-

E
e

PO BOX 45118
Jacksonville, FL 322325118

FOREIGN HEALTH INSURANCE CLAIM FORM

ENROLLEE'S STATEMENT - COMPLETE CLAIM FORM PROPERLY IN IT'S ENTIRETY
TO AVOID DELAYS IN PROCESSIN, ATTACH ITEMIZED BILL{S), FILE PROMPTLY AFTER EXPENSE IS INCURRED

ENROLLEMENT INFORMATION: *= Domplele a separate claim form for each family member.*®
A, Enrollec’s Soctal Security Number: - - B. Enrollament Code: il
. Patieat's Name: Patient's Date of Birth: Sox Relationship to Insursd
! / M F Self  Spouge  Child Cither

Patient's Adidress Insured's Namic

Address:
**Country whens services were provided Couniry:
Telephone (country/cty code) Telephone:{countrycity code)
Does patient have other insurance? Yes [ l wes, neme of insurence company?
Onther insuranes TD number Mame of Insured: _ Effective Date: {

*BREQUIRED CLAIM INFORMATION: Translation of itemized bill is required below. Attach itermized bill to claim form.
This section may be compleied by the Fatient/Enrollee or ihe Provider of Service,

MEDICAL DIAGNOSIS OR REASON FOR VISIT (Desoribe nature of fliness or impury) TYPE OF DOCTOR: 1) Medical  2) Thorajsist
5) Ambulance chargs 4] Surgeon  3) Medical Equipment
1} 2} &) Anesthesialomst  T) Peychiainal  §) Ear Mose Throat
Is cloim accadent related? Yes Mo [Fso, deteofimury /7 0 Cournelar 10 Other:_
Diate of Service > f}'pc ol Units or | Charges in ]-"'w:'igll Couniry/MName of
WM OO ¥Y | MM DD YY Tvpe of Service or Procedure received Dector Seen | # of Days Currency Currancy
[otnl= Total

FATIENTS OR AUTHORIZED PERSON SIGNATURE: | suthorzes the relesse of amy medical or other nformabon necessary to process this claim. [ also request
pavment of povernment benefits sither 1o moysell or thee party who accepis assirnment

SIGNED DATE:
ENROLLEES STATEMENT: ALL FOREIGN CLAIMS EXCEPT FROM A GOVERNMENT FACILITY ARE PAID TO THE ENROLLEE.
Mame and Address of Facility where ssrvices were rendersd Physician Name and Address Federal Tax [0 Namber (Govt Onky)

Signature of Fhoysician (opional ; Dhate:




NOTICE: Any person who knowingly files n stutement of claim containing any misrepresentation or any false, incomplete or miskeading information may be
guilty of a criminal act punizhable wnder law and may he sobject to civil penoabties.
REFERS TO GOYERNMENT PROGRANS ONLY
MEDICARE AND CHAMPUS PAYMENTS: A patients that pavment be made and suthorizes relexse of nmy information nacessary t process the claim and certifies
that the information provided in Blocks | through 12 15 true, accurate and complete. In case of & Medicare claim, the patient’s signature aathorizes any entity 1o releass
10 Medicare medical and nonme dical information, imchuding employment status, and whether the persen has employer proup health Insurance, liability, ro-fauli,
warker" s compansation of other insurance which is reslmnsi]ﬂu Lo pay for the service for which the Medicare claim ie made. See 42 CFR 411 241} Ifitem 9 is
completed, the patient’s signature authorizes relense of the information 1o the health plan or agency shown. In Medicare assigned or CHAMPUS participation cases, the
physician agrees bo accept the charge detecmination of the Medicare carrier ar CHAMPUS fiscal Intermediary as the full charge, and the patient is responsible enly for
the deductible, coinsurance and nencevered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or CHAMPUS
fiscal Intermediary [f this is less than the charge submitted, CHAMPUS i3 ot & health insurancs program by makes payment for health benefits provided through
certain affiliation with the Uniformed Services. Information on the patient’s sponsor should be provided in these items captioned in “insured™, e, In, 4,6, 7.9, and 11,
BLACK LUNG AND FECA CLAIMS
The provider agroes to aceept the ameunt paid by the Government as payment m full. See Black Lung and FEC A insiractions regarding required procedure and
diagaosis codif @ SyEEms,
SIGNATURE OF FHYSICTAN OR SUPPLIER (MEDICARE, CAMPUS, FIECA AND BLAUK LUNL)

1 certify that the services ehown on this form were medically indicated and necessary For the health of the patient and were personally furnished by ma or were famished
incident to my professional service by me employee under my immediate personal supervision, except as otherwise expressly permitied by Medicare or CHAMPUS
regulaiions.
For service 1o be considered as “incidemt™ o & phyeician’s professional service, 1) they must be rendered under the physician’s immediale persomal supervision by
his'her emplovee, 2 they must be an imtegral, although incidental part of 0 covered physicinn's service, 3} they must be kinds commonly furmished by physician’s
offices, and A0 the services of noaphysicians must be included on the physician’s bills,
For CHAMPUS claims, [ further certify that [ Sor any employes) who rendered acrvice am not an active duty member of the Unifermed Services or a civilian emploves
of the United State Government or a contracl employes of the United States Government or & contract employes of the United Siates Government, either cralian or
military {refer w 5 USC 5838). For Black Lung claims, [ forther certify that the gervices performed were for a Black Lung-related disorder,
Mo Part B Medicare benefits may be paid unless this fonm is recedved as required by existing law and regulations (42 CFR 42432}
NOTICE: Any one who misrepresents or falsifies essential informatien to receive pavment from Federal fiunds requested by this for may upon conviction be subject Lo
fine and imprisonment under applicable Federal laws.

