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MSA REFERRAL FORM

Date:         
 FORMCHECKBOX 

Medicare Set-Aside

CMS Submission
Yes:  FORMCHECKBOX 


No:  FORMCHECKBOX 

CLAIMANT IS CONSIDERED QUALIFIED FOR CMS SUBMISSION IF ONE OF THE FOLLOWING IS MET:

 FORMCHECKBOX 

Claimant is a Medicare recipient at the time of the settlement and the total settlement amount exceeds $25,000


OR

 FORMCHECKBOX 

Claimant is not yet receiving Medicare benefits but the following two-pronged test is met:

1. The total amount of the settlement is over $250,000.

AND

2. It is reasonably expected that the claimant will become a Medicare recipient within 30 months of the settlement.

 FORMCHECKBOX 
 MEDICAL COST PROJECTION
 FORMCHECKBOX 
 LIFE CARE PLAN

 FORMCHECKBOX 
 OTHER

List: 
     
SPECIAL NOTES/INSTRUCTIONS:
     
CLAIMANT INFORMATION

Claimant Name:
     


Claim #: 

     
Address:

     


DOB:

     
City, State, ZIP:
     


SSN:

     
Phone: 

     


DOI:

     
Alt. Phone: 
     


Part(s):

     
Disability Status: 
     


List Accepted
St. of Jurisdiction: 
     


Body:

     


INSURANCE, EMPLOYER AND ANNUITY INFORMATION
Insurance Carrier:
     


Phone:

     
Contact:

     


Fax:

     
Contact E-Mail:
     


Annuity Company:
     
Address:

     


Annuity Phone:
     
City, State, ZIP:
     


Method of Funding:   FORMCHECKBOX 
 Lump Sum
 FORMCHECKBOX 
 Annuity

Employer: 
     


Fund Amount:
     
ATTORNEY INFORMATION:
Claimant’s Attorney:     


Phone:

     


Address:

     


Fax:

     
City, State, ZIP:
     


E-Mail:

     
Insured’s Attorney:
     


Phone:

     
Address:

     


Fax:

     
City, State, ZIP:
     


E-Mail:

     
CHECKLIST

 FORMCHECKBOX 

1. Referral Form

 FORMCHECKBOX 

2. Medical Records (all records past to present)

 FORMCHECKBOX 

3. Payout Summary

 FORMCHECKBOX 

4. Pharmacy Bill/Summary (Please provide contact info



Contact Name:  
     


Contact Phone: 
     
 FORMCHECKBOX 

5. Rated Age or Life Expectancy Report (Speedy will obtain from your vendor of choice)

 FORMCHECKBOX 

6. Consent/Release Forms (Speedy will request)

 FORMCHECKBOX 

7. Mail all supporting documents to address noted below or e-mail to ExpressMSA@express-scripts.com
Express Scripts

Medicare Set-Asides

6272 Lee Vista Blvd.

Orlando, FL 32822

Express Scripts Medicare Set-Asides


�HYPERLINK "mailto:ExpressMSA@express-scripts.com"�ExpressMSA@express-scripts.com�


PHONE: 800.985.3390


FAX: 800.985.3391








