
 

 

 In 1971 when I was born, about 10% of the U.S. population was over the age of 65.  Forty 

years later, it’s a little over 13%.  In 2036, when I’m 65, it will be around 21%.  I don’t know how long 

you all intend to represent injured people, but over the next 25 years roughly 1 in 5 of our clients is 

likely to be on Medicare. 

MEDICARE BEFORE SETTLEMENT: 
 
THE CHECKLIST 
 

The following is a checklist that I’ve developed in my firm to take staff through the Medicare 
repayment process. In addition I’ve included the most common forms that everyone will need to get 
through your garden variety Medicare reimbursement claim, along with helps and hints to understand 
what to do and when. 
 

General Rules to live by: 
 
• Always fax or email documents – they are responded to more quickly than mailed ones. 
• Always take notes of conversations with representatives – you will rely on them later. 
• Always be patient and long-suffering with the representatives – confrontation will never help you. 
• Always be early – waiting will increase your turn-around time. 
• Always check http://go.cms.gov/cobro when you have a question or for updates to this process. 
 

 
 
 



 

 
STEP 1 

 
Identifying Medicare 

 
To begin your inquiry, all clients complete this form at intake: 
 
a. Medicare Information Collection form [Form A] 

 
This form helps you determine whether your client is eligible for Medicare.  It is sent to all 

insurers who are paying or may pay any benefits for your client’s loss (PIP, Health, Liability, UIM), 
regardless of whether your client is eligible for Medicare or not.  Send Form A along with your letter of 
representation to all payers and potential payers of benefits to your client. 

 
If they are eligible, then you have more inquiry to do.  What type of Medicare plan are they 

using? 
 

 
Medicare Advantage (Part C): The rest of this checklist is not for you.  Medicare Advantage 

plans are administered through private health care companies, much like employer ERISA health 
plans are.  The plans administer Medicare dollars through their existing network, and because of that, 
the plans handle their own reimbursement. 

 
Traditional Medicare (Parts A&B): If the client is using traditional Medicare, continue on.  
 

 
Clients on Traditional Medicare must complete these additional two forms at intake: 
 
b. Proof of Representation form [Form B]: This form is your authorization to speak with 

Medicare.  It has been created using their model language and is necessary to do anything more than 
report the claim.  It should be sent out as soon as you obtain the Case ID number which arrives with 
the Rights and Responsibilities letter (below). 

 
c. Authorization to Register and/or Access MyMedicare.gov Profile form [Form C]: This 

form ensures that you have your client’s permission to access their Medicare profile via the internet at 
www.mymedicare.gov.  Like most health plans, Medicare gives its beneficiaries access to their claims 
history via the web.  Most of your clients will not have signed up for this access, so this form gives 
you permission to do it for them.  To do so, you must have their correct Medicare information from 
their Medicare card as well as the address where Medicare mails them things. 
 

 
STEP 2 

 
Notifying Medicare of the Claim 

 
Contact the Benefits Coordination & Recovery Center (BCRC) office to report your client’s injury 
claim. Be prepared to provide them with: 
 
Beneficiary Information: 
 

•Full Name 



 

•Medicare Health Insurance Claim Number (HICN) 
•Gender and Date of Birth 
•Complete Address and Phone Number 

 
Case Information: 
 

•Date of Injury/Accident, or Date of First Exposure, Ingestion or Implant 
•Description of Alleged Injury, Illness or Harm 
•Type of Claim (Liability Insurance, No-Fault Insurance, Workers’ Compensation) 
•Insurer or Workers’ Compensation Name and Address 

 
Attorney Information: 
 

•Attorney or Law Firm Name 
•Complete Address and Phone Number 

 
a.  By Telephone: 1-800-999-1118; Hours of Operation: Monday –Friday 8am-8pm(ET); or 

 
b. By Mail - MEDICARE– Benefits Coordination & Recovery Center; P.O. Box 138832; 

Oklahoma City, OK, 73113  
 
(So, why is b. lined out? Because mail gets answered after phone calls. Time is important in 
this process. If phones are too new-fangled for you and you find joy in reporting by mail, then 
you deserve to wait.) 
 

 
STEP 3 

 
Rights and Responsibilities Letter/Conditional Payments Ledger 

 
Within 30 days you should receive the Rights and Responsibilities letter.  
 
