, r.fdde Inlti8l) b. DATE OF BIRTH (YYYYNMOO) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER 10 g. POLICY 10 h. GROUP POLICY 10 i. GROUP PLAN NAME 

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYNMOO) (YYYYNMOO) 

n. (1) PHARMACY (Rx) INSURANCE COMPANY NAPiIIE, ADDRESS AND TELEPHONE NUMBER. 

(2) Rx POLICY 10 I(3) Rx BIN NUMBER I(4) Rx PCN NUMBER 

10. ARE THERE OTHER FAMILY MEMBERS COVERED UNDER THIS POLICY HOLDER? 

Ia. YES (Proceed to 10e. - f.) Ib. NO (Proceed to Item 12.) 

eo DATE OF f. RELATIONSHIP e.DATEOF f. RELATIONSHIP 
c. NAME (lAat, FIIat, Middle Initial) d. SSN BIRTH TOPOUCY c. NAME (Laat, Firs!, Middle Initial) d. SSN BIRTH TOPOUCY 

(YYYYIMMlDD) HOLDER (YYYY1MAfIDD) HOLDER 

11. MEDICARE OR MEDICAID INFORMATION 
a. MEDICARE PART A NUMBER b. MEDICARE PART B NUMBER c. MEDICARE MANAGED CARE PLAN NAME 

d. MEDICARE PART 0 NUMBER AND PLAN NAME e. MEDICAID NUMBER/MANAGED CARE PLAN NAME/ISSUING 
STATE 

12. CERTIFICATION, RELEASE, AND ASSIGNMENT 
a. I certify thallhe Infonnalion on this fonn Is true and accurale 10 the besl of my knowledge. Falsification of lnfonnatlon Is covered by TrUe 18, 

Un"ed States Code, Section 1001, which provides for a maximum fine of $250,000 or Imprlsonmenl for five years, or both. 
b. I acknowledge thaI the authority to bill third party payers has been conveyed to the medical fadllly within the Departmenl of Defense by TrUe 10, 

United Slates Code, Sections 1095 and 1079b, and thaI no personal entillement 10 reimbursement or paymenl has been granted to me by virtue 
of this acl. 

c. NON-DoD PATIENTS: I authorize and requesl thaI the proceeds of any and all benefits be paid directly to the MTF for heallhcare services 
provided me and/or my minor dependents. ACKNOWLEDGEMENT: I hereby agree to pay for any service not covered In whole or In pari by my 
third-party Insurer. 

d. NON-DoD MEDICARE PATIENTS: I acknowledge I am responsible for full paymenl of any services not covered by Medicare, including bul nol 
limited to patient copayments and deductibles. 

e. 000 BENEFICIARIES: I hereby acknowledge that the proceeds of any and all benefits shall be paid directly to the fadllly of the Unifonned 
Service for services provided me and/or my family member. 

f. ALL PATIENTS: I authorize portions of my medical records necessary to support dalms for reimbursement for the cosl of care rendered 10 be 
released to my Insurance carriers. 

13a. PATIENT OR ADULT FAMILY MEMBER SIGNATURE b. DATE (YYYYNAWD) 

148. IF PATIENT REFUSES TO SIGN THIS FORM: MTF REPRESENTATIVE SIGNATURE b. DATE(YYYYNAWD} 

16. ANNUAL PATIENT INSURANCE VERIFICATION 
a. If any Infonnallon on this tonn has changed, a new tonn musl be completed and signed. Otherwise, after Initial slgnalure, verify with your inllials 

and date alleast annually. 
b. I certify thallhe Imonnation on this fonn has been verified on the date(s) spedfied below, and thaI allinfonnation Is true and accurate 10 the besl 

of my knowledge. 
16a. SIGNATURE (Palient or Adult Family Membe" b. DATE (YYYYNAWD) 

17. VERIF!.~ATlON (2) INIT~LS b.(1) DATE (YYYYNMOO) (2) INITIALS c.(1) DATE (YYYYNAWD) (2) INITIALS 
a. (1) DATE (YYYYNMOO) 
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THIRD PARTY COLLECTION PROGRAMIMEDICAL SERVICES ACCOUNT! OMS No. 07(44)323 
OTHER HEALTH INSURANCE OMS appt'OVtI/ expiru 

