              

         STATEMENT OF INCIDENT 
DATA REQUIRED BY THE PRIVACY ACT OF 1974

(5 U.S.C. , Section 552a)

1.  AUTHORITY:  The   Federal  Medical  Care  Recovery  Act,  42  U.S.C., Section  651-3, Executive Order  9397, 10  U.S.C., Section  1095,  32  CFR,  Part  220.12 (I) ,  5  U.S.C.,  Section  301,  44  U.S.C., Section  3101. 

2.  PRINCIPAL PURPOSE(S):   To obtain information required to enable the United States to recover the reasonable value of  Government-sponsored  medical care furnished at its expense from third parties.

3.  ROUTINE USES:  a.  Identify injured party and nature of injuries.  b.  Identify persons involved, including witnesses and other interested parties.  c.  Determine the circumstances of incidents which give rise to personal injuries.  d.  Determine insurance coverage and source(s) of medical treatment.   Information may be disclosed to civilian attorneys, insurance companies and other agencies to settle claims, and/or to the Department of Justice for use in litigation, and may be furnished to other components of the Department of Defense as required by regulation.

4.  MANDATORY OR VOLUNTARY DISCLOSURE:  Mandatory disclosure.   Failure to provide this information will result in withholding of military medical records pertaining to medical history,  diagnoses, findings, and treatment from the injured party or their representative.

INSTRUCTIONS FOR COMPLETION

You must provide all information which pertains to the circumstances of your injury.  For sections which do not apply to you, please mark “N/A” (Not Applicable) in the space provided.  Attach documents supporting your statement.  The regulation which requires  completion of this form applies equally  to active,  retired, or separated United States  Army personnel and/or their family members.

RETURN TO:

Office of the Staff Judge Advocate, ATTN: Affirmative Claims, 1537 Hardee Avenue, S.W., Fort McPherson, GA  30330-1056

INJURED PARTY
NAME  (Last, First, MI)
DATE OF BIRTH
SOCIAL SECURITY # 





HOME ADDRESS
HOME TELEPHONE
WORK TELEPHONE





MILITARY SPONSOR

NAME:  (Last, First, MI)
DATE OF BIRTH
SPONSOR’S  SSN # : 





HOME ADDRESS
HOME TELEPHONE
BRANCH OF SERVICE



(Check One)

USA    USAF    USN   USMC

   FORMCHECKBOX 
          FORMCHECKBOX 
          FORMCHECKBOX 
          FORMCHECKBOX 


MILITARY UNIT ADDRESS
UNIT TELEPHONE
STATUS



(Check One)

Active     Retired     ETS’d

       FORMCHECKBOX 
             FORMCHECKBOX 
            FORMCHECKBOX 


DETAILS OF THE INCIDENT

DATE


TIME                        

                                       AM  FORMCHECKBOX 
    PM   FORMCHECKBOX 

COUNTY

STREET


CITY
STATE

POLICE AGENCY INVESTIGATION ?:
           YES      FORMCHECKBOX 
        NO      FORMCHECKBOX 

MILITARY     FORMCHECKBOX 
       CIVILIAN     FORMCHECKBOX 


IF YES, NAME OF AGENCY
TRAFFIC ACCIDENT REPORT   #


ACCIDENT REPORT ATTACHED?

          YES     FORMCHECKBOX 
                 NO     FORMCHECKBOX 


WAS A CITATION ISSUED?

              YES    FORMCHECKBOX 
     NO    FORMCHECKBOX 

IF YES,  TO WHOM
CITED FOR

IN YOUR OWN WORDS, please describe :  1)  How  the incident occurred,  and:  2)  Who  (if anyone) was at fault.  



IF A MOTOR VEHICLE ACCIDENT,  PLEASE ATTACH A DIAGRAM OF THE  ACCIDENT & RETURN WITH THIS REPORT.

                                                                                                                                                    (Page 1 of 4)

 MOTOR VEHICLE ACCIDENTS

IMPORTANT:  Notify your own insurance carrier even though the injured party was a pedestrian, a passenger in another vehicle, a victim of a “hit and run” incident,  a bicyclist, or was involved in a one-vehicle accident. Failure to do so may jeopardize any right of recovery you have or the rights of the  United  States  Government.  Direct any questions to the Office of the Staff Judge Advocate.

