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HC S HUMMEL CONSULTATION SERVICES Conditional Payment Search Request

1. Complete All Fields:

Claimant's Full Name
Claimant's Address

Date of Birth

Date of Injury / lliness / Onset

HICN

Brief Description of Injury
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First, Middle, Last, Suffix

Street, City, State, Zip Code

A specific date must be provided. If
date is month/year only use '1' as
the day. If date is year only use Jan.|
1.

Also known as the claimant's
Medicare number. If not known, use
their Social Security Number.

Only a brief statement is necessary.

6. Is the Claimant Represented?

Claimant's Attorney Name

Firm

Address

K City, State, Zip

Yes

No

If Yes, complete all fields:
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Shortened names are acceptable.

/

3. Is this a Workers' Compensation Claim?

Claimant's Employer

Employer's Address

Work Comp Claim Number

Work Comp Insurance Carrier

Primary Contact / Case Adjuster

Address

City, State, Zip

If Yes, complete all fields:

No
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Street, City, State, Zip Code

If multiple numbers, use the primary
claim number.

If multiple carriers, use the primary
work comp carrier.

Proceed to Next Page
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Defendant's Insurer Claim Number

Is this a Third Party Liability Claim? Yes No If Yes, complete all fields:
( AR multiple defendants, use the
Defendant's Name primary defendant as named in the

. J case.

e N

Defendant's Address Street, City, State, Zip Code
I\ J
'd ~\

If multiple numbers, use the primary

claim number.
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. If multiple insurers, use the primary

Defendant's Insurer insurer for the defense.
(.
4 A
Address
& J
( ) Ifthis is neither a Work Comp nor a
City, State, Zip Third Party Liability claim, please

L ) call our office.

s

Draft a Proof of Representation Letter on Your Letterhead.

~

The Proof of Representation Letter must be submitted on your company's letterhead and be signed
and dated by an authorized representative of your company. We recommend either cutting and
pasting or directly copying the attached sample language onto your letterhead.

Extra copies and copyable sample language may be found at our website:

http://www.hummelcs.com/downloads/HCSProofofRepresentation. pdf /

Request the Claimant Complete and Return the Consent to Release Form.

The claimant must sign and date the Consent to Release Form. Please request the claimant
check the "Ongoing" box to ensure the most efficient lien search process.

Extra Releases may be found at our website:

http://mww.hummelcs.com/downloads/HCSMedicareRelease.pdf

~

.

Forward to Hummel Consultation Services the following:

Telephone: [ ] Fax: [

1. This completed Conditional Payment Search Request Form.

2. The signed and dated Proof of Representation Letter on your letterhead (step 5.)
3. The Consent to Release Form completed by the Claimant (step 6.)

Not all items need to be forwarded simultaneously. Hummel Consultation Services will hold
the conditional payment search request until all items are received.

Your Name: [ ] E-Mail: [ ]

Send All Materials To:  Mail: HCS, PO Box 180, Portsmouth NH 03802-0180
Fax: 603-758-1411
Email: joseph@hummelcs.com

Copyright (C) 2012 Hummel Consultation Services. All rights reserved. No copying or dissemination of this form is permitted.
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CONSENT TO RELEASE FORM

The Privacy Act of 1974 (Public Law 93-579) prohibits the government from revealing information from
personal files without the express written permission of the person involved. Disclosure of personal records
to an attorney or other representative who is acting on behalf of another person is prohibited, unless the
individual to whom the record pertains has consented.

Claimant:

Date(s) of Injury/llIness:
Date of Birth:
SSN or HICN:

I, , hereby authorize and give my consent to the Centers for
Medicare & Medicaid Services (CMS), the Medlcare Secondary Payer Recovery Contractor (MSPRC), and
their agents and/or contractors to disclose, discuss, and/or release, orally or in writing, upon request,
information related to my injury/illness and/or settlement to the MSA Vendor named below. My consent
includes the submission and negotiation of any Medicare Set Aside (MSA) Proposal and submissions of
Reconsideration requests for MSA Proposals by the MSA Vendor. My consent further includes any and all
information related to any claims CMS may have under the Medicare Secondary Payer Program and all other
statutory and regulatory liens/conditional payment searches to be released to the MSA Vendor. My consent
also allows the MSA Vendor to obtain, negotiate and/or appeal any and all Medicare liens/conditional
payment searches, including, but not limited to, tentative or final liens and their appeals, related to my
injury/illness and/or settlement. A facsimile copy of this document shall be as effective as the original.

Release to: MSA Vendor: Hummel Consultation Services
Post Office Box 180
Portsmouth, NH 03802-0180
Phone: 603-758-1410
Fax: 603-758-1411

This information may be given out for (check only one):

O Ongoing, beginning

(MM/DD/YY)
O Limited time through
(MM/DD/YY) (MM/DD/YY)
O One time only.
Signature of Claimant Date Signed

If your Power of Attorney (POA) or legal representative signs this form for you, a copy of their POA or representation papers must be
included with this form.