NOTICE TO PATIENT AROUT THE COLLECTION AND USE OF MEDICARE, CHAMPUS, FECA, AND BLACK LUNG INFORMATION

(PFRIVACY ACT STATEMENT)

We are anthorized by HCF A, CHAMPTIS and OWCP to ask you for information nesded in the sdministration of the Medicare, CHAMPUS, FEC A and Black Lung
proprams. Authority 1o colleet informaticn is in section 205(a), 1862, 1872 and 1874 of the Social Szcurity Act as nmended, 42 CFR 411 24{a) and 424.5{aj6), and (a)4
UBC 3101; 41 CFR 101 et seq. and 10 USC 1079 and 10 USC 1086, 5 USC B10] t seq.; 30 US 301 ct seq.; 36 UEC 613, E.O. 9397,
The informaticn we obiain to complete claims under those programs is used 1o identify you and to determine your @ligibility, it 15 also used io decide ifthe services and
supplias you received are covered by these programs and to insure that proper payment is made.
The information may alse be given to other providers of services, carriers, intermediarics, medical review bards, health plans, and other erganizotions or Federal
agencies, for the effective adminisiration of Federal provisions that require other third pariies payer to pay primary to Federal program, and ns otherwise necessary to
administer these programs, For cxamplz, it may be necessary to discloss miormation about the beaefits vou have used 1o a hospital or doctor. Additional dieclosures are
meads throwgh routing uses for information contaimed in systems af records
FOR MEDICARE CLAIMS: Sec the notice modifving system Ne. 09-70-0501, titled, *Carrier Madicare Claims Recard', published in the Federal Register, Vol, 55
Mo, 177, Page 37549, Wed Sept 12, 1990, or as updated and repoblished
FOR OWCP CLAIMS: Depariment of Labor, Privacy Act of 1374, "Republication of Motice of Systems of Records”, Pederal Register Vol, 55 Mo, 40, Web. Feb. 28,
1900, 8oe EAA-3, ESA-6, ESA-12, EEA-13, ERA-30, or ar updated and republished.
FORCHAMPMUS CLAIMS: PRINCIPLE PURPOSE(S]: To evalusie eligiblity fer madival core provided by vivilian soumves aod o issue peyment upon
cutablishment of eligibility and determination that the servicea/supplics received are authorized by Lawy,
ROUTINE USES(S): Information from claims and related docoments may be given to the Dept. of Veteranz Affairs, the Dept. of Health and Human Sernces and'or the
Tiepe. of Transportation comsistent with there statutory admimstrative responsibilities under CHAMPUSICHAMPY AL to the Dept. of Justice for representation of the
Kecretary of Defense in civil action; to the Internal Revenue Service, privale collection agencies and consumer reporting agencics in connection with recoupment
cluims; and 1o ‘congressional Offices in responss Lo inguires made at the request of the pereon to whom a record pertains, Appropriate disclosares may be made to other
foderal, state, local, forcign povernmment Apencics, privats husiness entstics, and individual providers of care, on matter relating to entitlement, elaime adjudication,
fraud, propram abuse, utilization review, quality nssurance, peer review, program integrity, third-party liability, coerdinatson of benefits, ard civil and criminal litigation
ralated o the operation of CHAMPUS.
DISCLOSURES: Veluntary, howeves, failure to provids informiatson will resulf in delay m payment or may result in denial of claim. With the ane exception discussed
below, there are no penalties under these programs. for refusing o supply information., However, failurs to furnish information regarding the medical services rendered
ar the ameuni charged weould prevent payment of claime under thess programs. Failure to furnish any other mformation, such 2= name or clum number, would delay
payrieil of the elaim. Failure to provide medical information under FECA cold be deemed an obstraction,
It 15 mandatory that you tell us if you know that anether party 15 responsible for paving for your treatment. Section 11288 of the Social Security Act and 31 USC 3801 -
1812 provide penalties for withholding this informaticn
You should be nware that 1. 100-503, the “Compuler Matching and Privacy Protection Act of 1988, permits the government io verify information by way of
compuier maiches,

MEDICTD FAYMENTS (FROVIDER CERTIFICATION)
[ herchy agree to keep such records ap are necesanry to disclose fully the esent of services provided to services providad to individuals under the State’s Title XIX plan
arsd 1o furnish information reganding any payrments claimed for previding such services as the Sisle Agency or Depl, of Health and Humans Services may request.

[ fiarther agres to accept, as payment in full, the ameunt paid by the Medicaid program for those claims submitted for payment under that program. with the exception of
authorized deductible, comsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICAIN (SUPPLIER): [ certify that the services listed above were medically indicated and necessary Lo the health of this patient and were
personnlly farnished by me or my employee under my perscnal direction.

WOTICE: This is o certify thai the foregolng Information is troe, accurate and complete. I understand that payment and safisfaction of this claim will be
from Federal and State funds, and that any false dlalms, statements, or docnments, or comcealment of & material fact, may be proseculed under
applicable Federal or State laws.

Public reparting burden for this collection of information is cstimated 10 average 15 mmmales per response, including time for reviewing instruction, searching existing
dare sources, pathering and maintaining data nesded, and completing and reviewing the collection of information, Send comments regarding this burden estimate of amy
oiher aspect of this collection of infeemation, including suggestion for reducing the burden, to HFCA, Office of Financal Management, PO, Box 2666, Baltimore, MO
21207, and 1w the Office of Management and Budget, Paperwork Redoction Project (OMB-0938-0008), Washingion, D, C, 2033