On this letter, the most important information is the 15 digit Case ID number (sometimes referred to 
as the ReMas number).  This Case ID is what you will use on everything that you send to the BCRC 
from now on.  It routes whatever you send to the right person/place. 
 
OPTION #1 (Old School Paper Driven Version) 
 
Within 65 days of the issuance of the Rights and Responsibilities letter, you will receive the 
Conditional Payments letter. This letter should be accompanied by a ledger of those costs that 
Medicare considers claim related, if Medicare has identified anything claim related. Immediately begin 
an audit of client’s claim related billings and reconcile with Conditional Payments ledger. 
 

a. If treatment which is not claim related is found in the ledger, immediately fax a response to 
the BCRC (Fx. 405-869-3309) which includes: 
 

i. Letter explaining which dates of service, along with corresponding CPT codes, 
are not claim related. 

ii. Copies of chart notes supporting position that treatment was not claim related, or 
medical report supporting such. 



 

iii. Copy of the Conditional Payments ledger with notations next to those entries 
which are not claim related. 
 

b. Fax the BCRC the client’s signed Proof of Representation [Form B]. 
c. Register/Access your client’s MyMedicare.gov online profile. 

 
i. Go to www.mymedicare.gov. 

 

 
 

ii. If your client already has a profile, refer to the authorization you had your client 
sign, to login to their account. 

iii. If your client does not have a MyMedicare.gov account, create one for them. 
iv. Once logged in, look for the MSP tab along the top edge of the website. 

a. This tab is usually the last one on the right. 
 





 

Wait about two days and check back in.  At this point, you should be able to access your client’s 
conditional payments ledger online (if Medicare has identified any claim related payments), as well as 
dispute those charges that are not in line with your audit. 

 
STEP 4 

 
The moment you have a firm settlement or verdict amount: 
 

a. Fax the BCRC a completed Final Settlement Detail [Form D], or submit via the MSPRP. 
b. Two weeks after faxing/submitting the Final Settlement Detail, begin calling the BCRC once 

every week to check on the status of its receipt of the Final Settlement Detail and the return 
of the Final Demand letter. The automated phone system can update you on receipt of 
your Final Settlement Detail as well as the date the Demand Letter was sent as well as the 
amount of the Demand. 

c. Upon receipt of the Final Demand letter you may issue payment to Medicare. 
i. Medicare will not sign a release or satisfaction of subrogation. Use the cover 

sheet that you have used with all of your other correspondence and make 
sure the box labeled “check” is checked. 

ii. Any attempt to bind Medicare with a letter that states, “this is full and final 
payment,” will be responded to that Medicare can collect conditional 
payments at any time up through the SOL. Don’t try it. 

iii. Medicare must receive payment or a request for an appeal within 60 days of 
the issuance of the Demand Letter. 

 
SPECIAL CIRCUMSTANCES 

 
Requests for Waivers or Reductions 
 

If you know that your settlement will be a deficiency (more medical bills than insurance 
coverage) or you face a contributory negligence defense (your client shares fault), Medicare will 
typically not reduce its claim. Medicare may reduce its claim if your client can demonstrate that the 
injuring event that the claim is based on put them into financial hardship. 

i. Complete the Request for Waiver [Form E] as soon as this circumstance becomes 
apparent, and provide sufficient evidence of the financial hardship for Medicare to consider. 
This process is not short, so start it as soon as you are aware of the need to request the 
reduction or waiver. 

 
Appealing the Final Demand 
 

If you disagree with the amount that the BCRC is claiming your client owes back to Medicare, 
follow the procedures outlined in the Final Demand letter. Pay attention to deadlines and keep in mind 
that Medicare will charge interest on any unpaid balance your client actually owes to Medicare after 
the 60 days past Final Demand are up. If you know that your client owes Medicare some part of what 
it’s claiming, it may be prudent to pay it as an “undisputed amount” to mitigate interest penalties. 
 
Late notification to Medicare regarding claim 
 

If you discover payments made by Medicare close to or at the time of settlement (or you are 
REALLY lazy), then Medicare does have an expedited process to determine what your client owes it. 
Keep in mind, however, that time frames for objecting to non-claim related items are short and if you 







 

 
 

 
 
 
Once received and approved by CMS, you will be send a letter in the mail with your account number, 
and a PIN. You need those two pieces of information to set up your profile. 
 



