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Claims Adjustments And Recoupments

Chapter 10 Addendum A

Figures

FIGURE 10.A-1 SAMPLE LETTER TO BENEFICIARY REGARDING OVERPAYMENT
(RECOUPMENT) (FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is not mandatory.

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
LAST FOUR
DIGITS OF
SSN: (If debtor is the sponsor,

enter sponsor's SSN; if
debtor is not the sponsor,
enter SSN, if known. Leave
blank if debtor's SSN is not
available.)

PRINCIPAL:

ICN:

Dear :

(Use first paragraph only if the recipient has advised the contractor of an
overpayment.) Thank you for your recent notification that this office made an erroneous payment
on claims in your (or Beneficiary's Name) behalf. We appreciate your cooperation in bringing this
matter to our attention. (If the first paragraph is not applicable, use the following introductory
paragraph to the letter;) The purpose of this letter is to inform you that an overpayment may have
been made to you. We are required to provide you with the following information:

On (Date of Check) we sent you a check in the amount of $ for services furnished to
you (or Beneficiary's Name if he/she is under 18 years of age and the letter is being sent to the
sponsor/parent/guardian) by (Name and Address of Provider) on (Dates of Care). This was for
(Type of Service). However, that check represents an overpayment of $

(Insert a paragraph which provides a clear and complete explanation of how the
overpayment arose, how the overpayment was calculated, why it was not correct, and how
the error was discovered.) (If the payment arose as a result of contractor error, the contractor
will add the following sentence at the end of the explanation.) We truly regret any
inconvenience this error may have caused you, and we will make every effort to prevent such errors
from happening in the future.

(Continued from overpayment explanation above.) Since our records indicate that an
overpayment was made, we are required to collect funds which were mistakenly issued from our
accounts. We are also required to collect interest on all delinquent debts. Interest shall begin to
accrue not earlier than 30 days following notice of the overpayment. The interest rate being
assessed is____ % (Enter the rate which would be collected under the Federal Claims Collections
Act or the rate allowed by state law, whichever is lower.) Accrued interest will be waived if this debt
is paid in full within 30 days from the date of this letter. If payment is not made within 30 days,
interest will accrue from the date of this letter.
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FIGURE 10.A-1 SAMPLE LETTER TO BENEFICIARY REGARDING OVERPAYMENT
(RECOUPMENT) (FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)
(CONTINUED)

(If administrative costs will be assessed for expenses in collection of the debt the
debtor must be advised of these charges. Assessment of these charges must be approved by
the TRICARE Management Activity (TMA)).

We are required to annotate your records to enable us to collect an erroneous payment by
offset against current or future TRICARE claims. However, no such offset action will be taken for
thirty days from the date of this letter. Since the possibility of offset against your TRICARE claim
exists, we are also required to provide the following information to you.

You have the right to inspect and copy all records pertaining to this debt. If you believe this
determination regarding your TRICARE coverage is incorrect or dispute the amount of the debt as
calculated above, you have a right to request an administrative review of the indebtedness.

If the recoupment action is being initiated as part of a decision rendered by the
TRICARE appeals and hearings process, do not include the next two sentences. For the
purposes of this recoupment action, your right to an administrative review includes your right to a
“Reconsideration” under the regulation which governs TRICARE appeals (32 CFR 199.10). If you
request an administrative review, you will be advised if you have further appeal rights to TMA.

If you request an administrative review, it must be in writing and be received by this office
within 90 days from the date of this letter. Your request should state specific reasons why you
believe you do not owe this debt. You should also attach any supporting documentation, such as
bookkeeping and medical records, and a copy of this letter.

If you need to request a waiver of this debt based upon an inability to pay, you will be
required to complete a financial affidavit. If it then appears that you are financially unable to make a
full refund at this time, you may be afforded an opportunity to enter into a written agreement for
repayment of the debt. Please note, however, that any payment plan will include an interest charge
at the rate specified above.

Please make your payment, for the total amount shown above, within 30 days in order to
preclude interest and late charges from accruing. Send your check or money order, payable to
TRICARE, to (Name Of Contractor) in the enclosed self-addressed envelope. However, if you do not
believe you owe this debt, please contact us immediately with a request for an administrative
review and include all supporting documentation.

Your cooperation and prompt attention to this matter are very much appreciated.

