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Section I 

Check the boxes as to which parts of Medicare you have been and/or are currently enrolled:

� Part A � Part B � Part C � Part D 

If you checked any of the above, please complete the following. If not, proceed to Section II. 

Full Name: (Please print the name exactly as it appears on your SSN or Medicare card if available.)

Medicare Claim Number: 

Date of Birth 

(Mo/Day/Year) 
- -

Social Security Number: 

(If Medicare Number is Unavailable) 
- -

Sex � Female � Male

** Note: If you are uncomfortable with providing your full Social Security Number (SSN), you have the option to provide the 
last 5 digits of your SSN in the section above. 

The Centers for Medicare & Medicaid Services (CMS) is the federal agency that oversees the Medicare program. 
Many Medicare beneficiaries have other insurance in addition to their Medicare benefits. Sometimes, Medicare is supposed 
to pay after the other insurance. However, if certain other insurance delays payment, Medicare may make a “conditional 
payment” so as to not inconvenience the beneficiary, and then recover after the other insurance pays. 

Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 2007 (MMSEA), a federal law that became 
effective January 1, 2009, requires that liability insurers (including self-insurers), no-fault insurers, and workers’ 
compensation plans report specific information about Medicare beneficiaries who have other insurance coverage. This 
reporting is to assist CMS and other insurance plans to properly coordinate payment of benefits among plans so that your 
claims are paid promptly and correctly. 

We are asking you to answer the questions below so that we may comply with this law. 

Please review this picture of the Medicare card to 
determine if you have, or have ever had, a similar 

Medicare card. 
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Section II

I understand that the information requested is to assist the requesting insurance arrangement to 
accurately coordinate benefits with Medicare and to meet its mandatory reporting obligations 
under Medicare law. 

Claimant Name (Please Print) Claim Number 

Name of Person Completing This Form If Claimant is Unable (Please Print) 

Signature of Person Completing This Form 
Date

If you have completed Sections I and II above, stop here. If you are refusing to provide the 
information requested in Sections I and II, proceed to Section III. 

iManage 12805372v.1 
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Medicare�Confidential�Reporting�Information*�[FORM�Bv2]�
Pursuant�to�Section�111�of�the�Medicare,�Medicaid�and�SCHIP�Extension�Action�of�2007�(Rev�01Ͳ2020)�

� ��

Case�Name:� Case�Number:� 16.��State�of�Venue:��
(USPS�Abbreviation)�

Defendant�Name:�
Is�exposed�party�presently�or�previously�qualified�for�Medicare�and/or�enrolled�in:� Is�exposed�party�enrolled�in�a�nonͲAMP��
Part�A� Part�B� Part�C� Part�D� resolution�program�(if�yes,�list�name):�
���Yes� ���No� ���Yes� ���No� ���Yes� ���No� ���Yes� ���No� ���No����Yes:____________________�
Section�AMP� DISCLOSURE�REGARDING�AMP�–�IF�EXPOSED�CLAIMANT�IS�IN�AMP�THEN�NO�NEED�TO�REPORT�PER�CMS�
Is�the�exposed�claimant’s�case�processing�through�the�Garretson�Resolution�Group’s�Asbestos�Malignancy�Program�(AMP)?�

���Yes������No�
If�yes,�is�the�exposed�claimant’s�case�processing�through�AMP�
as�a�case�involving�postͲ1980�exposure�as�to�this�defendant?��

If�yes,�is�the�exposed�claimant’s�case�processing�through�AMP�as�
a�case�involving�postͲ1980�exposure�as�to�other�defendant(s)?��

���Yes� ���No� ���Yes� ���No�

Section�A� ALLEGED�EXPOSED�PARTY�INFORMATION�(If�living,�provide�address�in�Section�G)�
4.��Medicare�Number:�

(also�known�as�HICN)���
5.��Social�Security�Number:� 6.��Exposed�Party�Last�Name:�

(Please�print�name�as�it�appears�on�Social�Security�card.)�
7.��Exposed�Party�First�Name:�

(Please�print�name�as�it�appears�on�Social�Security�card.)���
8.��Exposed�Party�Middle�Name:�

(Please�print�name�as�it�appears�on�Social�Security�card.)�
9.��Gender:�� 10.��Date�of�Birth:� Deceased?�� Date�of�Death:��
���Male� ���Female� (MM/DD/YYYY)� ���Yes� ���No� (MM/DD/YYYY)�

Section�B� ALLEGED�INCIDENT�INFORMATION�
12.��CMS�Date�of�Incident:��Please�state�the�date�of�the�accident�or�date�of�first�exposure,�ingestion,�or�implantation�with�respect�to�settling�defendant’s�
product�and/or�premises�(MM/DD/YYYY):����������
13.��Industry�Date�of�Incident:��Please�state�the�date�of�accident�or�date�of�last�exposure,�ingestion,�or�implantation�with�respect�to�settling�defendant’s�
product�and/or�premises�(MM/DD/YYYY):���
15.� �Alleged� Cause� of� Injury,� Illness� or� Incident� (ICDͲ9� “E”� codes� only;� ICDͲ10� “V,�W,� X,� Y”� codes� only;�must� not� be� excluded�
ICD9/ICDͲ10�Code)�optional�field:��
[17.“9”]�18.��ICDͲ9�Diagnosis�Code�1:�� 19.��ICDͲ9:� 20.��ICDͲ9:� 22.��ICDͲ9:� 23.��ICDͲ9:�

[17.“0”]�18.��ICDͲ10�Diagnosis�Code�1:� 19.��ICDͲ10:� 20.��ICDͲ10:� 22.��ICDͲ10:� 23.��ICDͲ10:�

Description�of�Illness/Injury�(Free�Form�Text�Description):�

Section�C� ALLEGED�EXPOSED�PARTY’S�ATTORNEY�or�OTHER�REPRESENTATIVE�INFORMATION�
64.��Claimant�Representative�Type�(please�check�one):�
���A=Attorney� ���P=Power�of�Attorney� ���G=Guardian/Conservator� ���O=Other�
65.��Representative’s�Last�Name:�� 65.��Representative’s�First�Name:�� 65.��Representative’s�Firm�Name:��

68.��Firm’s�TIN/EIN;�SSN�if�Individual:�� 69Ͳ70.��Representative’s�Mailing�Address:�

71.��City:� 72.��State:�� 73Ͳ74.��Zip�Code�+4:� 75.��Phone:� 76.��Ext.�(if�any):�

OPTIONAL� CLAIMANT�1�INFORMATION�(Use�only�if�Alleged�Exposed�Party�in�Section�A�is�deceased)���
Section�D� If�Section�D�Claimant�has�representative�other�than�Section�C,�complete�Section�F�
84.��Claimant�Relationship�to�Alleged�Exposed�Party�(please�check�one):�
��E=Estate�(Individual)� ��X=Estate�(Entity)� ��F=Family�(Individual)� ��F=Family�(Entity)� ��O=Other�(Individual)� ��Z=Other�(Entity)�
85.��TIN/EIN�(Social�Security,�if�individuals):��� 86.��Claimant�Last�Name:���
87.��Claimant�First�Name:��� 88.��Claimant�Middle�Name:���
89.��Claimant�Entity/Organization�Name:�
90Ͳ91.��Mailing�Address:��

92.��City:� 93.��State:�� 94Ͳ95.��Zip�Code�+4:� 96.��Phone:� 97.��Ext.�(if�any):�

Section�E� SETTLEMENT�INFORMATION�
81.��Amount�of�Settlement:�



Medicare�Confidential�Reporting�Information*�[FORM�Bv2]�
Pursuant�to�Section�111�of�the�Medicare,�Medicaid�and�SCHIP�Extension�Action�of�2007�(Rev�10Ͳ19)�

��

Section�AͲLOC� LOSS�OF�CONSORTIUM�PLAINTIFF�INFORMATION�
� THIS�SECTION�MUST�BE�COMPLETED�ONLY�IF�THE�NONͲEXPOSED�PLAINTIFF(S)�ALLEGES�LOSS�OF�

CONSORTIUM,�IS�MEDICARE�ELIGIBLE�AND�EFFECTIVELY�RELEASES�MEDICAL�CARE/TREATMENT�PROVIDE�
ESTATE�INFORMATION�IN�SECTION�D�

4ͲLOC.��Medicare�Claim�Number:�
(also�known�as�HICN)���

5ͲLOC.��Social�Security�Number:� 6ͲLOC.��Last�Name:�
�
(Please�print�name�exactly�as�it�appears�on�Social�Security�card.)���

7ͲLOC.��First�Name:�
�
(Please�print�name�exactly�as�it�appears�on�Social�Security�card.)���

8ͲLOC.��Middle�Name:�
�
(Please�print�name/initial�exactly�as�it�appears�on�Social�Security�card.)���

9ͲLOC.��Gender:�� 10ͲLOC.��Date�of�Birth:�� Deceased?� Date�of�Death:��
���Male� ���Female� (MM/DD/YYYY)� ��Yes��� ���No� (MM/DD/YYYY):�
15ͲLOC.��Alleged�Cause�of�Injury,�Illness�or�Incident�(ICDͲ9�“E”�codes�only;�ICDͲ10�“V,�W,�X,�Y”�codes�only;�must�not�be�excluded�
ICD9/ICDͲ10�Code)�optional�field:�
�
(Use�“NOINJ”�code�if�LOC�claimant�did�not�have�treatment�nor�submit�medical�expense�to�Medicare,�if�NOINJ�is�used�here,�it�must�be�used�in�Field�18ͲLOC)��
[17.“9”]�18.��ICDͲ9�Diagnosis�Code�1:��
�
�(Use�“NOINJ”�code�if�LOC�claimant�did�not�have�treatment�nor�submit�medical�expense�to�Medicare,�if�NOINJ�is�used�here,�it�must�be�used�in�Field�15ͲLOC)�
[17.“0”]�18.��ICDͲ10�Diagnosis�Code�1:��
�
�(Use�“NOINJ”�code�if�LOC�claimant�did�not�have�treatment�nor�submit�medical�expense�to�Medicare,�if�NOINJ�is�used�here,�it�must�be�used�in�Field�15ͲLOC)�
Description�of�Illness/Injury�(Free�Form�Text�Description):�

Section�E�� DISCLOSURE�REGARDING�MEDICARE�PARTS�C�&�D��
Did�any�Claimant�enroll�in�Medicare�Part�C�coverage,�known�
as�Medicare�Advantage?��

If�you�answered�yes,�please�provide�the�name�of�each�provider�of�
the�Medicare�Part�C�(Medicare�Advantage)�coverage�since�onset�
of�symptoms�and�dates�of�coverage:��

Exposed�Party:� Exposed�Party:�
���Yes� ���No� � � �

�
�

Spouse�and/or�Consortium�Claimant:� Spouse/Consortium�Claimant:�
���Yes� ���No� � � �

�
�

Did�any�Claimant�enroll�in�Medicare�Part�D�coverage,�known�
as�prescription�coverage?��

If�you�answered�yes,�please�provide�the�name�of�each�provider�of�
the�Medicare�Part�D�(prescription�drug)�coverage�since�onset�of�
symptoms�and�dates�of�coverage:��

Exposed�Party:� � Exposed�Party:�
���Yes� ���No� � � �

�
�

Spouse�and/or�Consortium�Claimant:� Spouse/Consortium�Claimant:�
���Yes� ���No� � � �

�
�

�
�
�

� � � �

Signature�of�Attorney�representing�Plaintiff/Claimant(s)� � Date� � Printed�Name�
The�signature�of�the�attorney�hereto�constitutes�certification�that�he/she�has�read�the�information�supplied�in�this�form�and�that�all�information�stated�herein�is�
well�grounded�in�fact�to�the�best�of�his/her�knowledge,�information�and�belief�formed�after�reasonably�inquiry.�

*Numbers�reflect�claim�input�file�field�numbers,�as�set�forth�in�Version�5.6�of�the�Official�NGHP�User�Guide�by�CMS.�
� �
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��

�
Case�Name:� Case�Number:� State�of�Venue:��

(USPS�Abbreviation)�
Defendant�Name:�
�
Optional�� CLAIMANT’S�1’S�(found�in�Section�D)�ATTORNEY�OR�OTHER�REPRESENTATIVE�INFORMATION��
Section�F� �
99.��Claimant�Representative�Type�(please�check�one):�
���A=Attorney�� ���P=Power�of�Attorney� ���G=Guardian/Conservator�� ���O=Other�
100.��Claimant�Representative�Last�Name:� 101.��Claimant�Representative�First�Name:� 101.��Claimant�Representative�Firm�

Name:�

103.��TIN/EIN,�if�Firm�Entity;�SSN�if�Individual:� 104Ͳ105.��Representative�Mailing�Address:�

106.��City:� 107.��State:�� 108Ͳ109.��Zip�Code�+4:� 110.��Phone:� 111.��Ext.�(if�any):�

Section�G� ALLEGEDEXPOSED�PARTY’S�ADDRESS�
Representative�Mailing�Address:��
�
City:� State:�� Zip�Code�+4:� Phone:� Ext.�(if�any):�

�
Optional�� ADDITIONAL�CLAIMANT�INFORMATION�(Use�only�if�Alleged�Injured�Party�in�Section�A�is�deceased)��
Section�D�cont.�
Claimant�Relationship�to�Alleged�Injured�Party�(please�check�one):�
��E=Estate�(Individual)� ��X=Estate�(Entity)� ��F=Family�(Individual)� ��F=Family�(Entity)� ��O=Other�(Individual)� ��Z=Other�(Entity)�
TIN/EIN�(Social�Security,�if�individuals):��� Claimant�Last�Name:���
Claimant�First�Name:��� Claimant�Middle�Name:���
Claimant�Entity/Organization�Name:�
Mailing�Address:�
City:� State:�� Zip�Code�+4:� Phone:� Ext.�(if�any):�

Claimant�Representative�Type�(please�check�one):��
���A=Attorney� ���P=Power�of�Attorney� ���G=Guardian/Conservator� ���O=Other�
Claimant�Representative�Last�Name:� Claimant�Representative�First�Name:� Claimant�Representative�Firm�Name:�

TIN/EIN,�if�Firm�Entity;�SSN�if�Individual:� Representative�Mailing�Address:�

City:� State:�� Zip�Code�+4:� Phone:� Ext.�(if�any):�

� �



Medicare�Confidential�Reporting�Information*�[FORM�Bv2]�
Pursuant�to�Section�111�of�the�Medicare,�Medicaid�and�SCHIP�Extension�Action�of�2007�(Rev�10Ͳ19)�

��

�
Field#� Field�Name� Definition:�
4� MEDICARE�CLAIM�NUMBER�

(HICN)�
Provide�Alleged�Injured�Party's�Medicare�Health�Insurance�Claim�Number�(if�one�has�been�issued).�This�number�can�be�
found�on�Medicare�Card�if�available.�

5� SOCIAL�SECURITY�NUMBER� Provide�Alleged�Injured�Party's�Social�Security�Number�if�Medicare�Claim�Number�(HICN)�is�not�available.�
6� LAST�NAME� Provide�last�name�of�Alleged�Injured�Party�EXACTLY�AS�IT�APPEARS�ON�SOCIAL�SECURITY�CARD�or�Medicare�Card�if�

available.�
7� FIRST�NAME� Provide�first�name�of�Alleged�Injured�Party�EXACTLY�AS�IT�APPEARS�ON�SOCIAL�SECURITY�CARD�or�Medicare�Card�if�

available.�
8� MIDDLE�INITIAL� Provide�middle�initial�of�Alleged�Injured�Party�EXACTLY�AS�IT�APPEARS�ON�SOCIAL�SECURITY�CARD�or�Medicare�Card�if�

available.�
9� GENDER� Indicate�Alleged�Injured�Party's�gender�by�selecting�MALE�or�FEMALE.�
10� DATE�OF�BIRTH� Provide�Alleged�Injured�Party's�Date�of�Birth.�
� DECEASED?� Indicate�if�the�Alleged�Injured�Party�is�deceased�by�selecting�YES�or�NO.�
� DATE�OF�DEATH� Provide�the�date�the�Alleged�Injured�Party�deceased.�

12� CMS�DATE�OF�INCIDENT� Provide�Date�of�Incident�(DOI).�DOI�as�defined�by�CMS:�For�an�automobile�wreck�or�other�accident,�the�date�of�incident�
is�the�date�of�the�accident.�For�claims�involving�exposure�(including,�for�example,�occupational�disease�and�any�
associated�cumulative�injury)�the�DOI�is�the�date�of�FIRST�exposure.��For�claims�involving�ingestion�(for�example,�a�
recalled�drug),�it�is�the�date�of�FIRST�ingestion.�For�claims�involving�implants�it�is�the�date�of�the�implant�(or�date�of�the�
first�implant�if�there�are�multiple�implants).�

13� INDUSTRY�DATE�OF�
INCIDENT�

Provide�Industry�Date�of�Incident�(DOI)�routinely�used�by�the�insurance/workers'�compensation�industry:��For�an�
automobile�wreck�or�other�accident,�the�date�of�incident�is�the�date�of�the�accident.�For�claims�involving�exposure,�or�
implantation,�the�date�of�incident�is�the�date�of�LAST�exposure,�ingestion,�or�implantation.�

15� OPTIONAL�FIELD�
ALLEGED�CAUSE�OF�INJURY,�
ILLNESS�OR�INCIDENT�

ICDͲ9ͲCM/ICDͲ10ͲCM�(International�Classification�of�Diseases,�Ninth/Tenth�Revision,�Clinical�Modification)�
External�Cause�of�Injury�Code�describing�the�alleged�cause�of�injury/illness.�See�the�NGHP�User�Guide�Technical�
Information�Chapter�(Section�6.2.5)�for�complete�information.�In�this�field�only,�an�ICDͲ9�code�must�begin�with�the�“E”�
and�ICDͲ10�code�must�begin�with�“V”,�“W’,�“X”,�or�“Y.”�Codes�in�this�field�must�NOT�be�on�the�list�of�Excluded�ICDͲ9/ICDͲ
10�Diagnosis�Codes�found�in�Appendix�I.�If�“NOINJ”�is�submitted�in�Field�15,�then�“NOINJ”�must�be�submitted�in�Field�18;�
relevant�to�loss�of�consortium�claim�reporting.��

16� STATE�OF�VENUE� Provide�the�US�postal�abbreviation�corresponding�to�the�US�State�whose�state�law�controls�resolution�of�the�claim.��Use�
"US"�where�the�claim�is�a�Federal�Tor�Claims�Act�liability�insurance�matter�or�a�Federal�workers'�compensation�claim.�

17� ICD�INDICATOR� Code�to�reflect�the�type�of�ICD�diagnosis�codes�submitted�on�the�record.�“0”�=�ICDͲ10ͲCM�diagnoses�codes.�“9”�=�ICDͲ9Ͳ
CM�diagnoses�codes.�Claims�submitted�with�a�CMS�DOI�(Field�12)�on�or�after�October�1,�2015�that�contain�a�ICD�
indicator�of�“9”�or�space�will�be�rejected�with�a�C131�error.��

18Ͳ22� ICD�DIAGNOSIS�CODE�1�Ͳ�5� Complete�entirely�as�at�least�one�set�of�codes.�ICDͲ9ͲCM/ICDͲ10ͲCM�Diagnosis�Code�describing�the�alleged�
injury/illness.�See�the�NGHP�User�Guide�Technical�Information�Chapter�(Section�6.2.5)�for�complete�information.�ICDͲ9�
codes�cannot�begin�with�the�letter�“E”�and�cannot�begin�with�the�letter�“V.”�ICDͲ10�codes�cannot�begin�with�the�letters�
“V”,�“W’,�“X”,�or�“Y.”�Codes�used�here�must�NOT�be�on�the�list�of�Excluded�ICDͲ9/ICDͲ10�Diagnosis�Codes�found�in�
Appendix�I.��
If�there�are�more�diagnosis�codes�relevant�to�a�claim,�then�include�more�codes.��
If�“NOINJ”�is�submitted�in�Field�15,�then�“NOINJ”�must�be�submitted�in�Field�18;�relevant�to�loss�of�consortium�claim�
reporting.��

64� REPRESENTATIVE�TYPE� Indicate�the�type�of�representative�that�the�Alleged�Injured�Party�has.�Select�from�the�options�provided:���
A�=�Attorney�G�=�Guardian/Conservator�P�=�Power�of�Attorney�O=�Other.�If�Alleged�Injured�Party�has�more�than�one�
representative,�provide�attorney�information,�if�available.�

65� REPRESENTATIVE�LAST�
NAME�

Provide�Last�Name�of�Representative.�

66� REPRESENTATIVE�FIRST�
NAME�

Provide�First�Name�of�Representative.�

67� REPRESENTATIVE�FIRM�
NAME�

Provide�the�Name�of�the�Representative's�Firm.�

68� TIN/EIN,�IF�FIRM/ENTITY;�
SOCIAL�SECURITY�NUMBER�
IF�INDIVIDUAL�

Provide�Alleged�Injury�Party's�Representative's�Federal�Tax�Identification�Number�(TIN).�If�representative�is�part�of�a�
firm,�supply�the�firm's�Employer�Identification�Number�(EIN),�otherwise�supply�the�representative's�Social�Security�
Number�(SSN).�

69Ͳ70� MAILING�ADDRESS� Provide�mailing�address�for�the�alleged�injured�party's�representative�named�above.�
71� CITY� Provide�mailing�address�city�for�the�alleged�injured�party's�representative�named�above.�
72� STATE� Provide�mailing�address�state�for�the�alleged�injured�party's�representative�named�above�

73Ͳ74� ZIP�CODE�+4� Provide�mailing�address�zip�code�for�the�alleged�injured�party's�representative�named�above.�IncludeZip+4�code�if�
known;�if�not�known�enter�0000.�

75� PHONE� Provide�telephone�number�of�alleged�injured�party's�representative.�
76� PHONE�EXTENSION,�IF�ANY� Provide�telephone�extension�of�alleged�injured�party's�representative,�if�extension�is�available.�
81� AMOUNT�OF�SETTLEMENT� Provide�total�amount�of�Settlement��
84� CLAIMANT’S�RELATIONSHIP�

TO�ALLEGED�INJURED�PARTY�
Indicate�relationship�of�the�claimant�to�the�alleged�injured�party/Medicare�beneficiary�by�selecting�from�the�options�
provided:�E�=�Estate,�individual�Name�Provided�F�=�Family�Member,�Individual�Name�Provided��
O�=�Other,�Individual�Name�Provided�X�=�Estate,�Entity�Name�Provided�(e.g.�"The�Estate�of�John�Doe"),�Y�=�Family,�Entity�
Name�Provided�(e.g.�"The�Family�of�John�Doe")�Z�=�Other,�Entity�Name�Provided�(e.g.�"The�Trust�of�John�Doe")�Blank�=�
Not�applicable�(rest�of�the�section�will�be�ignored)��

85� TIN/EIN,�IF�ENTITY;�SOCIAL�
SECURITY�NUMBER,�IF�
INDIVIDUAL�

Provide�Claimant's�Social�Security�Number�(SSN)�if�individual�or�Federal�Tax�Identification�Number�(TIN)/Employer�
Identification�Number�(EIN)�if�claimant�is�an�entity.�

86� CLAIMANT�LAST�NAME� If�claimant�is�an�individual�(claimant�relationship�is�'E','F',�or�'O'),�provide�last�name.�
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��

���87� CLAIMANT�FIRST�NAME� If�claimant�is�an�individual�(claimant�relationship�is�'E','F',�or�'O'),�provide�first�name.�
88� CLAIMANT�MIDDLE�INITIAL� If�claimant�is�an�individual�(claimant�relationship�is�'E','F',�or�'O'),�provide�middle�initial.�
89� CLAIMANT�

ENTITY/ORGANIZATION�
NAME�

If�claimant�is�an�entity�or�organization�(claimant�relationship�is�'X',�'Y',�or�'Z'),�provide�entity�name;�e.g.�"The�Estate�of�
John�Doe",�"The�Family�of�John�Doe",�"The�Trust�of�John�Doe",�etc.�

90Ͳ91� MAILING�ADDRESS� Provide�mailing�address�for�claimant.�
92� CITY� Provide�mailing�address�city�of�the�claimant.�
93� STATE� Provide�mailing�address�state�of�the�claimant.�

94Ͳ95� ZIP�CODE�+4� Provide�mailing�address�zip�code�for�the�claimant.�Include�Zip�+4�code�if�available.�
96� PHONE� Provide�telephone�number�of�the�claimant�
97� PHONE�EXTENSION,�IF�ANY� Provide�telephone�extension�of�claimant,�if�extension�is�available.�
99� CLAIMANT�1’s�

REPRESENTATIVE�TYPE�
Indicate�the�type�of�representative�the�claimant�has�by�selecting�from�the�option�types�provided:�
A�=�Attorney�G�=�Guardian/Conservator�P�=�Power�of�Attorney�O�=�Other�Blank�=�Not�applicable�(rest�of�the�section�will�
be�ignored�

100� C1�REPRESENTATIVE�LAST�
NAME�

Provide�the�last�name�of�representative�for�Claimant�1.��

101� C1�REPRESENTATIVE�FIRST�
NAME�

Provide�the�first�name�of�representative�for�Claimant�1.�

102� C1�REPRESENTATIVE’S�
NAME�

Provide�law�firm�name�of�representative�for�Claimant�1.��

103� C1�REPRESENTATIVE’S�TIN� Provide�TIN�of�law�firm�of�representative�for�Claimant�1.�
104Ͳ
105�

C1�REPRESENTATIVE’S�
MAILING�ADDRESS�

Provide�mailing�address�of�representative�for�Claimant�1.�

106� C1�REPRESENTATIVE’S�CITY� Provide�mailing�address�city�of�representative�for�Claimant�1.�
107� C1�REPRESENTATIVE’S�

STATE�
Provide�mailing�address�state�of�representative�for�Claimant�1.�

108Ͳ
109�

C1�REPRESENTATIVE’S�ZIP�
CODE�+4�

Provide�mailing�address�zip�code�of�representative�for�Claimant�1.�

110� C1�REPRESENTATIVE’S�
PHONE�

Provide�telephone�extension�of�C1’s�representative.�

111� C1�REPRESENTATIVE’S�
EXTENSION,�IF�ANY�

Provide�telephone�extension�of�C1’s�representative.��

�
Section�AͲLOC� LOSS�OF�CONSORTIUM�PLAINTIFF�INFORMATION�
� THIS�SECTION�MUST�BE�COMPLETED�ONLY�IF�THE�NONͲEXPOSED�PLAINTIFF(S)�ALLEGES�LOSS�OF�

CONSORTIUM,�IS�MEDICARE�ELIGIBLE�AND�EFFECTIVELY�RELEASES�MEDICAL�CARE/TREATMENT�PROVIDE�
ESTATE�INFORMATION�IN�SECTION�D�

�
Field#� Field�Name� Definition:�
4ͲLOC� MEDICARE�CLAIM�NUMBER�

(HICN)�
Provide�Alleged�Loss�of�Consortium�Plaintiffs�Medicare�Health�Insurance�Claim�Number�(if�one�has�been�issued).�This�
number�can�be�found�on�Medicare�Card�if�available.�

5� SOCIAL�SECURITY�NUMBER� Provide�Alleged�Loss�of�Consortium�Plaintiffs�Social�Security�Number�if�Medicare�Claim�Number�(HICN)�is�not�available.�
6� LAST�NAME� Provide�Alleged�Loss�of�Consortium�Plaintiff's�last�name�EXACTLY�AS�IT�APPEARS�ON�SOCIAL�SECURITY�CARD�or�

Medicare�Card�if�available.�
7� FIRST�NAME� Provide�Alleged�Loss�of�Consortium�Plaintiffs�first�name�EXACTLY�AS�IT�APPEARS�ON�SOCIAL�SECURITY�CARD�or�

Medicare�Card�if�available.�
8� MIDDLE�INITIAL�� Provide�Alleged�Loss�of�Consortium�Plaintiffs�middle�initial�EXACTLY�AS�IT�APPEARS�ON�SOCIAL�SECURITY�CARD��or�

Medicare�Card�if�available.�
9� GENDER� Provide�Alleged�Loss�of�Consortium�Plaintiffs�gender�by�selecting�MALE�or�FEMALE.�
10� DATE�OF�BIRTH� Provide�Alleged�Loss�of�Consortium�Plaintiffs�Date�of�Birth.�
� DECEASED?� Indicate�if�the�Alleged�Injured�Party�is�deceased�by�selecting�YES�or�NO.�
� DATE�OF�DEATH� Provide�the�date�the�Alleged�Injured�Party�deceased.�

15� OPTIONAL�FIELD�
ALLEGED�CAUSE�OF�INJURY,�
ILLNESS�OR�INCIDENT��

ICDͲ9ͲCM/JCDͲ10ͲCM�(International�Classification�of�Diseases,�Ninth/Tenth�Revision,�Clinical�Modification)�External�
Cause�of�Injury�Code�describing�the�alleged�cause�of�injury/illness.�See�the�NGHP�User�Guide�Technical�Information�
Chapter�(Section�6.2.5)�for�complete�information.�In�this�field�only,�an�ICDͲ9�code�must�begin�with�the�letter�"E,"�and�an�
ICDͲ10�code�must�begin�with�'V,"�'W.''�"X,"�or�"Y."�Codes�in�this�field�must�NOT�be�on�the�list�of�Excluded�ICDͲ9/ICDͲ10�
Diagnosis�Codes�found�in�Appendix�I.�If�"NOINJ"�is�submitted�in�Field�15,�then�"NOINJ"�must�be�submitted�in�Field�18;�
relevant�to�loss�of�consortium�claim�reporting.�

18� ICD�DIAGNOSIS�CODE�1�� ICDͲ9ͲCM/ICDͲ10ͲCM�Diagnosis�Code�describing�the�alleged�injury/illness.�See�the�NGHP�User�Guide�Technical�
Information�Chapter�(Section�6.2.5)�for�complete�information.�ICDͲ9�codes�cannot�begin�with�the�letter�"E"�and�cannot�
begin�with�the�letter�"V."�ICDͲ10�codes�cannot�begin�with�the�letters�"V,"�'W,"�"X,"�or�"Y."�Codes�used�here�must�NOT�be�
on�the�list�of�Excluded�ICDͲ9/ICDͲ10�Diagnosis�Codes�found�in�Appendix�I.�If�there�are�more�diagnosis�codes�relevant�to�
a�claim,�then�include�more�codes�on�additional�paper.�If�"NOINJ"�is�submitted�in�Field�15,�then�"NOINJ"�must�be�
submitted�in�Field�18;�relevant�to�loss�of�consortium�claim�reporting.�

�

L0DQDJH���������Y���


