CIVILIAN EMERGENCY WORKSHEET

PATIENT NAME_______________________________________________SSN_________________DOB________________

HOME PHONE______________

HOME ADDRESS_______________________________________________________________________________________

____________________________________________________________________________________ZIP________________

EMPLOYED BY___________________________________________________________WK PHONE__________________


FOR PATIENT/GUARDIAN TO PROVIDE INSURANCE MEDICAID/MEDICARE INFORMATION

I direct and authorized said company/plan to make payment directly to WBAMC for benefits. It is understood and agreed that acceptance by WBAMC under this policy shall in no way release the person responsible for payment for the services referred to here in from his/her obligation to pay for all charges. I hereby authorize WBAMC to release any information requested by my carrier policy pertaining to the medical treatment rendered under this claim.

__I DO NOT HAVE HEALTH HOSPITALIZATION INSURANCE

__I DO HAVE HEALTH/HOSPITALIZATION INSURANCE

__I DO HAVE MEDICAID/MEDICARE (PROVIDE COPY OF MEDICARE/MEDICAID CARD OR LETTER)

____________________________________     ____________________________________    ___________________________
PATIENT/GUARDIAN PRINTED NAME     SIGNATURE                                                    DATE

INSURANCE DATA:

NAME OF POLICY HOLDER___________________________________________________SSN______________________

ADDRESS OF POLICY HOLDER________________________________________________ZIP______________________

DAY PHONE______________________________________________NIGHT PHONE_______________________________

INSURANCE COMPANY______________________________________PHONE____________________________________

ADDRESS OF COMPANY________________________________________________________________________________

________________________________________________________________________________________________________

INSURANCE POLICY NO.___________________________________GROUP NO__________________________________

INSURED’S EMPLOYER (IF EMPLOYER PROVIDED) ______________________________________________________

**PRIVACY ACT STATEMENT**

AUTHORITY: Title USC. See 1095 Law 101-511 and EO 9397, Nov 1943

PURPOSE: Used by military departments to collect from private insurers for inpatient and outpatient care.

ROUTINE USES: The information provided shall be used by the Department of Defense, other authorized employees of the federal government, and the insured person’s insurance company.

DISCLOSURE:  Voluntary; however, failure to provide complete information may result in the denial of benefits
