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TRICARE Other Health Insurance Questionnaire

Do you or any member of your fa-niily have Other Health Insurance coverage or have you had Other
Health Insurance in the last 12 months? (TRICARE supplements are not OHI) U YES ano
If YES, please complete the following for each insurance policy. THIS FORM MAY BE COPIED

Type of coverage: Q HMO/PPO O Single Q Group O Individual Q Medicare U Supplemental
SS #:

Q Medicaid Q Other

Policy Holder's Name:

Name of Insurance Company:

Insurance Company's Address / Phone Number:

Policy / Group / Plan Number:
Effective Date: ‘l Expiration Date:

Does this Policy provide Pharmacy, Dental, Mental Health or Durable Medical Equipment (DME) benefits? (circle all that apply)

Please list who is covered by this policy

Relationship to

Name Sex Policy Holder Date Of Birth SS#
/ /
| / /
/ /
/ /

. PRIVACY AC

(If additional people are covered please attach a separate listing. This form may be copied.)

1) Authority: 5 USC 552a; 10 USC 1079, 1086; 58 FR 45318; 32 CFR 199.7. 2) Purpose: To evaluatc for medical care provided by civilian sources to Military
Health Services System beneficiaries applying for coverage under the TRICARE program. 3) Uses: Information from claims forms and related documents may be
given to the Department of Health and Human Scrvices and/or the Department of Transportation consistent with their statutory administrative responsibilities under
TRICARE; to the Department of Justice for representation of the Secretary of Defense in civil actions; and to Congressional Offices in response o inquiries made on
the request of the person to whom & record pertains. Appropriate disclosures may be made 1o other federal, state local and foreign government agencies, private
business entities and individual providers of care, on matters relating to entitlement, fraud, program abuse, program integrity, and civil and criminal litigation related
to the operation of the TRICARE program. 4) Disclosure: Voluntary, however, failure to provide information may result in a delay or denial of claims for medical

services, or may result in the TRICARE bencficiary not receiving maximum benefits from their health coverage.

The statements made above are true and correct to the best of my knowledge. | understand that federal laws 18 U.S.C. 287 and 1001 provide for criminal penalties for
submitting knowingly or making any falsc, fictitious or fraudulent stalement or.claim in any matter within the jurisdiction of any department of agency of the United
States: | further understand'that copies of the laws citcd may be obtained from Uniformed Scrvices legal offices, public libraries and many Health Bencfit Advisors.

Signature Sponsor’s SSN Relationship to Sponsor Date

Please mail this form to our claims processing subcontractor at the address below.
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