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	MEDICARE FEDERAL HEALTH CARE BENEFIT REASSIGNMENT APPLICATIONS

	Application for the Reassignment of Medicare Benefits


General Instructions

The Medicare Federal Health Care Benefit Reassignment Application has been designed by the Centers for Medicare and Medicaid Services (CMS) to assist in the administration of the Medicare program and to ensure that the Medicare program is in compliance with all regulatory requirements. The information collected in this application will be used to ensure that payments made from the Medicare trust fund are only paid to qualified health care providers or suppliers with whom an individual practitioner has a valid reassignment of benefits on file with Medicare, and that the amount of the payments are correct. To accomplish this, Medicare must know basic identifying information about the individual practitioner and the provider/supplier who the individual practitioner is authorizing to receive payment on his or her behalf for services rendered to Medicare beneficiaries.
When completing this application, Medicare must know the name, social security number, and Medicare Identification number of the individual practitioner reassigning his or her benefits and the name, tax identification number, Medicare identification number, and practice locations of the supplier receiving the individual practitioner’s reassigned benefits.

This application must be completed any time an individual practitioner reassigns his or her benefits to an eligible provider/supplier. Both the individual practitioner and the eligible provider/supplier must be currently enrolled (or concurrently enrolling) in the Medicare program. Generally, this application will be completed by the provider/supplier, signed by the individual practitioner, and submitted by the provider/supplier. When deleting a current reassignment, it is the individual practitioner’s responsibility to submit the application with the appropriate sections completed.

	1. General Application Information

	This section is to be completed with information as to why this reassignment of benefits application is being submitted.

	Reason for Submittal of this Application

	Check one:
	 FORMCHECKBOX 
Add a New Reassignment

 FORMCHECKBOX 
Terminate a Current Reassignment – Effective Date     
 FORMCHECKBOX 
Add a New Practice Location(s) for a Current Reassignment

 FORMCHECKBOX 
Delete a Practice Location (s) for a Current Reassignment

 FORMCHECKBOX 
Change Income Reporting Status – Effective Date (MM/DD/YYY):      


	2. Provider/Supplier Identification

	This section is to be completed with identifying information about the provider/supplier to which the individual practitioner is reassigning his or her benefits.

	Legal Business Name of Provider/Supplier as Reported to IRS
University of Illinois Medical Center

	Tax Identification Number
37-6000511
	Medicare Identification Number

808960


	3. Individual Practitioner Identification

	This section is to be completed with identifying information about the individual practitioner who will be reassigning (or terminating the reassignment of) his or her benefits to the provider/supplier shown in Section 2 above.

	Name First
     
	Middle
     
	Last
     
	Jr., Sr., etc.
     

	Tax Identification Number
37-6000511
	Medicare Identification Number

808960

	What income reporting form does the individual practitioner receive from the supplier at the end of the calendar year based on his or her relationship with the provider/supplier shown in Section 2?

Check all that apply:     FORMCHECKBOX 
 W-2           FORMCHECKBOX 
 1099           FORMCHECKBOX 
 1065-K1          Other:     


	4. Practice Location

	This section is to be completed with all practice locations of the provider/supplier identified in Section 2 indicating where the individual practitioner identified in Section 3 will be rendering services on a regular basis. If more than four locations need to be reported, copy and complete this page as needed.

	A.   1st Practice Location Information           FORMCHECKBOX 
Add           FORMCHECKBOX 
Delete          Effective Date:      

	1. Practice Location Name
University of Illinois Medical Center at Chicago
	2. Date practitioner began/will start rendering services at this location:      

	2. Practice Location Street Address Line 1

1740 West Taylor Street

	Practice Location Street Address Line 2

1747 W. Polk

	City

Chicago
	County Parish

Cook
	State

Illinois
	Zip Code + 4

60612-0199

	Telephone Number
(312) 996-7699
	Fax Number
     
	E-mail Address (if applicable)
     

	B.   2nd  Practice Location Information           FORMCHECKBOX 
Add           FORMCHECKBOX 
Delete          Effective Date:      

	1. Practice Location Name
     
	2. Date practitioner began/will start rendering services at this location:      

	2. Practice Location Street Address Line 1

     

