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Figure 2-1-A-3 DD Form 2642 (Continued)
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Figure 2-1-A-4 Suggested Letter Informing The Beneficiary or 

Participating Provider of The Transfer of Claim(s) to 
the Correct Contractor

 

Dear _________:

Your claim(s) for TRICARE benefits has/have been forwarded to ________________, 
the contractor having jurisdiction for the area where your services or supplies were 
provided. Any questions should be directed to:

(Name, Address, and Telephone Number of the Contractor responsible for 
processing the claim(s)) 

Your claim(s) for TRICARE benefits has/have been forwarded to ________________, 
the contractor having jurisdiction for the area of your residence. Any questions should be 
directed to:

(Name, Address, and Telephone Number of the Contractor responsible for 
processing the claim(s)) 

Sincerely, 

Date of Notice and Transfer: 
Beneficiary Name: 
Sponsor's Name: 
Social Security Number:
Provider's Name and Address: 
Dates of Service: 
2.1.A-5 C-139, May 19, 1999
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Figure 2-1-A-5 Suggested Letter Informing the Beneficiary of the 

Transfer of Part(s) of Claim(s) to the Correct 
Contractor

 

Dear _________:

Your claim for multiple providers has been received by our office. The services or 
supplies provided within our contract jurisdiction are being processed.

The remainder of the services or supplies on the claim have been forwarded to 
______________, the contractor responsible for the area where the services were provided. 
Since more than one contractor will be processing your claim simultaneously, there is a 
possibility an excess deductible will be applied. If this occurs, request an adjustment from 
the processor applying the excess deductible. Include copies of the relevant Explanations 
of Benefits with your request. Any questions should be directed to:

(Name(s), Address(es), and Telephone Number(s) of the Contractor(s)) 

Sincerely, 

Date of Notice and Transfer: 
Beneficiary Name: 
Sponsor's Name: 
Social Security Number:
Provider's Name and Address: 
Dates of Service: 
2.1.A-6C-139, May 19, 1999
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Figure 2-1-A-6 Suggested Letter Informing the Claimant that Claim 

for Active Duty Member has been Forwarded to the 
Appropriate Uniformed Service

 

Dear______________: 

TRICARE is a medical benefits program provided by the Federal Government to 
help pay for civilian medical care provided to spouses and children of active duty 
Uniformed Services personnel, to retirees and their spouses and children, and to spouses 
and children of deceased active duty and deceased retired personnel. An active duty 
member is not eligible for benefits under TRICARE.

Billings for civilian medical care provided to active duty members are the 
responsibility of the appropriate Uniformed Services. We have forwarded your claim to the 
address listed below. Any further questions concerning your claim should be directed to 
them.

 

Sincerely,

cc:
(Active duty service member
if claimant is the provider.)

Date of Notice and Transfer: 
2.1.A-7 C-139, May 19, 1999
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Figure 2-1-A-7 Verification of Eligibility, CHAMPUS Form 88R
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Figure 2-1-A-8 Provider's Notarized Facsimile or Stamp Signature 

Authorization

 

____________________________________ being first duly sworn, deposes and says: I 
hereby authorize the Contractor for TRICARE in the State of to accept my facsimile or 
stamp signature shown below

(Facsimile, stamp or computer generated signature as it will appear on the 
claim form.) 

as my true signature for all purposes under TRICARE in the same manner as if it were my 
actual signature, including my agreeing to abide by the TRICARE payment system 
concept and the remainder of the certification normally signed by the source of care as it 
appears on all TRICARE claim forms. 

Signature

State of )
) ss

County of )

Subscribed and sworn to before me this _____________ day of ___________ 19___.

Notary Public in and for

____________County, State of _____________________

(SEAL)

My Commission expires_________________________________ 
2.1.A-9 C-139, May 19, 1999
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Figure 2-1-A-9 Provider's Notarized Signature Authorization

 

Know all persons by these presents:

That I, __________________________ have made, constituted and appointed and by 
these presents do make constitute and appoint ______________________ my true and lawful 
attorney-in-fact for me and in my name place and stead to sign my name on claims, for 
payment for services provided by me submitted to TRICARE. My signature by my said 
attorney-in-fact includes my agreement to abide by the TRICARE payment system concept 
and the remainder of the certification appearing on all TRICARE claims forms. I hereby 
ratify and confirm all that my said attorney-in-fact shall lawfully do or cause to be done 
by virtue of the power granted herein. 

In witness whereof I have hereunto set my hand this _________day of 
__________________ 19___.

