-




1. Patient’s LAST NAME,              First Name             MI.


____________________    ___________     ___








2. Pay Grade  / Rank


 ______ /______





3.  Social Security #


_________________











4.  Branch of Service:





    (   Army NG (AGR/Active)           (   Army NG (M-Day/Inactive w/LOD)* 





*  For service members in an Inactive Duty status, appropriate eligibility documentation in item #9 below must be provided if treatment has been found to be a result of a service-connected injury.





11.  As/For the Health Systems Specialist for the Maine Army National Guard, I certify that this individual is eligible for this care at government expense.





    _______________________________       Frances Casey, LTC, HSS, MEARNG	 (207) 626-4555


       Signature of MEARNG-DPA-MRC Rep only	                             Printed Name			     Phone Number 


				





ME FORM 1034-MMSO									 1 January 2001


	 





10.  Service member’s signature:  I certify that I received this care and the information provided is accurate.     


       I authorize release of health care records related to this care to MEARNG-DPA-MRC and MMSO Offices.





      _________________________________	            __________________________________


        Signature						Work Phone Number (with Area Code)





9.  Checklist for submitting LOD medical claims for Inactive Maine Army NG soldiers:


- Drill Attendance Sheet or Line of Duty (DA Form 2173)


- Medical Claim Form from Medical Provider (HCFA 1500, UB 92)


- DD Form 2642 (TRICARE Claim Form for Service Member Reimbursement), if applicable (available at www.tricare.osd.mil)


- Copy of this Maine Army National Guard Medical Claim Form 





Dental Claims will be submitted in accordance with the Dental Instruction at � HYPERLINK http://www.navymedicine.med.navy.mil/mmso ��http://www.navymedicine.med.navy.mil/mmso� with the drill attendance sheet or LOD.





ATTN: MEDICAL PROVIDER 


PLEASE SEND MEDICAL BILLS (HCFA 1500/UB 92) AND ALL MEDICAL DOCUMENTATION TO:





DEPARTMENT OF


DEFENSE,VETERANS AND EMERGENCY MANAGEMENT


ATTN: MEARNG-DPA-MRC


CAMP KEYES


AUGUSTA, ME 04333-0033








      





5.  Current Duty Station (work location)





   _____________________________      ___________


     Command				UIC





  ___________________________________________


     Street Address





   _______________________       ______       ________


     City			              State          Zip Code





6.  Patient’s Home Address:





     ________________________________________


     Street Address





     ______________________     _____     ________


     City		                          State      Zip Code





     __________________________________


     Home phone number  (with Area Code)





7.  Type of Care:





      (   Emergency Treatment	(   Routine	    (  Prior Approval Number issued by MMSO:


							     


# __________________________





8.  Did a Military Medical Treatment Facility or Clinic authorize the referral of this care?   (  Yes	       (   No





     If so,  Name and location of referring medical facility:  _________________________________________ 





MAINE ARMY NATIONAL GUARD MEDICAL CLAIM FORM


MILITARY MEDICAL SUPPORT OFFICE (MMSO)