	Practice Location Street Address Line 2

     

	City

     
	County Parish

     
	State

     
	Zip Code + 4

     

	Telephone Number
     
	Fax Number
     
	E-mail Address (if applicable)
     

	C.   3rd  Practice Location Information           FORMCHECKBOX 
Add           FORMCHECKBOX 
Delete          Effective Date:      

	1. Practice Location Name
     
	2. Date practitioner began/will start rendering services at this location:      

	2. Practice Location Street Address Line 1

     

	Practice Location Street Address Line 2

     

	City

     
	County Parish

     
	State

     
	Zip Code + 4

     

	Telephone Number
     
	Fax Number
     
	E-mail Address (if applicable)
     

	D. 4th  Practice Location Information           FORMCHECKBOX 
Add           FORMCHECKBOX 
Delete          Effective Date:      

	1. Practice Location Name
     
	2. Date practitioner began/will start rendering services at this location:      

	2. Practice Location Street Address Line 1

     

	Practice Location Street Address Line 2

     

	City

     
	County Parish

     
	State

     
	Zip Code + 4

     

	Telephone Number
     
	Fax Number
     
	E-mail Address (if applicable)
     


	5. Statement of Termination

	This section is to be completed by the individual practitioner when terminating a previously authorized reassignment of benefits.

	By my signature, I hereby terminate the authority of
	     
	to claim or receive any

	fees or charges for my services`
	(Name of individual or Provider/Supplier as Reported to the IRS)

	I certify that I have examined the above information and that it is true, accurate and complete to the best of my knowledge. I understand that any deliberate misrepresentation or concealment of any information request in this application may subject me to liability under civil and criminal laws.

	Individual Practitioner Name First

Print     
	Middle

     
	Last

     
	Jr., Sr., etc.

     

	Individual practitioner Signature (First, Middle, Last, Jr., Sr., M.D., D.O., etc.)

	Date:(MM/DD/YYYY)



	6. Reassignment of Benefits Statement

	This section MUST be signed and dated by the individual practitioner shown in Section 3 to authorize the reassignment of his or her benefits to the provider/supplier shown in Section 2.

	Medicare law prohibits payment for services provided by an Individual practitioner to be paid to another individual or provider/supplier unless the individual practitioner who provided the services specifically authorize another individual or provider/supplier (employer, facility, or health care deliver system) to receive said payments in accordance with 42 CFR 424.73 and 42 CFR 424.80. By signing this Reassignment of Benefits Statement, you are authorizing the individual or provider/supplier identified in Section 2 to receive Medicare payments on your behalf.

Your employment or contract with this individual or provider/supplier must be in compliance with CMS regulations. All individual practitioners who all another individual or provider/supplier (employer, facility, or health care delivery system) to receive payment for their services must sign the reassignment of Benefits Statement.

	I acknowledge that, under the terms of my employment or contract, is entitled to claim or receive any fees or charges for my services.
	University of Illinois Hospital
Medical Center at Chicago
(Name of Individual or Provider/Supplier as Reported to the IRS)

	Individual Practitioner Name First

Print     
	Middle

     
	Last

     
	Jr., Sr., etc.

     

	Individual practitioner (First, Middle, Last, Jr., Sr., M.D., D.O., etc.)
Signature
	Date:(MM/DD/YYYY)
Signed


	7. Attestation Statement

	This section requires the signature of an authorized or delegated official of the provider/supplier shown in Section 2. The authorized or delegated official must currently be on file with Medicare for the application to be processed.

	I certify that I have examined the above information and that it is true, accurate and complete to the best of my knowledge. I understand that any deliberate misrepresentation or concealment of any information requested in this application may subject me to liability under civil and criminal laws. I certify that the provider/supplier requesting to receive payments is legally eligible to receive reassigned benefits per CMS regulations.

	Authorized/Delegated Official Name First

William
	Middle

R.
	Last

Nicholas
	Jr., Sr., etc.



	Authorized/Delegated Official (First, Middle, Last, Jr., Sr., M.D., D.O., etc.)
Signature
	Date:(MM/DD/YYYY)
Signed
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