








1)  Is the patient a member of a Medicare HMO?

NO, Medicare HIC#: __________________

2)  Is the patient and/or spouse working?

NO, Retirement date: _________________

NO, Never Employed

3)  Is the patient under 65 and disabled?

NO

4)  Is the patient under 65 has End State Renal Disease (ESRD)?

NO

5)  Is the patient covered by any other Federal Program?

NO

6)  Is the patient's injury/illness or condition job-related?

NO

7)  Is the patient's injury/illness due to a non work-related accident?

NO

1)  Is the patient 65 or older?

NO, This section is complete. 

2)  Is the patient employed?

Retirement date: ___________________

Part Time

3)  Is the spouse employed?

Retirement date: ___________________

Part Time

1)  Is the patient under 65 and entitled to Medicare by reason of disability?

NO, This section is complete. 

NO, This section is complete. 

3) Does the employer that sponsors your GHP employ 100 or more employees? 

NO, (GHP is secondary) 

YES, You are finished.  You do not have to 

complete the remainder of this form.

**Please answer ALL questions below and FOR EACH YES  indicated, complete the section as directed.**

Never Employed

YES, Complete SECTION II 

YES, Complete SECTION I 

YES, Complete SECTION III 

YES, Complete SECTION IV 

YES, Complete SECTION V 

YES, Complete SECTION VI 

SECTION I - Working Aged Patient or Spouse

YES 

Full Time

Full Time

Never Employed

SECTION II - Disability

YES 

YES 

2)  Does the patient have a group health plan (GHP) coverage based on the patient's or a family 

member's current employment?

Please complete if you have any form of Medicare, if you are on disability, OR if you are 65 

years of age or older.

Medicare Secondary Payer Questionnaire - Standard Form

Medicare law mandates that we determine if your medical services might be covered by another 

insurer.  As a Medicare provider, we are required to ask you the following questions:

YES 



1)  Is the patient under 65 and entitled to Medicare solely on the basis of ESRD?

NO, This section is complete. 

2)  Is the patient covered by a GHP within the 30 month coordination period?

NO, This section is complete. 

3)  First dialysis date: ____________________           Transplant date: ____________________

1)  Are the services for this patient covered by a federal program?

Public Health Services (PHS) 

Federal Black Lung Program (BL) 

Other Federal program?  If so, specify: _______________________________________

1)  Is the accident, injury, or condition job-related and covered by Worker's Compensation?

NO, This section is complete. 

2)  Accident date: _____________________

1)  Accident date:  ______________

2)  Type of non work-related accident:

Automobile 

Other                                If so, specify: _______________________________________

3) Was another party responsible for the accident?

NO

SECTION IV - Veteran's Administration or Other Federal
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YES 

*****Please bring any supporting documentation to your appointment for any of the given 

areas in this document that apply to the patient.***** 

Veteran's Administration (VA)

Federal grant

SECTION V - Worker's Compensation

YES 

SECTION VI - Auto-Medical, Auto or Other Liability

SECTION III - End Stage Renal Disease (ESRD)

YES 

YES 
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