Sincerely,

(Signature)
(Title)
Enclosure:
Self-addressed envelope
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FIGURE 10.A-2 ILLUSTRATION OF DD FORM 2527 - “STATEMENT OF PERSONAL INJURY - POSSIBLE
THIRD PARTY LIABILITY”

STATEMENT OF PERSONAL INJURY - POSSIBLE THIRD PARTY LIABILITY M No. 07200003
approval expires
TRICARE MANAGEMENT ACTIVITY Aug 31,2015

IF APREADDRESSED ENVELOPE IS NOT ENCLOSED WITH THIS FORM, PLEASE RETURN YOUR COMPLETED

FORM TO EITHER OF THESE LOCATIONS:

(1) THE TRICARE PROCESSOR WHO SENT YOU THE FORM; OR

(2) THE TRICARE CLAIMS PROCESSOR FOR THE STATE/COUNTRY IN WHICH YOU RECEIVED THE

MEDICAL CARE (the Health Benefits Advisor at your nearest military installation can provide you with this address).

The public reporting burden for this collection of information is estimated to average 20 minutes per response, including the time for reviewing
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information.
Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing the burden,
to the Department of Defense, Washington Headquarters Services, Executive Services Directorate, Information Management Division (0720-0003).
Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to any penalty for failing to comply with a
collection of information if it does not display a currently valid OMB control number.

PLEASE DO NOT RETURN YOUR FORM TO THE ABOVE ORGANIZATION.

PRIVACY ACT STATEMENT

AUTHORITY: 10 U.S.C. Chapter 55, Medical and Dental Care; 32 CFR Part 199, Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS); and E.O. 9397 (SSN), as amended.

PRINCIPAL PURPOSE(S): To collect information necessary to determine when third parties may be held liable for medical care
resulting from your injuries and to permit TRICARE to seek recovery for the cost of such care from those parties.

ROUTINE USE(S): Your records may be disclosed outside of DoD on matters relating to eligibility, claims pricing and payment,
fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability, coordination of
benefits, and civil and criminal litigation related to the operation of TRICARE. This includes disclosures to the Departments of Health
and Human Services and Homeland Security consistent with their TRICARE administrative responsibilities, and to the Department
of Veterans Affairs. Your records may also be disclosed to the Internal Revenue Service and private collection agencies in connection
with recoupment claims. Your records may be used and disclosed in accordance with 5 U.S.C. 552a(b) of the Privacy Act of 1974,
as amended, which incorporates the DoD “Blanket Routine Uses” published at
http://dpclo.defense.gov/Privacy/SORNsIndex/BlanketRoutineUses.aspx. Applicable SORN: DTMA 04.

Any protected health information (PHI) in your records may be used and disclosed generally as permitted by the HIPAA Privacy Rule
(45 CFR Parts 160 and 164), as implemented within DoD by DoD 6025.18-R. Permitted uses and disclosures of PHI include, but
are not limited to, treatment, payment, and healthcare operations.

DISCLOSURE: Voluntary. However, your failure to provide information may result in a claims processing delay and/or the denial of
claims.

INSTRUCTIONS

We recently received a claim from you or your medical care provider for medical services required by (you/your family
member) that indicate that the patient may have had an illness or injury related to an accident.

Payment of your claims has been suspended until we receive more information. Your claims, and any related claims
that are subsequently received, will be denied if this form is not completed and returned within 35 days from the date of
this letter.

This information is requested solely for the purpose of processing your TRICARE claim. It has no bearing on any legal
action you may pursue as a result of your injury. All questions you may have concerning possible legal actions should
be referred to an attorney. Do not execute a release or settle any personal injury claim you may have without notice to
a military claims officer.

DD FORM 2527, APR 2013 PREVIOUS EDITION IS OBSOLETE. Page 1 of 2 Pages

3 C-138, January 9, 2015
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FIGURE 10.A-2 ILLUSTRATION OF DD FORM 2527 - “STATEMENT OF PERSONAL INJURY - POSSIBLE
THIRD PARTY LIABILITY”

STATEMENT OF PERSONAL INJURY - POSSIBLE THIRD PARTY LIABILITY
TRICARE MANAGEMENT ACTIVITY

Please fill out this form to permit the United States to recover medical expenses from whoever caused your injury. Processing of
your TRICARE claim will be suspended until you complete and return this form in the attached self-addressed envelope. Address
questions to any Judge Advocate office or call toll free telephone number 1-800- -

SECTION I - GENERAL INFORMATION

1. SPONSOR'’S SOCIAL SECURITY NUMBER: ARMY NAVY AIR FORCE
COAST GUARD USPHS NOAA

2.a. INJURED PATIENT’S NAME:

b. INJURED PATIENT'S ADDRESS: c.  TELEPHONE NUMBER:

3. DATE OF INJURY OCCURRED (YYYYMMDD): APPROXIMATE TIME OF INJURY:
4. LOCALITY AND STATE WHERE INJURY OCCURRED:

SECTION Il - TYPE AND CAUSE OF INJURY

5.  TRAFFIC ACCIDENT. (Give name of at-fault driver and insurance company name. If you were a passenger in the accident vehicle, give
name of driver and driver's insurance company.)