Signature

Subscribed and sworn to before me this _____________ day of ___________19_____.

_________________________________________________
Notary Public in and for

____________County, State of ____________________
(SEAL) 

My Commission expires_________________________________ 

State of )
) ss

County of )
2.1.A-10C-139, May 19, 1999
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Figure 2-1-A-10 Nonavailability Statement, DD Form 1251
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Figure 2-1-A-10 Nonavailability Statement, DD Form 1251

 (Continued)
2.1.A-12C-139, May 19, 1999



Claims Processing Procedures

OPM Part Two

Chapter

1

Figure 2-1-A-11 Reserved
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Figure 2-1-A-12 Abortion Denial Notice to the Beneficiary and 

Participating Provider

Dear _________:

The Congress has prohibited TRICARE coverage of abortion service, except where 
the life of the mother would be endangered if the fetus were carried to term. 

The legislation which limits abortion coverage applies two different effective dates 
to groups of TRICARE beneficiaries. For active-duty military dependents, and military 
retirees and their dependents, as well as survivors of deceased military members--except 
for the Coast Guard, the Commissioned Corps of the Public Health Service and the 
National Oceanic and Atmospheric Administration--the limitation is retroactive to 
December 29, 1981. 

For dependents and retired personnel of the Coast Guard, the Commissioned 
Corps of the Public Health Service, and the National Oceanic and Atmospheric 
Administration, the limitation on coverage is retroactive to June 5, 1981.

This means that abortions--except in life-threatening situations--that were 
performed after these effective dates, will not be cost-shared by TRICARE. 

Initial review of the claim(s) gave no indication that the circumstances of the 
abortion would qualify under this exception. Therefore, your claim(s) related to the 
abortion performed on ________________ must be denied.

If you believe the circumstances of the abortion do qualify under the exception, 
you may request a Reconsideration of the denial decision by submitting a written request 
for a Reconsideration to this office within 90 days of the date of this notice. Such request 
must include a copy of this notice and your statement of the matter in dispute along with 
certification from the attending physician that the abortion was performed because the 
woman was suffering from a condition that would have endangered her life if the fetus 
were carried to term. Additional information/documentation which will support your 
claim should be submitted with your request.

Date: 
Sponsor’s Name: 
Beneficiary's Name: 
Type of Service(s):
Date of Service(s): 
Sponsor's SSN: 

PERSONAL

To:
2.1.A-14C-139, May 19, 1999
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If you have any questions concerning the TRICARE abortion policy, you are urged 
to contact your Health Benefits Advisor (located at the nearest Uniformed Services 
medical facility) for more detailed information. You may also contact (Contractor Name 
and Address.)

Sincerely, 

Figure 2-1-A-12 Abortion Denial Notice to the Beneficiary and 
Participating Provider (Continued)
2.1.A-15 C-139, May 19, 1999
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Figure 2-1-A-13 Suggested Format for Information Obtained from 

Existing File Data or by Telephone

THIS DOCUMENT IS TO BE MICROFILMED OR IMAGED AS PART OF THE CLAIM 
RECORD (THIS DOCUMENT MAY ALSO BE MAINTAINED ON AN ELECTRONIC RECORD).

Privacy Act Statement:

In view of the fact that personal information is being requested from you, 
notice is hereby given as required by the Privacy Act of 1974. The 
information is requested and maintained under the authority of Chapter 
55, Title 10, United States Code, Section 3101, Title 44, United States 
Code, and 41 Code of Federal Regulations 101-1100 et seq. The 
information is requested to establish or update information to control or 
process claims for payment. Routinely, the information will be used to 
determine eligibility for TRICARE benefits, review and approve medical 
care as TRICARE benefits, and to determine reasonable charges/costs of 
care to be cost-shared under TRICARE. Disclosure of the information is 
voluntary; however, failure to provide the information will result in denial 
of benefits.

Date Information Obtained: ________________________

Beneficiary Name: ______________________________________________

Sponsor Name: ________________________________________________

Internal Control Number (ICN):   ___________________________________

Source of Development: Existing File Data

Check one block only Name of file or ICN of previously
and complete blank processed claim if data is claim
below that block). specific 

Telephone 

Name of Person Providing Information
 

Type of Claim:

Claim Form 2520 Claim Form 1500 UB-92 Other 

Item Completed                                      (Information Obtained)                                                         

                                                                                                                                             
Initials or Signature of Person
Obtaining Information
2.1.A-16C-139, May 19, 1999
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