
<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>

Date ___________
Patient Name __________________________________
Date of Birth ___________
Medicare Status Questionnaire
Is Medicare primary or secondary for your visit today?

Employment
1. 
Are you currently employed and covered by a group health plan?
YES    NO

2. 
Are you covered by any active group health plan through your spouse or 


family member?
YES    NO
Accidents
3. 
Is your visit today associated with a work injury or illness, either past or 


present?
YES    NO

4.
Is your visit today associated with an automobile vehicle accident?
YES    NO

5. 
Is your visit today associated with an accident, other than a vehicle?
YES    NO
Entitlements
6. 
Are you entitled to Black Lung benefits?
YES    NO

7. 
Are you entitled to Medicare solely because of SSA Disability?
YES    NO

8. 
Are you entitled to Medicare solely because of End Stage Renal Disease?
YES    NO

9. 
Are you enrolled in the VA Fee Basis Program?
YES    NO
If all answers are NO, stop here.  If you answered "YES" to any question, Medicare is probably the secondary payer (MSP) and additional information is required. Please complete the Medicare Secondary Payer form. 
Medicare Secondary PayEr (MSP)
EMPLOYMENT (If “Yes” to questions 1, 2, 3 on Medicare Status Questionnaire)

Insured's Name (Employee)


Insured's Date of Birth ___ / ___ / ___     Male    Female

Employer


Number of Employees     1-10     11-19    20 or more

ACCIDENTS (If “Yes” to questions 4, 5 on Medicare Status Questionnaire)
 
Work Injury or Illness (Industrial/Workers Compensation)
 
Auto Accident:  Is there "Medical Payment" coverage?    Yes   No
 
Home or other:  Is there "Medical Payment" coverage?   Yes   No

Date of Accident


How did it happen


Attorney (if any) 


ENTITLEMENTS (If “Yes” to questions 6, 7, 8, 9 on Medicare Status Questionnaire)
 
SSA-Disability (Under age 65 and my company has over 100 employees)
 
VA- Fees Basis Program
 
Black Lung Benefits
 
Kidney (Under age 65 with End Stage Renal Disease (ESRD))


Part A entitlement date (from the card)



Employer name (If employed within last 18 months)

PRimary Insurance Payer
Complete this information for any of the above categories
Policy # 
ID#


Insurance Plan or Name


Address


City
State
ZIP


Insured Name
Phone


Address


City
State
ZIP


Completed by:
Date


Instructions for Medicare Status Questionnaire form
Medicare is not always the primary payer. There is a new national initiative to correct and recover funds from situations where Medicare should been the secondary payer. The following two forms will help to identify those situations and demonstrate that you have taken appropriate initiatives to avoid billing errors to Medicare. 
Medicare Status Questionnaire 
This form should be handed to every new Medicare patient and to established Medicare patients periodically. If they answer YES to any of the nine questions, have them complete the Medicare Secondary Payer (MSP) form. 
Medicare Secondary Payor (MSP) Form 
This completed form will assist in making sure that claims are filed with the proper PRIMARY PAYER. It will save a lot of grief and stress for patients and providers. 

The MSP form could be printed on the back side of the Medicare Status Questionnaire or on a separate sheet. 
To Learn More 
For more information on MSP laws, see the following CMS website page: www.cms.gov/Medicare/Coordination-of-Benefits/MedicareSecondPayerandYou/index.html
Form may only be copied and/or customized by the owner of this book for use in his/her own organization
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