6.  SLIP/FALL, DOG BITE, MISHAP. (Give name of employer, business, municipality, or homeowner where injury occurred.)

7.  EXPLOSION. (Specify type of explosive, name and address of place where injury occurred.)

8. ASSAULT. (Give name(s) of person(s) who assaulted you, and responding police department.)

9.  TOXIC SUBSTANCE. (Specify substance or drug name, and place where the incident occurred.)

10. ON-THE-JOB INJURY. (Give name and address of employer, and cause of injury.)

11. PRODUCT MALFUNCTION. (Give product name and place where the injury occurred.)

12. MEDICAL MALPRACTICE. (Give date you first knew of the malpractice, doctor’s name, and place where the malpractice occurred.)

13. OTHER TYPE AND CAUSE OF INJURY. (Specify.)

SECTION IlI - MISCELLANEOUS
14. LIST OF MILITARY MEDICAL FACILITIES THAT PROVIDED CARE FOR THIS INJURY, AND DATES OF TREATMENT:

15.  HAVE YOU HIRED A LAWYER TO REPRESENT YOU REGARDING THIS INJURY? | YES | | NO

a.  LAWYER'S NAME AND ADDRESS: b.  LAWYER'S TELEPHONE NUMBER:

16. DO YOU HAVE INSURANCE? | YES | | NO

a.  NAME OF INSURANCE PROVIDER(S): b.  INSURANCE TELEPHONE NUMBER(S):

17.  YOURSIGNATURE 18. DATE SIGNED (YYYYMMDD)

DD FORM 2527, APR 2013 Page 2 of 2 Pages

4 C-138, January 9, 2015



TRICARE Operations Manual 6010.56-M, February 1, 2008
Chapter 10, Addendum A
Figures

FIGURE 10.A-3 SAMPLE LIABILITY QUESTIONNAIRE TRANSMITTAL LETTER

Note: To be dated same day as mailed.

LAST FOUR DIGITS OF SPONSOR’S SSN
CLAIM #
PROVIDER

Dear

We recently received a claim from you or your medical care provider for medical services
required by (you/your dependent) which reflected a diagnosis indicating injury or certain other
consequences of external causes. The diagnosis codes are utilized by medical providers, insurance
companies, and medical benefit programs, such as TRICARE and Medicare, to reflect the nature of a
patient’s illness or injury. These diagnoses often, but not always, indicate that the patient suffered
an accidental injury or illness. Because of the diagnosis code or codes on your claim form, we must
ask you to complete the enclosed DD Form 2527 (Statement of Personal Injury--Possible Third Party
Liability).

If someone else caused the illness or injury of you or your dependent, the government has
the right to recover the money spent for medical care from that person or that person’s insurer. The
information you provide on the DD Form 2527 will not affect your legal rights in any personal claim
or action you may have against the person who caused your injury. However, you should not
furnish that person or his or her insurance company any information that might adversely affect
your claim. Also, you should not sign any releases or agree to any settlement with that person or his
or her insurance company without first discussing the case with a Uniformed Services Legal Officer
or your own attorney.

The enclosed form must be completed by the TRICARE beneficiary, or your representative,
even if your medical provider accepts TRICARE assignment and files the TRICARE claim for you. We
encourage civilian medical providers to obtain a completed DD Form 2527 from the patient so that
it can be submitted with the TRICARE claim form. However, if a claim has been submitted without
the required DD Form 2527, the completed DD Form 2527 will be required before the claim is
processed.

Remember, if you have other medical coverage such as insurance obtained through your
employment, or student insurance, TRICARE cannot pay your claims until the other insurer has
issued its payment toward your medical bills. The other insurer must also be listed on your TRICARE
claim. A copy of the Explanation of Benefits from your other insurance company must be sentin
with your TRICARE claim. If your claim is denied by the primary insurer, you must provide proof of
the denial with your TRICARE claim. Any attempt to conceal the existence of other insurance that is
primary to TRICARE constitutes fraud and may subject you to civil or criminal penalties. All
insurance is primary to TRICARE except Medicaid and insurance which is specifically designed to
supplement TRICARE benefits.

Your claims for medical care will be held in a suspense status pending receipt of the enclosed
DD Form 2527. To expedite the processing of your claim, please return the completed form with
this letter within 10 days in the enclosed, self-addressed envelope. Be sure to sign the form. Forms
which have not been fully completed or which have not been signed will be returned to you, and
your suspended claims will be denied.

5 C-82, August 24, 2012
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FIGURE 10.A-3 SAMPLE LIABILITY QUESTIONNAIRE TRANSMITTAL LETTER (CONTINUED)

If the form is not returned within 35 calendar days from the date of this letter, your claim and
any related claims that have been suspended or are subsequently received will be denied. If you
have already submitted a DD Form 2527 for the same accident, notify this office immediately. Even
if your illness or injury was not caused by someone else, your TRICARE claims will not be processed
until you return the completed and signed DD Form 2527. The information you provide on the DD
Form 2527 will not affect payment of benefits on your TRICARE claim.