WERE YOU:                         DRIVER             PASSENGER             PEDESTRIAN            BICYCLIST           OTHER

                                                   FORMCHECKBOX 
                             FORMCHECKBOX 
                                FORMCHECKBOX 
                               FORMCHECKBOX 
                      FORMCHECKBOX 


YOUR VEHICLE
YEAR
MAKE
MODEL






NAME OF DRIVER


ADDRESS

NAME OF OWNER
ADDRESS



INSURANCE COMPANY
ADDRESS



NAME OF CLAIMS ADJUSTER
CLAIMS ADJUSTER’S TELEPHONE NUMBER



INSURANCE POLICY #:


INSURANCE CLAIM #:



IS A COPY OF THIS POLICY ATTACHED ? :
                               Y  E  S         FORMCHECKBOX 
        N  O       FORMCHECKBOX 


TYPES OF POLICY COVERAGE:  Check (()

 all types that  apply  and indicate coverage amounts.
 FORMCHECKBOX 
  Personal Injury Protection 

            (PIP) Coverage        

 $ ______________   
  FORMCHECKBOX 
     Medical Payments 

        (MedPay)  Coverage  

    $ ______________
 FORMCHECKBOX 
  Uninsured/Underinsured 

          Motorist (UM/UIM) 
  $  ______________

OTHER VEHICLE
YEAR
MAKE
MODEL






OTHER DRIVER’S NAME


ADDRESS

NAME OF OTHER VEHICLE’S OWNER


ADDRESS



OTHER DRIVER’S INSURANCE COMPANY


ADDRESS



OTHER DRIVER’S CLAIMS ADJUSTER


CLAIMS ADJUSTER’S TELEPHONE NUMBER



INSURANCE POLICY # OF OTHER DRIVER:


INSURANCE CLAIM # OF OTHER DRIVER:



IS A COPY OF OTHER DRIVER’S  POLICY ATTACHED ? :
                               Y  E  S         FORMCHECKBOX 
        N  O       FORMCHECKBOX 


TYPES OF POLICY COVERAGE:  Check (()

 all types that  apply  and indicate coverage amounts.
 FORMCHECKBOX 
  Personal Injury Protection 

            (PIP) Coverage        

 $ ______________   
  FORMCHECKBOX 
     Medical Payments 

        (MedPay)  Coverage  

    $ ______________
 FORMCHECKBOX 
  Uninsured/Underinsured 

          Motorist (UM/UIM) 
  $  ______________

WORKER’S COMPENSATION

NAME OF BUSINESS/ORGANIZATION


ADDRESS

EMPLOYER’S INSURANCE COMPANY


ADDRESS



NAME OF CLAIMS ADJUSTER


CLAIMS ADJUSTER’S TELEPHONE NUMBER



WORKER’S COMPENSATION CLAIM NUMBER: 


OTHER INFORMATION:



OTHER TYPES OF CLAIMS

INJURY OCCURRED      MY HOME    OTHER RESIDENCE       SCHOOL     PUBLIC PROPERTY     PRIVATE  PROPERTY 

              AT:                           FORMCHECKBOX 
                           FORMCHECKBOX 
                             FORMCHECKBOX 
                          FORMCHECKBOX 
                                     FORMCHECKBOX 


NAME OF PROPERTY OWNER


ADDRESS



NAME OF INSURANCE COMPANY


ADDRESS



NAME OF CLAIM ADJUSTER


CLAIM ADJUSTER’S TELEPHONE NUMBER

INSURANCE  POLICY NUMBER: 


INSURANCE CLAIM NUMBER:
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MEDICAL CONDITION

WHAT ARE YOUR INJURIES AS A RESULT OF THIS INCIDENT ?  (Please be specific when describing the nature and severity of your illness/injuries, being careful to include “Left” or “Right”, if when specifying  bodily location.  Also indicate if any surgeries or tests have been performed or will be performed).



 LIST BELOW THE NAMES OF MILITARY  FACILITIES PROVIDING MEDICAL CARE AS A RESULT OF THIS INCIDENT:

MILITARY FACILITY
INPATIENT
(Dates of Stay)
OUTPATIENT
(Dates of Visits)
FUTURE
(Appointment Dates)

Joel U. S. Army Health Clinic Ft McPherson





























Other Military Facility (Please specify) :  




LIST BELOW THE NAMES OF CIVILIAN  FACILITIES PROVIDING MEDICAL CARE AS A RESULT OF THIS INCIDENT:

CIVILIAN  FACILITY 

(or Doctor’s Name)
INPATIENT
(Dates of Stay)
OUTPATIENT
(Dates of Visits)
FUTURE
(Appointment Dates)
