(Read Privacy Act Statement before completing this form.) Mar 31. 2013 

The pubic reporllng bunl.... lor tIU caII6dIon ollnlann.Uon II ulIm• ..., to IWl'lIQe 3 min..... p« retpDllle. indudlng the time for reWlwlng inIlIudIo.... sell'dllng exilllng datil ......-. gethemg 
lIIld "'*"**'lIthe datil needed, lIIld compleUng end ~ the caIIIcllon oIlnlonndortSend __ regilding tIU burden eetimelll or any other .11*1 01 tIU coIedIon oIlnIonn.Uon, 
InduIIng suggeltlone for """"'g lhtI burd..... to the Oep8rtmenl 01 Defense. Wuhlnglon Helldqu-. SeMca" Execull\le SeMcu Dlreclorete. lnlorm.Uon Menegemenl DMIIan. 1155 Del..... 
Perrtegon, WUl1InQlan. DC 20301·1155 (0704-0023). Rupondenla Ihould be 1lW... that nolwitIIeIar1ca 11ft o,*" pnl1Illlon 01 law. no penon .... be lUbjed to any pen.ny forfeilng to comply 
with • coIIedlon oIlnIorm.Uon •• doea nol dIepIay • e:urmnlly veld OMB conlrCIllIIIlIb«. p\£\SE DO NOT R£T\lRN YOUR COMPLETED FORM TO 'OlE ABOVE ORGAHlZA11ON. 
RETURN COMPLETED FORM TO REQUESllNG MIUTARY TReATMENT FACIUTY. 

PRIVACY ACT STATEMENT 
AUTHORITY: TItle 10 USC, Sections 1095 and 1079b; executive Order 9397. 
PRINCIPAL PURPOSE(S): Information will be used to coiled from private Insurers for medical care provided to the Military Treatment Facility (MTF) 
patient. Such monetary benefits accruing to the MTF will be used to enhance health care delivery in the MTF. 
ROUTINE USE(S): In addition to those dlsdosures generally permitted under 5 USC 552a(b) of the Privacy Ad, the information on this form will be 
released to your Insurance company. 
DISCLOSURE: Voluntary. Failure to provide complete and accurate information may result In disqualification for health care services from MTFs. 

PATIENT INFORMATION 

1. PATIENT NAME (L. FIrst, MIdcIe/nlllaJ) 2. SSN 3. DATE OF BIRTH (YYYYNMDD) 

48. MAILING ADDRESS (Include ZIP Code) b. HOME TELEPHONE NO. 

( ) 

68. FAMILY MEMBER b. SPONSOR SSN 
PREFIX 

61. PATIENTS EMPLOYER'S NAME b. EMPLOYER TELEPHONE NUMBER 
( ) 

INSURANCE INFORMATION 

7. DO YOU HAVE OTHER HEALTH INSURANCE? (This includes employer health insurance benefits, other commercial health insurance 
coverage. and Medicare Supplement.) 

a. YES. (Complete Item 8 and the remaining sections below.) 

b. NO, I am a 000 beneficiary and rely solely on TRICARE. Medicare, or Medicaid. (Proceed to Item 11.) 

c. NO, but I am not a 000 beneficiary. (Proceed to Item 12.) 

8. PRIMARY MEDICAL INSURANCE INFORMATION. If you have an insurance card that can be copied or scanned by the MTF representative, 
please proVide It and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (LBS~ First, Middte/nllial) b. DATE OF BIRTH (YYYYNAWD) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

f. CARD HOLDER 10 g. POLICYID h. GROUP POLICY 10 I. GROUP PLAN NAME 

j. ENROLLMENTJPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYNMIOO) (YYYYNMoOD) 

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

(2) Rx POLICY 10 (3) Rx BIN NUMBER (4) Rx PCN NUMBER 
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9. SECONDARY MEDICAL INSURANCE INFORMATION. If you have an insurance card that can be copied or seamed by the MTF representative, 
please provide n and proceed to Item 10; otherwise, please complete the blocks below. 

a. NAME OF POLICY HOLDER (Ulst, First, AtdtIe Initial) b. DATE OF BIRTH (YYYYNMoOO) c. RELATIONSHIP TO POLICY 
HOLDER 

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

e. INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER 

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

j. ENROLLMENTIPLAN CODE k. INSURANCE TYPE I. POLICY EFFECTIVE DATE m. POLICY END DATE 
(YYYYNMIDD) (YYYYNMoOO) 

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

(2) Rx POLICY 10 (3) Rx BIN NUMBER (4) Rx PCN NUMBER 

10. ARE THERE OTHER FAMILY MEMBERS COVERED UNDER THIS POLICY HOLDER? 

Ia. YES (Proceed to 1Dc. - f.) b. NO (Proceed to Item 12.) 

e. DATE OF I. RELATIONSHIP e. DATE OF I. RELATIONSHIP 
e. NAME (Lerl, FItrI, Middle initial) d. SSN BIRTH TOPOUCY e. NAME (Larl, Firat, Middle InIIiaI) d. SSN BIRTH TOPOlJCY 

(YYYYIMWDD) HOLDER (YYYYIMMIDD) HOLDER 

11. MEDICARE OR MEDICAID INFORMATION 
a. MEDICARE PART A NUMBER b. MEDICARE PART B NUMBER c. MEDICARE MANAGED CARE PLAN NAME 

d. MEDICARE PART D NUMBER AND PLAN NAME e. MEDICAID NUMBER/MANAGED CARE PLAN NAMEIlSSUING 
STATE 

12. CERTIFICATION, RELEASE, AND ASSIGNMENT 
a. I certify that the Infonnation on this fonn is true and accurate to the best of my knowledge. Falsification of infonnatlon Is covered by Title 18, 

United States Code, Section 1001, which provides for a maximum fine of $250,000 or Imprisonment for five years, or both. 
b. I acknowledge that the authority to bill third party payers has been conveyed to the medical fadlity within the Department of Defense by T1tIe 10, 

United States Code, Sections 1095 and 1079b, and that no personal entitlement to reimbursement or payment has been granted to me by virtue 
of this act. 

c. NON-DoD PATIENTS: I authorize and request that the proceeds of any and all benefits be paid directly to the MTF for healthcare services 
provided me andlor my minor dependents. ACKNOWLEDGEMENT: I hereby agree to pay for any service not covered in whole or In part by my 
third-party Insurer. 

d. NON-DoD MEDICARE PATIENTS: I acknowledge I am responsible for full payment of any services not covered by Medicare, including but not 
limited to patient copayments and deductibles. 

e. DoD BENEFICIARIES: I hereby acknowledge that the proceeds of any and all benefits shall be paid directly to the fadllty of the Unifonned 
Service for services provided me and/or my family member. 

f. ALL PATIENTS: I authorize portions of my medical records necessary to support dalms for reimbursement for the cost of care rendered to be 
released to my Insurance carriers. 

13a, PATIENT OR ADULT FAMILY MEMBER SIGNATURE b. DATE(YYYYNMOD) 

14a. IF PATIENT REFUSES TO SIGN THIS FORM: MTF REPRESENTATIVE SIGNATURE b. DATE (YYYYNMoOD) 

16. ANNUAL PATIENT INSURANCE VERIFICATION 
a. If any Infonnatlon on this fonn has changed, a new fonn must be completed and signed. Otherwise, after Initial signature, verify with your innials 

and date at least annually. 
b. I certify that the Infonnation on this fonn has been verified on the date(s) spedfied below, and that allinfonnation Is true and accurate to the best 

of my knowledge. 
16a. SIGNATURE (patient or Adult Family Member1 b. DATE (YYYYNMOD) 

17. VERIFICATION (2) INITI~S b.(1) DATE (YYYYNMIDD) (2) INITIALS c.(1) DATE (YYYYNMIDD) (2) INITIALS 
a. (1) DATE (YYYYNMoOD) 
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