Medicare Secondary Payer
Part 1

1. Are you receiving Black Lung (BL) Benefits?

_____No

_____Yes; Date Benefits began:_______________

2. Are your services to be paid by a government program such as a research grant?

_____No 

_____Yes; Government Program will pay primary benefits for these services.

3. Has the Department of Veterans Affairs (DVA) authorized and agreed to pay for your care at this facility?

_____No

_____Yes

4.   Is Department of Veterans Affairs primary for these services?

_____No 

_____Yes 

4. Was the illness/injury due to a work related accident/condition?

_____No. GO TO PART II.
_____Yes; Date of injury/illness:_____________

Name and address of WC plan:__________________________________________________________
Policy or identification number:__________________________

Name and address of employer:__________________________________________________________

Work Comp is primary only for claims related to work related injuries or illness, Go to PART III

Part II

1. Was illness/injury due to a non-work related accident?

_____No. Go To Part III

_____Yes; Date of accident:_________________________
2. What type of accident caused the illness/injury?

_____Automobile

_____Non-Automobile

_____Other
Name & address of no-fault or liability insurer:__________________________________________________________________________________

Insurance Claim Number:___________________________

No-Fault Insurer is Primary Payer Only For Those Claims Related To The Accident. Go To Part III. 

3. Was another party responsible for this accident?

_____No. GO TO PART III.
_____Yes; Name & address of any liability insurer:__________________________________________________________________________________

Insurance Claim Number:_____________________________

Liability Insurer is Primary Payer Only For Those Claims Related To The Accident. Go To Part III. 

Part III

1. Are you entitled to Medicare based on:

_____Age. Go To Part IV.

_____Disability. Go To Part V.

_____ESRD. Go To Part VI.

Part IV - Age 

1. Are you currently employed?

_____No 

_____Yes; Name & address of employer:_____________________________________________________
_____No. Date of retirement:_____________________

_____No. Never Employed.
2. Is your spouse currently employed?

_____No

_____Yes; Name & address of spouse’s employer:________________________________________________
_____No. Date of retirement:____________________________
_____No. Never Employed. 

IF THE PATIENT ANSWERED NO TO BOTH QUESTIONS 1 & 2, MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II. DO NOT PROCEED FURTHER. 
3. Do you have group health plan (GHP) coverage based on your own, or a spouse’s current employment?

_____No. Stop. Medicare is Primary Payer Unless The Patient Answered Yes To The Question in Part I or II.  

_____Yes

4. Does the employer that sponsors your GHP employ 20 or more employees?
_____No. Stop. Medicare is Primary Payer Unless The Patient Answered Yes To Questions in Part I or II. 

_____Yes. Stop. Group Health Plan Is Primary. Obtain The Following Information. 

Name & address of GHP:____________________________________________________________________

Policy ID #:_____________________Group ID #:______________________

Name of Policyholder:____________________________________________

Relationship to Patient:___________________________________________

Part V – Disability 

1. Are you currently employed?

_____No; Date of Retirement:________________________
_____Yes; Name & address of employer:_______________________________________________________

2. Is a family member currently employed?
_____No 

_____Yes; Name & address of the employer:________________________________________________________________________________
IF THE PATIENT ANSWERED NO TO BOTH QUESTION 1 & 2 MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II. DO NOT PROCEED FURTHER. 

3. Do you have group health plan (GHP) coverage based on your own, or a family member’s current employment?

_____No 

_____Yes 

4. Does the employer that sponsors your GHP employ 100 or more employees?
_____No. STOP. MEDICARE IS PRIMARY UNLESS THE PATIENT ANSWERED YES TO QUESTIONS IN PART I OR II. 

_____Yes. STOP. GROUP HEALTH PLAN IS PRIMARY. OBTAIN THE FOLLOWING INFORMATION. 

Name & Address of GHP:____________________________________________________________________

Policy ID #:________________________Group ID #:___________________

Name of Policyholder:____________________________________________
Relationship to Patient:_______________Membership #:________________

Part VI – ESRD

1. Do you have group health plan (GHP) coverage?

_____No. STOP. MEDICARE IS PRIMARY 

_____Yes 

Name & Address of GHP:____________________________________________________________________

Policy ID #:_______________________Group ID #:____________________

Name of Policyholder:___________________________

Relationship to Patient:__________________________

Name & Address of employer, if any, from which you receive GHP coverage:________________________________________________________________________________
2. Have you received a Kidney transplant?

_____No 

_____Yes; Date of Transplant:________________________________

3. Have you received maintenance dialysis treatments?

_____No 

_____Yes; Date dialysis began:___________________________

If you participated in a self-dialysis training program, provide date training started:_______________________________________________

4. Are you within the 30-month coordination period?

_____No. STOP. MEDICARE IS PRIMARY.  

_____Yes

5. Are you entitled to Medicare on the basis of either ESRD & age or ESRD & disability?
_____No. STOP. MEDICARE IS PRIMARY.  

_____Yes

6. Was your initial entitlement to Medicare (including simultaneous entitlement) based on ESRD?

_____No. INITIAL ENTITLEMENT BASED ON AGE OR DISABILITY.  

_____Yes. STOP. GHP CONTINUES TO PAY PRIMARY DURING THE 30 MONTH CORDINATION PERIOD. 

7. Does the working aged or disability MSP provision apply (i.e., is the GHP primarily based on age or disability entitlement?

_____No. MEDICARE CONTINUES TO PAY AS PRIMARY. 

_____Yes. STOP. GHP CONTINUES TO PAY PRIMARY DURING THE 30 MONTH CORDINATION PERIOD. 
Patient Printed Name:_________________________________________________

Patient Signature:_______________________________________________Date:____________
Employee that reviewed this form (Initials):___________________Date:___________________