If you have any questions regarding the form, please contact the Health Benefits Advisor or
Judge Advocate General (JAG) at the nearest military hospital. Thank you for your cooperation.

Sincerely,
(Signature)
(Title)
Enclosures:
DD Form 2527

Self-addressed envelope
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FIGURE 10.A-4 SAMPLE TRANSMITTAL LETTER TO GOVERNMENT CLAIMS OFFICER

REFERENCE: Beneficiary:
Sponsor:
Sponsor’s SSN:

Dear Sir or Madam:

Enclosed is a DD Form 2527, completed by the referenced beneficiary, representing a
possible third party liability recovery under the Federal Medical Care Recovery Act. Also, enclosed
are Explanations of Benefits representing current amounts paid by TRICARE for medical care
provided the beneficiary.

Pursuant to 32 CFR 199.12, your office is responsible for the development of this case with
respect to third party liability. Should you determine that this case warrants further action, any
additional information you may need will be provided upon your request. Please contact (Name Of
Contractor Contact) at (Telephone Number Of Contractor Contact) for assistance.

Sincerely,
(Signature)
(Title)

Enclosures:

(EOB)

(DD Form 2527)
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FIGURE 10.A-5 SAMPLE LETTER TO BENEFICIARY REGARDING OVERPAYMENT
(RECOUPMENT) (NON-FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TRICARE
Management Activity (TMA) Office of General Counsel (OGC).

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
LAST FOUR
DIGITS OF
SSN: (If debtor is the sponsor,

enter sponsor's SSN; if
debtor is not the sponsor,
enter SSN, if known. Leave
blank if debtor's SSN is not
available.)

PRINCIPAL:

ICN:

Dear

(Use first paragraph only if the recipient has advised the contractor of an
overpayment.) Thank you for your recent notification that this office made an erroneous payment
on claims in your (or Beneficiary's Name) behalf. We appreciate your cooperation in bringing this
matter to our attention. (If the first paragraph is not applicable, use the following as the
introductory paragraph to the letter.) The purpose of this letter is to inform you that an
overpayment may have been made to you. The law requires that we provide you with the following
information:

On (Date of Check) we sent you a check in the amount of $ to cover services
furnished you (or Beneficiary's Name if he/she is under 18 years of age and the letter is being
sent to the sponsor/parent/guardian) by (Name and Address of Provider) on (Dates of Care).
This was for (Type of Service). However, that check represents an overpayment of $

(Insert a paragraph which provides a clear and complete explanation of how the
overpayment arose, how the overpayment was calculated, why it was not correct, and how
the error was discovered. If the payment arose as a result of a contractor error, the contractor
will add the following sentence at the end of the explanation.) We truly regret any
inconvenience that this error may have caused you, and we will make every effort to prevent such
errors from happening in the future.

(Continued from overpayment explanation above.) Since our records indicate that
overpayment was made, we must formally advise you of the applicable laws governing the
recoupment funds. Specifically, the Federal Claims Collection Act, beginning at 31 USC 3701,
requires that federal agencies, including TMA, collect government funds which were mistakenly
issued from their accounts. Further, government agencies are required to collect interest on all
delinquent debts at the rate of (Enter the Rate of the Current Value of Funds to the United
States Treasury) percent per year. Interest charges will be waived if this debt is paid in full within
30 days from the date of this letter. If payment is not made within 30 days, interest will accrue from
the date of this letter.
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FIGURE 10.A-5 SAMPLE LETTER TO BENEFICIARY REGARDING OVERPAYMENT
(RECOUPMENT) (NON-FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)
(CONTINUED)

Additionally, federal agencies are required to assess a penalty charge, not to exceed 6% per
year, upon any portion of the amount you owe that is outstanding for more than 90 days, as well as
administrative costs, based upon the costs incurred in processing and handling the case.

Finally, we are required to annotate your records to enable us to collect an erroneous
payment by administrative offset against current or future TRICARE claims. However, no such offset
action will be taken for 30 days from the date of this letter. Since the possibility of offset against
your TRICARE claim exists, we are also required to provide the following information to you.

You have the right to inspect and copy all records pertaining to this debt. If you believe this
determination regarding your TRICARE coverage is incorrect or dispute the amount of the debt as
calculated above, you have a right to request an administrative review of the indebtedness.

(If this recoupment action is being initiated as a result of a decision rendered from the
TRICARE appeals and hearings process, do not include the next two sentences.) For the
purposes of this recoupment action, your right to an administrative review includes your right to a
“Reconsideration” under the regulation which governs TRICARE appeals (32 CFR 199.10). If you
request an administrative review, you will be advised if you have further appeal rights to TMA.

If you request an administrative review, it must be in writing and be received by this office
within 90 days from the date of this letter. Your request should state specific reasons why you
believe you do not owe this debt. You should also attach any supporting documentation, such as
bookkeeping and medical records, and a copy of this letter.

If you need to request a waiver of this debt based upon an inability to pay, you will be
required to complete a financial affidavit. If it then appears that you are financially unable to make a
full refund at this time, you may be afforded an opportunity to enter into a written agreement for
repayment of the debt. Please note, however, that any payment plan will include an interest charge
at the rate specified above.

Please make your payment, for the total amount shown above, within 30 days in order to
preclude interest and late charges from accruing. Send your check or money order, payable to
TRICARE, to (Name of the Contractor) in the enclosed self-addressed envelope. However, if you do
not believe you owe this debt, please contact us immediately with a request for an administrative
review and include all supporting documentation.

Your cooperation and prompt attention to this matter are very much appreciated.

Sincerely,

(Signature)
(Title)

Enclosure:
Self-addressed envelope
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FIGURE 10.A-6 SAMPLE LETTER TO PROVIDER REGARDING OVERPAYMENT (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TMA OGC.

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
SSN: (Enter provider’s taxpayer

identification number, if
known. If unknown leave
blank.)

PRINCIPAL:

ICN:

Dear

(Use first paragraph only if the recipient has advised the contractor of an
overpayment.) Thank you for your recent notification that this office made an erroneous payment
on claims in your (or beneficiary’s name) behalf. We appreciate your cooperation in bringing this
matter to our attention. The law requires that we provide you with the following information:

On (Date of Check) we sent you a check in the amount of $ to cover services you
furnished (Beneficiary's Name) on (Dates of Care). This was for (Type of Service). However, that
check represents an overpayment of $

(This paragraph must provide a clear and complete explanation of how the
overpayment arose, how the overpayment was calculated, why it was not correct, and how
the error was discovered.) At the end of the explanation, the Contractor will add the following
sentence: We regret any inconvenience that this error may have caused.

The Federal Claims Collection Act, beginning at 31 USC 3701, requires that federal agencies,
including TMA, collect government funds which were mistakenly issued from their accounts.
Further, government agencies are required to collect interest on all delinquent debts at the rate of
(Enter the Rate of the Current Value of Funds to the United States Treasury) percent per year.
Interest charges will be waived if this debt is paid in full within 30 days from the date of this letter. If
payment is not made within 30 days, interest will accrue from the date of this letter. If the claim(s)
on which this recoupment action is based was assigned to a participating provider, both the
provider and the TRICARE beneficiary have the right to appeal this determination. If the claim(s)
was not assigned, only the beneficiary may appeal this determination.

Additionally, federal agencies are required to assess a penalty charge, not to exceed 6% per
year, upon any portion of the amount you owe that is delinquent for more than 90 days, and
administrative costs, based upon the costs incurred in processing and handling the case because it
became delinquent.

Finally, we are required to annotate your records to enable us to collect the erroneous
payment by administrative offset against future TRICARE claims. No such offset action will be taken
for 60 days from the date of this letter, however. Since the possibility of offset against your TRICARE
claim exists, we are required to provide the following information to you.

You have the right to inspect and copy all records pertaining to this debt. If you believe this
determination regarding your TRICARE coverage is incorrect or dispute the amount of the debt as
calculated herein, you have a right to request an administrative review of the indebtedness.

10
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FINANCIALLY UNDERWRITTEN FUNDS INVOLVED) (CONTINUED)

Note: If this recoupment action is being initiated as a result of a decision rendered during the
appeals process, do not include the last two sentences of this paragraph.

For the purposes of this recoupment action, your right to an administrative review includes
your right to a Reconsideration under the regulation which govern TRICARE appeals (32 CFR
199.10). If you request an administrative review, you will be advised if you have further appeal
rights to TMA.

Your request must be in writing and must be received by this office within 90 days from the
date of this letter. Your request should state specific reasons for believing that you are not indebted
for any amount listed herein, and should be accompanied by supporting documentation, such as
bookkeeping and medical records, and a copy of this letter. If you wish to request a waiver based
upon an inability to pay, you will be required to complete a financial affidavit. If it then appears that
you are financially unable to make a full refund at this time, you may be afforded an opportunity to
enter into a written agreement for repayment of the debt. Please note, however, that any payment
plan will include an interest charge at the rate specified above.