HAVE THE CIVILIAN MEDICAL BILLS BEEN PAID?      NO    FORMCHECKBOX 
        YES    FORMCHECKBOX 

(IF “Yes,” please specify by whom: 
ME
 FORMCHECKBOX 

ARMY
 FORMCHECKBOX 

CHAMPUS
 FORMCHECKBOX 

INSURANCE

 FORMCHECKBOX 

ATTORNEY

 FORMCHECKBOX 

OTHER

 FORMCHECKBOX 


MISCELLANEOUS INFORMATION

Do you handcarry your record ? 
YES   FORMCHECKBOX 

     NO   FORMCHECKBOX 

Where maintained:

Are you still receiving treatment ?
YES   FORMCHECKBOX 

     NO   FORMCHECKBOX 

Where:

Have you signed any release form ?
YES   FORMCHECKBOX 

     NO   FORMCHECKBOX 

From Whom:

Has property damage been paid ?
YES   FORMCHECKBOX 

     NO   FORMCHECKBOX 

By Whom:

Has personal injury been paid ?
YES   FORMCHECKBOX 

     NO   FORMCHECKBOX 

By Whom:

Did you lose time away from work ?
YES   FORMCHECKBOX 

     NO   FORMCHECKBOX 

List Dates:

NOTE:  Active Duty soldiers who missed time away from work MUST submit a copy of their Leave and Earning Statement LES).

ATTORNEY REPRESENTATION

NAME OF LAW FIRM


ADDRESS



ATTORNEY’S NAME


ATTORNEY’S TELEPHONE NUMBER



INJURED PARTY’S STATEMENT AND SIGNATURE

THE FORGOING INFORMATION IS TRUE, CORRECT, AND COMPLETE TO THE BEST OF MY KNOWLEDGE.

I hereby acknowledge receipt of the Letter of Notification  and  Advice to Injured Party form pursuant to AR 27-20.

I understand that use of this information is authorized by  law in pursing claims in favor of the  U. S.  Government.

DATE SIGNED


INJURED PARTY’S SIGNATURE

(

I HAVE ATTACHED THE BELOW-LISTED DOCUMENTS FOR REVIEW BY THE RECOVERY JUDGE ADVOCATE ATTORNEY:


 FORMCHECKBOX 
  Traffic Accident Report

 FORMCHECKBOX 
  Leave & Earning Statement (LES)



 FORMCHECKBOX 
  Auto Accident Diagram

 FORMCHECKBOX 
  Military Medical Record Copies



 FORMCHECKBOX 
  Insurance Policy Copy           
 FORMCHECKBOX 
  Other Document(s)                  (Page 3 of 4)

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
DATA REQUIRED BY THE PRIVACY ACT OF 1974

(5 U.S.C. , Section 552a)

1.  AUTHORITY:  The Federal Medical Care Recovery Act, 42 U.S.C., Section 2651-3, 10 U.S.C., Section 1095, 32 CFR, Part 220.12(I), 5 U.S.C., Section 301, 44 U.S.C., Section 3101. 

2.  PRINCIPAL PURPOSE(S):  Authorization for release of medical record excerpts in order to document the claim of the United States Government against third parties for medical care recovery costs.

3.  ROUTINE USES:  Information may be disclosed to civilian attorneys, insurance companies and other agencies to settle claims, and/or to the Department of Justice for use in litigation, and may be furnished to other components of the Department of Defense as required by regulation.

4.  MANDATORY OR VOLUNTARY DISCLOSURE:  Voluntary.  However, eligible recipients of Government sponsored medical treatment electing not to provide this information will be required to assign in writing any other claim against any other party as a result of the incident giving rise to the Government’s claim for the recovery of medical care costs. 

            Patient’s Full Name:  ___________________________________

                       Date Of Birth:  ___________________________________

   Military Sponsor’s Name:  ___________________________________

   Military Sponsor’s Social Security Number:  ____________________

    I,  ____________________________________, request and authorize

    you to furnish the  Office  of the  Staff  Judge  Advocate, Affirmative

    Claims Office,  1537 Hardee Avenue, S.W., Fort McPherson, Georgia  

    30330-1056, any and all medical,  dental, psychological, and related

    information, including prescriptions and x-rays, requested  concern- 

    ing the incident occurring on/around:  ________________________.

    It is understood that this information/documentation will be used solely and

    exclusively for the purpose of the recovery of medical care costs for Government- 

    sponsored civilian or military medical care provided as a result of this incident.

    Photocopies of this authorization shall have the same validity as the original.  

    This authorization remains in effect until/unless rescinded in writing.

    ________________
______________________________________

            Date Signed

(
                  Patient’s Signature





                (Parent’s Signature if Injured Party is a Minor)
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