 

 
 
As you can see, now it is asking for the email address of the Account Manager. The account 
manager can be you, if you are the one at your firm that deals with all of your subrogated interests. If 
not, this is the perfect time to pass the buck, because the Account Manager can be different from the 
Representative. 
 
Following the entry of the Account Manager’s information, you choose a username and a password, 
which operates like any other website where you have to login. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
Here is the welcome screen once you’ve logged in. Spectacular, no? CMS is not into pleasing the 
eye, so get used to the textual interface. 
 
On the right, you will notice links that let you update your representative and Account Manager’s 
information, passwords, view account activity, set up Designees, etc. At the bottom of the page, you 
will see two links: Request Case Access, and Case Listing. There will not be any cases in the listing, 
until you have added at least one under the Request Case Access tab, so go there first. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
To get Case Access, you need four pieces of information: Case ID (from the Rights and Resp. letter), 
Medicare number or SSN, client’s last name, and date of birth. With that, the case will be listed on 
your 
Case Listings page. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
By clicking on one of the cases that you’ve added, you will be taken to your client’s profile page. This 
is the page that you will use most often with this tool. 
 

 
 
Only the client’s last name, last 4 of their Medicare number, and their birthdate are used to identify 
the beneficiary. From this screen, you will see below the client’s name that an authorization has been 
filed with the MSPRP for this client, which makes certain tasks below the identification pane available, 
such as requesting an update of the conditional payment amount. Requesting a ledger is not 
available, however, because Medicare has not found any conditional payments for her. 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
If we look at a different client, we can see that there is a balance owed, but there are still some tasks 
that have not been made available because the Proof of Representation has been received, but not 
verified. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
Designees 
 
Within the portal, you can assign different staff to monitor particular clients. First they must be added 
by clicking on the Designee Maintenance link from the Welcome screen after login. Once added, by 
clicking on Case Listing, you can added one or more designees to each client by clicking on the 
Manage Access link next to their entry on the Cases listing. 
 

 
 
Getting help 
 
The help desk for this application is called the EDI Help Desk Department. Their phone number and 
email address is on the Contact Us link on the login page. I have emailed them on three different 

occasions, and have received follow‐up phone calls within 24 hours, which is industry standard and 
pretty good. 
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Section III  
 
__________________________________________  _________________________________  
Claimant Name (Please Print)     Claim Number  
 
For the reason(s) listed below, I have not provided the information requested. I understand that if I am a 
Medicare beneficiary and I do not provide the requested information, I may be violating obligations as a 
beneficiary to assist Medicare in coordinating benefits to pay my claims correctly and promptly. 
 
Reason(s) for Refusal to Provide Requested Information: 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
 
__________________________________________ _________________________________  
Signature of Person Completing This Form   Date 
 



 NGHP 
P.O. Box 138832  |  Oklahoma City, OK 73113  |  Fax: (405) 869-3309 

    F  RE NTPROOF OF REPRESENTATION    

This document is to inform the Centers for Medicare & Medicaid Services 
(CMS) that the below-named Medicare Beneficiary has given another individual 
the authority to represent and act on his or her behalf with respect to a claim for 
l iabil i ty insurance, or workers’ compensation, including releasing identi f iable 
health information or resolving any potential recovery claim that Medicare may 
have if there is a settlement, judgment, award or other payment. 

T e  n a iT e  n a iType of RepresentativType of Representativ  e  o ) e  o )e (Check one)e (Check one)::::    

⎕⎕ Attorney    

⎕⎕ Guardian 

⎕⎕ Conservator 

⎕⎕ Power of Attorney 

⎕⎕ Other Individual (Non-Attorney) 

re t t ve C t n r ire t t ve C t n r iRepresentative Contact Information:Representative Contact Information:    Name:         Relationship to Medicare Beneficiary:     Firm Name:        Address:                 Telephone:        

    
  Me ca  f ciMedicare Beneficiary: (Must match information on Beneficiary’s Medicare Card) 

Name:     

HIC Number:    

 Date of Loss:        

   B r  g a rBeneficiary Signature:        DDate:     RR aepresentative    rgSignature:       DDate:    
Form B



Authorization to Access MyMedicare.Gov Profile 

 

I, __________________________, authorize the ________________ Law Firm to access my 
“MyMedicare.Gov” profile to obtain information necessary for their representation of me.  
This authorization expires upon the fulfillment or termination of my client agreement with 
the ________________ Law Firm. 

 

            
Signature       Date 

⎕ I already have a MyMedicare.Gov profile, and provide below the current username 

and password. 

