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	                NAVAL HOSPITAL, GREAT LAKES, IL
       THIRD PARTY COLLECTIONS REGISTRATION FORM


PATIENT'S NAME _________________________________________ SPONSOR'S SSN __________________________

ADDRESS ___________________________________________________________________________________________
                             (STREET)                                   (CITY)                              (STATE)                              (ZIP CODE)
PHONE NUMBER ___________________________________________  DATE OF BIRTH _________________________
                                            (HOME)                                       (WORK)  
INSURANCE CO. NAME ____________________________________  POLICY NO. ______________________________

ADDRESS ____________________________________________________________________________________________
                                   (STREET)                                     (CITY)                              (STATE)                              (ZIP CODE)
PHONE NUMBER__________________________________  GROUP NUMBER __________________________________

POLICY HOLDER'S NAME __________________________________________ SSN ______________________________

EMPLOYER __________________________________________________________________________________________

ADDRESS ____________________________________________________________________________________________
                                     (STREET)                                         (CITY)                              (STATE)                              (ZIP CODE)
LIST FAMILY MEMBERS COVERED ON POLICY ______________________________   __________________________ 
                                                                                  _____________________________   __________________________
                                                                                  ______________________________   _________________________
POLICY EFFECTIVE DATE ___________________________________ EXPIRATION DATE _________________________

I CERTIFY THAT THE ABOVE INFORMATION IS TRUE TO THE BEST OF MY KNOWLEDGE.  FALSIFICATION OF INFORMATION IS COVERED BY 18 U.S. CODE, SECTION 1001, WHICH PROVIDES FOR A MAXIMUM FINE OF $10,000 OR IMPRISONMENT FOR FIVE YEARS, OR BOTH.  I HEREBY AUTHORIZE AND REQUEST THAT THE PROCEEDS OF ANY AND ALL BENEFITS BE PAID DIRECTLY TO THE FACILITY OF THE UNIFORMED SERVICES FOR OUTPATIENT SERVICES PROVIDED ME AND/OR MY DEPENDENTS. 

SIGNATURE _________________________________________________________ DATE ______________________________________

	PRIVACY ACT STATEMENT
AUTHORITY TITLE 10 USC, SECTION 1095.  PRINICPAL PURPOSE(S) INFORMATON WILL BE USED TO COLLECT FROM PRIVATE INSURERS FOR CARE PROVIDED TO MILITARY BENEFICIARIES.  SUCH MONETARY BENEFIT ACCRUING TO THE MILITARY MEDICAL FACILITY WILL BE USED TO ENHANCE HEALTH CARE DELIVERY IN THE MEDICAL TREATMENT FACILITY ROUTINE USE(S).  THE INFORMATOIN ON THIS FORM WILL BE RELEASED ONLY TO YOUR INSURANCE COMPANY.  DISCLOSURE: VOLUNTARY; HOWEVER, FAILURE TO PROVIDE COMPLETE AND ACCURATE INFORMATION MAY RESULT IN DISQUALIFICATION FOR HEALTH CARE FROM FACILITY OR THE UNIFORMED SERVICES.