Completion and signing of this consent form:
- Authorizes release of information to the firm named above upon their request. This means that information disclosed to
the above-named firm may be re-disclosed by them and may no longer be protected by law.
- Allows release of Medicare claims and other information related to your injury/illness.
- Is for release of information purposes only and does not affect benefits you are entitled to under the Medicare program.

You have the right to revoke your authorization at any time in writing, except to the extent that CMS has already acted based on your
permission. To revoke, send a written request to the address below:

Medicare Secondary Payer Contractor
Post Office Box 138832
Oklahoma City, Oklahoma 73113





		Claimant: 

		DOI: 

		DOB: 

		HICN: 

		Claimant2: 

		OngoingEffDt: 

		LimitedDtStart: 

		LimitedDtEnd: 

		OngoingYes: Off

		LimitedYes: Off

		OneTimeYes: Off






[bookmark: _GoBack]<Client Letterhead Here; Must include your Company Name, Address and Telephone Number!>



DO NOT PRINT THIS FORM: COPY AND PASTE INTO YOUR WORD PROCESSOR, COMPLETE THE NECESSARY FIELDS, THEN PRINT, SIGN AND DATE







Attention: MSPRC, PO Box 138832, Oklahoma City, OK 73113





PROOF OF REPRESENTATION LETTER



Regarding Medicare Beneficiary:



	Name:			<name>

	Medicare No.:		<number>

	Address:			<address>

	Telephone No.:		<number>

	Date of Birth:		<dob>

	Date of Injury / Illness:	<doi>

 

This Proof of Representation Letter hereby affirms that Hummel Consultation Services, with a mailing address of Post Office Box 180, Portsmouth, New Hampshire, 03802-0180, and telephone number 603-758-1410, has been hired and / or engaged by __________________________________ (hereafter referred to as “Client”) to conduct a Medicare Conditional Payment Lien Search, in accordance with the Medicare Secondary Payer Act and its promulgated rules and regulations, on the Client’s behalf.



Client hereby affirms that it has the authority to engage Hummel Consultation Services to act on its behalf to conduct a Medicare Conditional Payment Lien Search for the Medicare Beneficiary as named above.



Client hereby authorizes Hummel Consultation Services to conduct and obtain, on its behalf, for the Medicare Beneficiary as named above, from the Centers for Medicare and Medicaid Services, the Medicare Secondary Payer Recovery Contractor, and either of their present or future representatives or agents engaged to conduct Medicare Conditional Payment Lien Searches (collectively known hereafter as “CMS/MSPRC”), any and all Tentative Conditional Payment Lien Searches, any and all Final Conditional Payment Lien Searches, any and all Appeals to the Tentative Conditional Payment Lien Searches, any and all Appeals to the Final Conditional Payment Lien Searches, and any other function directly relating to the Medicare Conditional Payment Lien Search, whether existing or conceived, in accordance with the Medicare Secondary Payer Act and its promulgated rules and regulations.



As regards length of authorization, Client hereby authorizes Hummel Consultation Services to act on its behalf for an ongoing duration and in perpetuity from the below signed dates of this Proof of Representation Letter, unless such authorization is withdrawn by the Client in writing, or no further actions are required by Hummel Consultation Services in regards to the Medicare Conditional Payment Lien Search for the Medicare Beneficiary as named above.



Client hereby authorizes any current or future employee or owner of Hummel Consultation Services, regardless of the named signatures as below, to act on its behalf, including, but not limited to, all of the functions related to the Medicare Conditional Payment Lien Search as indicated above, and any and all required communications with the CMS/MSPRC.



Both Client and Hummel Consultation Services hereby affirm and agree that Hummel Consultation Services is not in any way legally or otherwise responsible for compliance with any current or future provisions, or current or future promulgated rules and regulations, of the Medicare Secondary Payer Act.  Both Client and Hummel Consultation Services affirm and agree that Hummel Consultation Services has been engaged solely to act on the Client’s behalf to conduct, through the CMS/MSPRC, a Medicare Conditional Payment Lien Search for the Medicare Beneficiary as named above.  Both Client and Hummel Consultation Services affirm and agree that Hummel Consultation Services is not legally or otherwise responsible for reimbursement of the CMS/MSPRC any Conditional Payment Lien that is now or may ever be present, and that Hummel Consultation Services cannot be in any way held responsible for failure to pay any Conditional Payment Lien that is now or may ever be present.



Both Client and Hummel Consultation Services hereby affirm and agree that all provisions of this Proof of Representation Letter shall remain in effect regardless of any changes implemented by the CMS/MSPRC regarding its policies, procedures, or promulgated rules and regulations in regards to Medicare Conditional Payment Lien Searches affected at any time after the date of this letter.









_________________________________   	________________		_________________________________   	________________

For Client					Date			For Hummel Consultation Services		Date