Username:        

Password:        

 

⎕ I do not currently have a MyMedicare.Gov profile, but authorize the ___________ 

Law Firm to create one for me. 

 

Form C



 
                                                                 
 

Final Settlement Detail Document 
Beneficiary Name:  
Medicare Number:  
Date of Incident: 

When a beneficiary receives a settlement, judgment, award, or other payment, Medicare is entitled 
to recover associated payments made by the Medicare program. If certain conditions are met, 
Medicare reduces its conditional payment to take into account a proportionate share of the costs 
incurred in resolving the beneficiary’s claim. See 42 C.F.R. 411.37. In general, the recovery 
demand must be against the individual or entity that received payment, the costs must have been 
incurred because the matter was disputed, and the costs must be paid by the individual or entity 
against whom/which Medicare seeks recovery. There is no proportionate reduction if payment is 
not in dispute – for example a payment for no-fault insurance. 

In order for Medicare to properly calculate the net refund it is due, please supply the information 
outlined below. This information will also be used to update the beneficiary’s records to show 
resolution of this matter.  If you have a representative, this information should be submitted by your 
representative on his/her letterhead. 

Total Amount of the Settlement:  
Total Amount of Med-Pay or PIP: 
Attorney Fee Amount Paid by the Beneficiary: 
Additional Procurement Expenses Paid by the Beneficiary:    

(Please submit an itemized listing of these expenses) 
Date the Case Was Settled:   /  /   
This information should be submitted along with a copy of this notice to: 

Benefits Coordination & Recovery Center  
NGHP 

Post Office Box 138832 
Oklahoma City, OK 73113 

If you have any questions concerning this matter, please call the Benefits Coordination & Recovery 
Center (BCRC) at 1-855-798-2627 (TTY/TDD: 1-855-797-2627 for the hearing and speech 
impaired) or you may contact us in writing at the address above.  If you contact us in writing, 
please be sure to include the beneficiary's name and his/her Medicare health insurance claim 
number. 

Form D



Form E







SHOW THE INCOME (Interest, dividends)

EARNED EACH MONTH. (If none

explain in spaces below) If paid

quarterly, divide by 3.

TOTALS

16.
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14.

Members Of Household

Assets-Things You Have And Own

15.
A. How much money do you and any person(s) listed in question 14 above have

as cash on hand, in a checking account, or otherwise readily available?

B. Does your name, or that of any other member of your household appear,

either alone or with any other person, on any of the following?

TYPE OF ASSET OWNER

SAVINGS (Bank, Savings and

Loan, Credit Union)

BALANCE
OR VALUE

CERTIFICATES OF DEPOSIT (CD)

INDIVIDUAL RETIREMENT ACCOUNT (IRA)

MONEY OR MUTUAL FUNDS

BONDS, STOCKS

TRUST FUND

CHECKING ACCOUNT

OTHER (EXPLAIN)

Enter the "Per Month" total on line

(k) of question 19.

OWNER YEAR, MAKE/MODEL PRESENT
VALUE

LOAN BALANCE
(if any)

MAIN PURPOSE FOR USE

B. If you or a member of your household own any real estate (buildings or land), OTHER than where

you live, or own or have an interest in, any business, property, or valuables, describe below.

OWNER DESCRIPTION MARKET
VALUE

LOAN BALANCE
(if any)

USAGE-INCOME
(rent etc.)

A. If you or a member of your household own a car, (other than the family vehicle), van, truck,

camper, motorcycle, or any other vehicle or a boat, list below.

PER MONTH

$

$

$

$

$

$

$

$

$

$

$

$

$

$

$

$

$

$

$

$ $

$

$

$

$

$

$

$

$

$

$

$

$

$

$

List any person (child, parent, friend, etc.) who depends on you for support AND who lives with you.

NAME AGE RELATIONSHIP (If none, explain why the person is dependent on you)
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$ PER MONTH

MONTHLY HOUSEHOLD EXPENSES

If the expense is paid weekly or every 2 weeks, read the instruction at top of Page 5. Do NOT list an expense that is

withheld from income (Such as Medical Insurance). Only take home pay is used to figure income.

20. A. Rent or Mortgage (If mortgage payment includes property or other local taxes,
insurance, etc. DO NOT list again below.

