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Medicare Eligibility Verification Enrollment Form
The Provider Agrees to the following provisions for submitting Medicare Eligibility Verification requests electronically to CMS or to CMS’ carriers, DMERCS, or FI:

1. That it will only attempt to verify eligibility of its current patients or a person requesting service from them.

2. That it will not disclose any information concerning a Medicare beneficiary to any other person or organization, except CMS and/or its carriers, DMERCS, FIs, or other contractors designated by CMS, without the express written permission of the Medicare beneficiary or his/her legal guardian.

3. That it will ensure that every electronic entry can be readily associated and identified with an original source document.  Each source document must reflect the following information:
· Beneficiary’s Name

· Beneficiary’s health insurance claim number

· Date(s) of Services

· Diagnosis/nature of illness

· Service performed

4. That it will affix the NPI assigned number of the provider on each electronic request submitted. 

5. That this NPI constitutes the provider’s legal electronic signature and constitutes an assurance by the provider that the request is for a current patient or a person requesting service from them.

6. That it will use sufficient security procedures (including compliance with all provisions of the HIPAA security regulations) to ensure that all beneficiary-specific data is protected from improper access.
7. That it will establish and maintain procedures and controls so that information concerning Medicare beneficiaries, or any information obtained from CMS or its carriers, DMERC, FI or other contractor if designated by CMS shall not be used except as provided in accordance with §1106(a) of the Social Security Act).
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Medicare Eligibility Verification Enrollment Form

This document shall become effective when signed by the provider.  The responsibilities and obligations contained in this document will remain in effect as long as Medicare Eligibility transactions are submitted.  

Signature:
I am authorized to sign this document on behalf of the indicated party and I have read and agree to the foregoing provisions and acknowledge same by signing below.

_________________________________


____________________________________

Provider’s NPI(s)





Provider’s Medicare Part A Number(s)

Provider’s Name 

Provider’s Address: Street, City, State, Zip

Provider Phone Number

Authorized Name (printed) and Title

Signature







Date

