Medicare Secondary Payer (MSP) Intake Questionnaire

Instructions: Please complete all sections below to help determine if Medicare is your primary or secondary payer. This form is designed
for printing and manual completion.

Part 1: Patient Information

Patient Full Name: ’

Date of Birth (MM/DD/YYYYY: | | |

Medicare Number: ’

Phone Number:

Part 2: Employment & Group Health Plan (GHP) Coverage

Question

Answer (Yes /
No)

If Yes, Provide Details (Employer
Name, Policy #)

Are you currently employed?

| |

Is your spouse currently employed?

| |

Do you have Group Health Plan (GHP) coverage through your own or your
spouse's current employment?

If covered by a GHP, does the employer have 20 or more employees (for age-
based Medicare) or 100 or more employees (for disability-based Medicare)?

Part 3: Accident, Injury, or Liability Coverage

Question

Answer (Yes /
No)

If Yes, Provide Details (Date of
Incident, Insurance Name)

Are you seeking treatment for an illness or injury connection with a non-work-
related accident (e.g., automobile accident, slip and fall)?

| |

Are you seeking treatment for an illness or injury that is covered under Workers'
Compensation or the Federal Black Lung Program?

Is there any other liability insurance, No-Fault insurance, or third-party
responsible for your medical expenses for this visit?

Part 4: End-Stage Renal Disease (ESRD) Information

Question

Answer (Yes /
No)

If Yes, Provide Details
(Coordination Period Dates)

Have you been diagnosed with End-Stage Renal Disease (ESRD) / kidney failure?

| |

Have you received a kidney transplant?

| |

Have you participated in self-dialysis training or received home dialysis?

Are you currently within the 30-month Medicare coordination period?

Part 5: Signature and Certification




Part 5: Signature and Certification

I certify that the information given is correct to the best of my knowledge. I authorize any holder of medical or other information about me to
release to the Social Security Administration and Health Care Financing Administration or its intermediaries any mformation needed for this or a
related Medicare claim

Patient/Representative Signature (Write or Sign here): Date MM/DD/YYYY):
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