






 
Jaworski Physical Therapy Inc. 

MEDICARE SECONDARY PAYER QUESTIONNAIRE 
Completed by all Patients Covered Under Medicare 

 

 YES NO 

1.  Should this illness or injury be covered by a past Workers Compensation Claim or will you be filing a 
new claim with the Bureau of Workers Compensation 

  

2. Are you covered under the Federal Black Lung Program   

3. Are you entitled to benefits through the Veteran’s Administration?  Do you want us to contact the 
VA for authorization of these services? 

  

4. Are these services a result of an accident?   

5. Do you feel someone else is responsible for this illness or injury?   

6. Are these services covered by a Public Health Service (other than Medicare or Medicaid)   

7. Are you entitled to Medicare due to End Stage Renal  Failure-  If yes please answer  the following 
a. Are you covered by an Employee Sponsored Group Health Plan? 
b. Are you within the 18 month Coordination of Benefits period? 

  

8. If you or your spouse are actively employed, are you covered by that Employee Group Health Plan   

9. Are you entitled to Medicare solely due to a disability other than End Stage Renal Failure?   

10. If you answered yes to question number 9, are you are your family member actively employed and 
covered by that Large Group Health Plan? 

  

11. Are you currently  receiving Home Health Services ( for example, nurse, aide, therapist)   

 

Please Explain any Yes answers: 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

Signature:   ____________________________  Print Name: _______________________    Date: ____________ 

Name of person who supplied information if different then the patient:  __________________________ (print name) 
 
Relationship to patient: ________________________    Signature: ____________________________  Date: _______ 
 
 
 



Jaworski Physical Therapy Inc. 

Medication List 

To meet regulatory requirements and to assist the therapist in the treatment of your condition it is 
important that we are aware of all the medications that you are currently taken.  This includes prescription 
medications, over the counter medications, vitamins and/or herbs.  Please provide us a list of your 
medications, including the medication, dosage, frequency, route taken and reason for taking the medication.   
If you already have this information on a printed list, you may bring it to your appointment and we will make a 
copy for your file.  Thank you for your cooperation. 

Patient Name: __________________________       Date:________________________ 

Medication Frequency Dosage Route Taken Reason for taking 

     
     

     
     

     

     
     

     
     

     

     
     

     
     

     
     

     

     
     

     

     

     

     
     

     
     

     
     
 




