Next Step Rehabilitation


MEDICARE SECONDARY PAYOR QUESTIONNAIRE

Patient Name:  









Part I

Are benefits entitled to you under Black Lung Program, Department of Veteran Affairs or other government programs?

  No

If no, go to Part II.

· Yes

If yes, please provide:

Program Name:  








Address:  









Phone:  




**This government program will be responsible for payment primary to Medicare.

Part II

Was this illness or injury work-related, an automobile accident, an accident somewhere other than your home/property or was another party responsible for the accident?






  No

If no, go to Part III.

  Yes

If yes, please provide:

Insurance Name:  








Address:  









Phone:  



Contact:  



**Medicare guidelines regulate that the above liability insurance is the primary payor.  We must comply with this regulation prior to filing with Medicare.

Part III

Have you received a kidney transplant or maintenance dialysis treatments for End Stage Renal Disease?

  No

If no, go to Part IV.


  Yes

If yes, give date of transplant or start of dialysis.







Date:  



If this date is less than 18 months ago, do you have coverage under a group insurance plan of your own or a family member’s?

  No

If no, go to Part IV.






  Yes

**If yes, Group Insurance will be primary.

Part IV
If you have answered no to all previous parts and your Medicare coverage is due to age or disability, do you have group insurance plan of your own or a family member’s?






  No

If no, Medicare is primary payor.

· Yes

**If yes, Group Insurance will be primary.

If you answered Yes to Part III or Part IV, please provide the following:

Group Insurance Name:  








Address:  










Phone:  



Employer:  





Insured’s Name:  





Patient Signature:  





Date:  




Witness:  