SSA
USE

ONLY

C. Utilities (Gas, electric, telephone)

D. Other Heating/Cooking Fuel (Oil, propane, coal, wood, etc.)

E. Clothing

G. Property Tax (State and local)

H. Other taxes or fees related to your home (trash collection, water-sewer fees)

I. Insurance (Life, health, fire, homeowner, renter, car, and any other casualty or liability
policies)

J. Medical-Dental (After amount, if any, paid by insurance)

L. Other transportation

M. Church-charity cash donations

N. Loan, credit, lay-away payments (If payment amount is optional, show minimum)

O. Support to someone NOT in household (Show name, age, relationship (if any) and
address)

P. Any expense not shown above (Specify)

EXPENSE REMARKS Also explain any unusual or very
large expenses, such as medical, college, etc.)

K. Car operation and maintenance (Show any car loan payment in (N) below)

TOTAL

Show "CC" as the expense amount if the expense (such as clothing)

is part of CREDIT CARD EXPENSE SHOWN ON LINE (F).

B. Food (Groceries (include the value of food stamps) and food at restaurants, work, etc.)

F. Credit Card Payments (show minimum monthly payment allowed)

$





ADDRESS (Number and street, City, State, and ZIP Code)

CITY AND STATE ZIP CODE

SIGNATURE OF WITNESS

ADDRESS (Number and street, City, State, and ZIP Code)

SIGNATURE OF WITNESS

Witnesses are required ONLY if this statement has been signed by mark (X) above. If signed by mark (X), two
witnesses to the signing who know the individual must sign below, giving their full addresses.

(REMARKS SPACE (Continued)

About the Privacy Act

The Social Security Act (Sections 204, 1631(b), and 1870) and

the Federal Coal Mine Health and Safety Act of 1969 allow us to

collect the facts on this form. This form is voluntary. However, if

you do not give us the facts we ask for, we may not be able to

approve your waiver request. If we cannot collect the

overpayment, we may ask the Justice Department to collect it.

Sometimes the law requires us to give out the facts on this form

without your consent. We must give these facts to another person

or government agency if Federal law requires that we do so or to

do the research and audits needed to monitor and improve the

programs we manage.

We may also give these facts to the Justice Department to

investigate and prosecute violations of the Social Security Act or

we may use the facts in computer matching programs. Matching

programs compare our records with those of other Federal, State,

or local government agencies. All the Agencies may use matching

programs to find or prove that a person qualifies for benefits paid

for or managed by the Federal government. Another use is to

identify and collect overpayments or to collect overdue loans

under these benefits programs.
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Explanations about these and other reasons why information you

provide us may be used or given out are available in Social

Security offices. If you want to learn more about this, contact any

Social Security office.

Paperwork Reduction Act Statement - This information

collection meets the requirements of 44 U.S.C. § 3507, as

amended by section 2 of the Paperwork Reduction Act of 1995.

You do not need to answer these questions unless we display a

valid Office of Management and Budget control number. We

estimate that it will take about 2 hours to read the instructions,

gather the facts, and answer the questions. SEND OR BRING

THE COMPLETED FORM TO YOUR LOCAL SOCIAL

SECURITY OFFICE. The office is listed underU. S.

Government agencies in your telephone directory or you may

call Social Security at 1-800-772-1213. You may send

comments on our time estimate above to: SSA, 6401 Security

Blvd.,Baltimore,MD21235-6401. Send only comments relating
to our time estimate to this address, not the completed form.

PENALTY CLAUSE, CERTIFICATION AND PRIVACY ACT STATEMENT

I declare under penalty of perjury that I have examined all the information on this form, and on any accompanying

statements or forms, and it is true and correct to the best of my knowledge. I understand that anyone who knowingly

gives a false or misleading statement about a material fact in this information, or causes someone else to do so,

commits a crime and may be sent to prison, or may face other penalties, or both.

ENTER NAME OF COUNTY (IF ANY) IN WHICH YOU
NOW LIVE    -    

SIGNATURE (First name, middle initial, last name) (Write ink)  DATE (Month, Day, Year)

(   )    -    
HOME TELEPHONE NUMBER (Include area code)

WORK TELEPHONE NUMBER IF WE MAY CALL YOU AT
WORK (Include area code)

(   )    -    
MAILING ADDRESS (Number and street, Apt. No., P.O. Box, or Rural Route)

SIGNATURE OF OVERPAID PERSON OR REPRESENTATIVE PAYEE

SIGN

HERE




