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March 6, 2009
<First> <Last Name>
<Address>
<City>, <State> <Zip Code>
RE:
NEW FEDERAL REGULATIONS CONCERNING YOUR 
 
     

 FORMTEXT 
      HEALTH PLAN BENEFITS 
Dear      Employee:
Please take a few moments to read this letter whether you are entitled to Medicare or not.  
New Federal regulations require that we, on behalf of your employer’s group health plan, collect and report certain benefit information for all       health plan participants to the Centers for Medicare and Medicaid Services (CMS) starting January 1, 2009.  This is to enable CMS to more effectively coordinate primary and secondary medical benefits between Medicare and any other group health plan.
While we do already have most of the required information, our records are not necessarily complete.  We need your help in the data collection process in order to comply with these new Federal regulations.
To be in compliance with Federal legislation, MEDICARE SECONDARY PAYER (MSP) MANDATORY INSURER REPORTING REQUIREMENTS OF SECTION 111 OF THE MEDICARE MEDICAID, AND SCHIP EXTENSION ACT OF 2007, requires that we collect and report the Social Security Numbers of all       health plan participants (Employees and dependents), whether entitled to Medicare or not.
In addition to each participant’s Social Security Number, benefit data is to be reported to CMS for participants that are either:
Age 65 or older;

Medically disabled or;

Have end-stage renal disease.
If you or any of your covered family members fall into any of these categories, we will need you to also report the Medicare Health Insurance Claim Number (HICN). 

Non-compliance with CMS is subject to hefty penalties and delays in processing claims.

If you are not entitled to Medicare, please:
· Complete the Member Name and Dependent Name section
· Fill in the Social Security Number for  you and all covered family members

· Check No under  the section labeled Medicare Coverage
If you and/or a covered family member are entitled to Medicare, simply complete all sections of the attached form which apply to your coverage.
Should you require assistance or have any questions, please feel free to contact the Keenan Customer Service Department: 1-800-653-3626.
Once completed, please return the form to Keenan for processing:

Keenan HealthCare

                  Attention:  Benefit Claims Department
                                             P.O. Box 2744
                                             Torrance California, 90509

                  Fax# (310) 212-3381
Thank you for your cooperation!
Sincerely,

 Keenan Benefit Claims Department
Please complete and return the below listed form to: 

Keenan & Associates

                                             P.O. Box 2744
                                             Torrance California, 90509


                  Or Fax to (310) 212-3381

Employee:
     

Member ID #:       


Address:
     

Employer:       


City, State, Zip:
     

	 Member’s Name

     

	Medicare Coverage

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	 Medicare Effective Date

  /  /     (mm/dd/yyyy)

	Social Security Number

    –    –     
	HICN Number

     

	Medicare Coverage Type
 (check all that apply)
 FORMCHECKBOX 
  Part A
 FORMCHECKBOX 
  Part C

 FORMCHECKBOX 
  Part B
 FORMCHECKBOX 
  Part D

	Medicare Qualifying Event (please check one)
 FORMCHECKBOX 
  Age 65 & Older
 FORMCHECKBOX 
  Medical Disability
 FORMCHECKBOX 
  End Stage Renal Disease

	
	
	

	Dependent’s Name

     

	Medicare Coverage

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	Medicare Effective Date

  /  /     (mm/dd/yyyy)

	Social Security Number

    –    –     
	HICN Number

     

	Medicare Coverage Type
 (check all that apply)
 FORMCHECKBOX 
  Part A
 FORMCHECKBOX 
  Part C

 FORMCHECKBOX 
  Part B
 FORMCHECKBOX 
  Part D

	Medicare Qualifying Event (please check one)
 FORMCHECKBOX 
  Age 65 & Older
 FORMCHECKBOX 
  Medical Disability
 FORMCHECKBOX 
  End Stage Renal Disease

	
	
	

	Dependent’s Name

     

	Medicare Coverage

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	Medicare  Effective Date

  /  /     (mm/dd/yyyy)

	Social Security Number

    –    –     
	HICN Number

     

	Medicare Coverage Type
 (check all that apply)
 FORMCHECKBOX 
  Part A
 FORMCHECKBOX 
  Part C

 FORMCHECKBOX 
  Part B
 FORMCHECKBOX 
  Part D

	Medicare Qualifying Event (please check one)
 FORMCHECKBOX 
  Age 65 & Older
 FORMCHECKBOX 
  Medical Disability
 FORMCHECKBOX 
  End Stage Renal Disease


Employee:
     

Member ID #:       


Address:
     

Employer:       


City, State, Zip:
     

	 Dependent’s Name

     

	Medicare Coverage

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	 Medicare Effective Date

  /  /        (mm/dd/yyyy)

	Social Security Number

    –    –     
	HICN Number

     

	Medicare Coverage Type
 (check all that apply)
 FORMCHECKBOX 
  Part A
 FORMCHECKBOX 
  Part C

 FORMCHECKBOX 
  Part B
 FORMCHECKBOX 
  Part D

	Medicare Qualifying Event (please check one)
 FORMCHECKBOX 
  Age 65 & Older
 FORMCHECKBOX 
  Medical Disability
 FORMCHECKBOX 
  End Stage Renal Disease

	
	
	

	Dependent’s Name

     

	Medicare Coverage

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	Medicare Effective Date

  /  /     (mm/dd/yyyy)

	Social Security Number

    –    –     
	HICN Number

     

	Medicare Coverage Type
 (check all that apply)
 FORMCHECKBOX 
  Part A
 FORMCHECKBOX 
  Part C

 FORMCHECKBOX 
  Part B
 FORMCHECKBOX 
  Part D

	Medicare Qualifying Event (please check one)
 FORMCHECKBOX 
  Age 65 & Older
 FORMCHECKBOX 
  Medical Disability
 FORMCHECKBOX 
  End Stage Renal Disease

	
	
	

	Dependent’s Name

     

	Medicare Coverage

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	Medicare  Effective Date

  /  /     (mm/dd/yyyy)

	Social Security Number

    –    –     
	HICN Number

     

	Medicare Coverage Type
 (check all that apply)
 FORMCHECKBOX 
  Part A
 FORMCHECKBOX 
  Part C

 FORMCHECKBOX 
  Part B
 FORMCHECKBOX 
  Part D

	Medicare Qualifying Event (please check one)
 FORMCHECKBOX 
  Age 65 & Older
 FORMCHECKBOX 
  Medical Disability
 FORMCHECKBOX 
  End Stage Renal Disease


