
Medicare Screening Form 
 
 

1. Are you currently enrolled in a Hospice Program? ________________________________ 
 
2. Have you ever been enrolled in a Hospice Program? __________________________ 

If Yes:  Facility Name: ________________________  Date of revocation: ___________            
Address: ________________________________ 
Address: ________________________________      Phone: ______________________ 

 
3. Are you receiving Black Lung benefits? _________________________________ 
                       If yes: Date benefits began: _______________________ 
 
4. Are the Physical Therapy services to be paid by a government program such as a research  
     grant? ___________________________ 
 
5. Has the Department of Veterans Affairs (DVA) authorized and agreed to pay for care at this             

facility? __________________________ 
 
6. Was the illness or injury due to a work related accident/condition? ____________ 

             If Yes: Date of injury/illness:________________ policy or claim #: ___________________ 
             Name and address of your L&I plan: ____________________________________________ 
             Name and address of your employer: ____________________________________________ 
 

7.  Is this visit the result of a non-work related accident /injury? _________________________ 
                  If Yes: Date of accident: _________________       
 
8.  Are you entitled to Medicare based on (circle one):      
                                                        AGE          DISABLITY         End Stage Renal Disease (ESRD) 
 
9.  Are you currently employed? ___________   If No: Date of Retirement: _________________ 
 
10. Is your spouse currently employed? _________   If No: Date of Retirement: ______________ 
 
11.  Do you have Group Health Plan (GHP)* coverage based on your own, or a spouse’s, current     

employment? ___________________________________________ 
 
12.  Does the employer that sponsors your GHP employ 20 or more people? _________________ 

 
13.  Does the employer that sponsors your GHP employ 100 or more people? ________________ 

 
14.  Have you received a kidney transplant? _________   If Yes: Date of transplant: ___________ 

 
15.  Have you received maintenance dialysis treatments? __________________ 
                   If Yes:  Date dialysis began: _________________ 



 
16.  Have you participated in a self-dialysis training program? __________________ 
                     If Yes:  Date Training began: _________________ 
 
17.  Are you within the 30-month coordination period? _________________ 
                If Yes:  Date the coordination period started: _________________ 
 
18.  Are you entitled to Medicare on the basis of either End Stage Renal Disease (ESRD) and age          

or ESRD and disability?   _____________ 
 
19.  Was your initial entitlement to Medicare (including simultaneous or dual entitlement) based 

         on ESRD? ______________________ 
 

20.  Have you received services at this facility (including Capital Medical Hospital) within the last 
3 days? ________________ 

      If yes, enter the facility name: _________________________________________ 
 
21.  Have you been in Inpatient care anywhere in the last 60 days? _______________ 
         If yes: 
         Facility Name:                                      Admit date:                     Discharge Date: 
        __________________________        _______________           _______________ 
        __________________________        _______________           _______________ 
        __________________________        _______________           _______________ 
 

 
 

 
 
* A GHP would be ANY insurance provided through you or your spouse’s employer that would 
   act as a primary insurance in place of Medicare.  NOT specifically Group Health Cooperative   
   health insurance 
 
 
 
 
 
 
 
 
 

 