Payment of the total amount shown above within 30 days is considered payment in full. To
satisfy your debt immediately, send a check or money order for the total amount, made payable to
TRICARE, (name of the contractor) in the enclosed self-addressed envelope. If payment is not
received within 30 days, interest and other late charges will accrue.

Your cooperation and prompt attention to this matter is very much appreciated.

Sincerely,

(Signature)
(Title)

Enclosure:
Self-addressed envelope

11
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FIGURE 10.A-7 SAMPLE LETTER TO BENEFICIARY OR PROVIDER ADVISING OF OFFSET (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TMA OGC.
Note: To be dated same day as mailed. Limit use of SSN to the last four digits.
Dear (Name of provider or beneficiary) (sponsor, parent or guardian):

On (Date) we sent you a letter concerning an overpayment of $ that was made on
your claim for services provided to (Name of Patient) in which you were informed that if you did
not refund that amount within 30 days (60 days if debtor is a provider) of the date of the letter, the
overpayment would be withheld from any future claim payments.

This is to advise that since we have not received the requested refund nor a response to our
letter, we have withheld $ from the amount due on your current claim and have applied
it against the cited overpayment which leaves a balance due of $ . (If the balance due is
zero, the Contractor should skip to the last two paragraphs; include either one, or both, if
appropriate. If neither paragraph is appropriate, and the balance due is zero, the preceding
sentence will conclude the letter.) Please remit payment of this amount within 30 days from the
date of this letter. Your check or money order should be made payable to (TRICARE Contractor
Name) and may be mailed in the enclosed self-addressed envelope.

If we do not receive the requested payment or a response to this letter, the following actions
are required under our TRICARE contract and the Federal Claims Collection Act.

1. Apply all payments of future claims to the overpayment until the amount is recouped.

2. Refer the overpayment to TMA Office of General Counsel (OGC) for collection which will result
in added administrative costs and fees as well as an adverse credit rating.

(Insert the following paragraph if the debtor has not previously been told of his right to
appeal a denial based upon TRICARE eligibility or because a service or supply is not a
TRICARE benefit. If the Contractor is uncertain whether appeal rights have previously been
offered, the paragraph should be included.)

If you believe that this recoupment action is improper or incorrect, you have the right to
request a reconsideration. Your written request, stating specific reasons why you feel the action
taken is incorrect or improper, is to be attached to this letter and received within 90 days from the
date on the enclosed original demand letter.

(Use the following additional paragraph if the debtor is a participating provider.) The
offset taken against your claim has been applied toward your indebtedness to the U.S. Government
and constitutes payment of the claim. You may not seek reimbursement for offset amounts from
the TRICARE beneficiary for whom the services were provided.

Sincerely,

(Signature)
(Title)

Enclosures:
(self-addressed envelop)
(initial demand letter)

12
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FIGURE 10.A-8 SAMPLE LETTER TO BENEFICIARY ADVISING PROVIDER RESPONSIBLE FOR
OVERPAYMENT (NON-FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

(Addressee)
(Address)
(City, State, ZIP)

RE: Provider Name:
Dates of Service:
Patient Name:
Last four digits of Sponsor’s SSN:
Provider Number:
Claim Number:
RCN:

Dear

On (Date), we made a payment to (Name and Address of Provider) for services rendered
to (Beneficiary Name) from (Dates of Service). Upon review by our Claims Processing Center, it
has been determined that an overpayment in the amount of $ was made to the
provider referenced above.

This letter is a courtesy copy only to inform you of the refund request. No response or
payment from you is required as the provider is responsible for the repayment. If the provider
contacts you for payment, or if you have any questions, please contact (Name and Phone Number
of Contractor).

Sincerely,

(Signature)
(Title)

13
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FIGURE 10.A-9 SAMPLE FOLLOW-UP LETTER TO BENEFICIARY (ACCOUNT BALANCE LESS
THAN $600) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TMA OGC.

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
LAST FOUR
DIGITS OF
SSN: (If debtor is the sponsor,

enter sponsor's SSN; if
debtor is not the sponsor,
enter SSN, if known. Leave
blank if debtor's SSN is not
available.)

PRINCIPAL:

INTEREST: (Enter interest on principal
at current rate for 30 days.)

TOTAL DUE:
Dear
On (Date) we wrote to you explaining that an overpayment of $ was made in our
check dated . A copy of that letter is enclosed. If you have not already read our

initial letter, please read it carefully. It contains important information about your rights.

You were requested to refund the overpayment within 30 days. That period has elapsed and
we have had no response from you. As we advised you in our first letter, interest charges will accrue
from the date of that letter.

The Debt Collection Act of 1982, authorizes the Federal government to disclose delinquent
account information to consumer reporting agencies. Such a report could adversely affect your
ability to obtain future credit. The information identifying you as shown in this letter; i.e., name,
address, and Social Security Number, the amount, status, and history of the claim, and the name of
the federal agency and/or program to which the debt is owed, may be referred to consumer
reporting agencies 60 calendar days from the date of this letter if the debt remains outstanding and
you have made no arrangements for repayment.

If you are unable to refund the full amount in one payment, you may be afforded an
opportunity to enter into a written agreement for repayment of the debt. Any payment plan will
include an interest charge of (Enter the rate of the current value of funds to the United States
Treasury) percent per year.

(If debtor is not the sponsor, and debtor's Social Security Number is not otherwise
available, add the following paragraph.)
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FIGURE 10.A-9 SAMPLE FOLLOW-UP LETTER TO BENEFICIARY (ACCOUNT BALANCE LESS
THAN $600) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED) (CONTINUED)

You are requested to furnish your Social Security Number by completing the blanks below
and returning this letter to our office. The Federal Claims Collection Act, the Debt Collection Act of
1982, Public Law 97-365, and the Federal Claims Collection Standards, 4 Code of Federal
Regulations 101-105, provide authority for requesting this information. Your Social Security
Number will be used only in connection with actions involving the investigation, assertion,
collection, compromise, waiver, and termination of the Government’s claim against you. Disclosure
of your Social Security Number is voluntary; however, should this claim be referred to the
Department of Justice for collection, disclosure may be obtained by legal methods.

Payment of the total amount shown above within 30 days is considered payment in full. To
satisfy your debt immediately, send a check or money order for the total amount, made payable to
(TRICARE Contractor Name) in the enclosed self-addressed envelope.

Failure to respond to this second request will result in forced collection by administrative
offset against any future claims filed by you.

Sincerely,
p
p(Signature)
(Title)
Enclosures:

Initial demand letter
Self-addressed envelope

(Add the line below if debtor is not the sponsor, and the debtor's Social Security Number is
unavailable. The paragraph above, which explains to the debtor how the Social Security
Number will be used, under what authority it is requested, and that disclosure is voluntary,
must be included in the letter to the debtor.)

Social Security Number Signature
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FIGURE 10.A-10 SAMPLE FOLLOW-UP LETTER TO BENEFICIARY (ACCOUNT BALANCE $600 OR
MORE) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TMA OGC.

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
LAST FOUR
DIGITS OF
SSN: (If debtor is the sponsor,

enter sponsor's SSN; if
debtor is not the sponsor,
enter SSN, if known. Leave
blank if debtor's SSN is not
available.)

PRINCIPAL:

INTEREST: (Enter interest on principal
at current rate for 30 days.)

TOTAL DUE:
Dear
On (Date) we wrote to you explaining that an overpayment of $ was made in our
check dated . A copy of that letter is enclosed. If you have not already read our initial

letter, please read it carefully. It contains important information about your rights.

You were requested to refund the overpayment within 30 days. That period has elapsed and
we have had no response from you. As we advised you in our first letter, interest charges will accrue
from the date of that letter.

The Debt Collection Act of 1982, authorizes the Federal government to disclose delinquent
account information to consumer reporting agencies. Such a report could adversely affect your
ability to obtain future credit. The information identifying you as shown in this letter; i.e., name,
address, and Social Security Number, the amount, status, and history of the claim, and the name of
the federal agency and/or program to which the debt is owed, may be referred to consumer
reporting agencies 60 calendar days from the date of this letter if the debt remains outstanding and
you have made no arrangements for repayment.

If you are unable to refund the full amount in one payment, you may be afforded an
opportunity to enter into a written agreement for repayment of the debt. Any payment plan will
include an interest charge of (enter the Rate of the Current Value of Funds to the United States
Treasury) percent per year.

(If debtor is not the sponsor, and debtor's Social Security Number is not otherwise
available, add the following paragraph.)
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FIGURE 10.A-10 SAMPLE FOLLOW-UP LETTER TO BENEFICIARY (ACCOUNT BALANCE $600 OR
MORE) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED) (CONTINUED)

You are requested to furnish your Social Security Number by completing the blanks below
and returning this letter to our office. The Federal Claims Collection Act, the Debt Collection Act of
1982, Public Law 97-365, and the Federal Claims Collection Standards, 4 Code of Federal
Regulations 101-105, provide authority for requesting this information. Your Social Security
Number will be used only in connection with actions involving the investigation, assertion,
collection, compromise, waiver, and termination of the Government’s claim against you. Disclosure
of your Social Security Number is voluntary; however, should this claim be referred to the
Department of Justice for collection, disclosure may be obtained by legal methods.

Payment of the total amount shown above within 30 days is considered payment in full. To
satisfy your debt immediately, send a check or money order for the total amount, made payable to
(TRICARE Contractor Name) in the enclosed self-addressed envelope.

If we do not hear from you within 30 days, your file will be transferred to TRICARE
Management Activity - Aurora and involuntary collection action will be initiated. This may include
administrative offset of future claims or other federal funds owed you or a referral to the
Department of Justice for appropriate legal action.

Sincerely,

(Signature)
(Title)

Enclosures:
Initial demand letter
Self-addressed envelope

(Add the line below if debtor is not the sponsor, and the debtor's Social Security Number is
unavailable. The paragraph above, which explains to the debtor how the Social Security
Number will be used, under what authority it is requested, and that disclosure is voluntary,
must be included in the letter to the debtor.)

Social Security Number Signature
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FIGURE 10.A-11 SAMPLE FOLLOW-UP LETTER TO PROVIDER (ACCOUNT BALANCE LESS THAN
$600) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TMA OGC.

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
LAST FOUR
DIGITS OF
SSN: (If debtor is the sponsor,

enter sponsor's SSN; if
debtor is not the sponsor,
enter SSN, if known. Leave
blank if debtor's SSN is not
available.)

PRINCIPAL:

INTEREST: (Enter interest on principal
at current rate for 30 days.)

TOTAL DUE:
Dear
On (Date) we wrote to you explaining that an overpayment of $ was made in our check
dated covering services you provided (Beneficiary). A copy of that letter is enclosed. If

you have not already read our initial letter, please read it carefully. It contains important
information about your rights.

You were requested to refund the overpayment within 30 days. That period has elapsed and
we have had no response from you. As we advised you in our first letter, interest charges will accrue
from the date of that letter.

The Debt Collection Act of 1982, authorizes the Federal government to disclose delinquent
account information to consumer reporting agencies. Such a report could adversely affect your
ability to obtain future credit. The information identifying you as shown in this letter; i.e., name,
address, and Taxpayer’s Identification Number or Social Security Number, the amount, status, and
history of the claim, and the name of the federal agency and/or program to which the debt is owed,
may be referred to consumer reporting agencies 60 calendar days from the date of this letter if the
debt remains outstanding and you have made no arrangements for repayment.

If you are unable to refund the full amount in one payment, you may be afforded an
opportunity to enter into a written agreement for repayment of the debt. Any payment plan will
include an interest charge of (enter the rate of the current value of funds to the United States
Treasury) percent per year.

(If debtor is not the sponsor, and debtor's Taxpayer's Identification Number or Social
Security Number is not otherwise available, add the following paragraph.)
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FIGURE 10.A-11 SAMPLE FOLLOW-UP LETTER TO PROVIDER (ACCOUNT BALANCE LESS THAN
$600) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED) (CONTINUED)

You are requested to furnish your Taxpayer’s Identification Number (TIN) or Social Security
Number (SSN) by completing the blanks below and returning this letter to our office. The Federal
Claims Collection Act, the Debt Collection Act of 1982, Public Law 97-365, and the Federal Claims
Collection Standards, 4 Code of Federal Regulations 101-105, provide authority for requesting this
information. Your SSN will be used only in connection with actions involving the investigation,
assertion, collection, compromise, waiver, and termination of the Government’s claim against you.
Disclosure of your SSN is voluntary; however, should this claim be referred to the Department of
Justice for collection, disclosure may be obtained by legal methods.

Payment of the total amount shown above within 30 days is considered payment in full. To
satisfy your debt immediately, send a check or money order for the total amount, made payable to
(TRICARE Contractor Name) in the enclosed self-addressed envelope. If payment is not made
within 30 days, interest and other late charges will continue to accrue. Failure to respond to this
second request will result in forced collection by administrative offset against any future claims
filed by you.

Sincerely,

(Signature)
(Title)

Enclosure
Initial demand letter
Self-addressed envelope

(Add the line below if debtor is not the sponsor, and the debtor's Social Security Number is
unavailable. The paragraph above, which explains to the debtor how the Taxpayer's
Identification Number or Social Security Number will be used, under what authority it is
requested, and that disclosure is voluntary, must be included in the letter to the debtor.)

Taxpayer’s Identification Number or Signature
Social Security Number
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FIGURE 10.A-12 SAMPLE FOLLOW-UP LETTER TO PROVIDER (ACCOUNT BALANCE $600 OR
MORE) IF NO RESPONSE TO REFUND REQUEST WITHIN 30 DAYS (NON-
FINANCIALLY UNDERWRITTEN FUNDS INVOLVED)

Note:  Use of this letter is mandatory unless an alternative has been approved by the TMA OGC.

(Addressee)
(Address)
(City, State, ZIP)
DATE: (Enter date mailed.)
LAST FOUR
DIGITS OF
SSN: (If debtor is the sponsor,

enter sponsor's SSN; if
debtor is not the sponsor,
enter SSN, i