
Potential Legal Claim Evaluation Form

Name of Recommender: ________________________________________________________

Recommender’s Phone Number: __________________________________________________

Recommender’s E-mail Address: __________________________________________________

Recommender’s relationship to patient: _____________________________________________

1. Patient Information

Address: __________________________________________________

City: ________________________ State: _____________________ Zip: _________

Age: _____
Gender:______

Are you employed?


( Yes

( No

If so, what is your occupation? _____________________________ 

Employer: _______________

Do you live alone?
( Yes

(  No

If no, with whom do you live? (Relationship and age) _____________________________

_________________________________________________________________________

Marital Status ________________ Children (number and ages): ______________________

2. Patient’s Physical Condition

Please provide a brief description of your current physical condition and details of any relevant medical conditions that affect your physical mobility: __________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

3. Information Concerning Mobility Device

Has a health care provider ever prescribed or recommended a specific mobility device for you?

   
(  Yes

(  No

If yes, please answer the following:

· When did the health care provider prescribe or recommend it?
_____________

· Why did the health care provider prescribe or recommend using this mobility device?

________________________________________________________________________

________________________________________________________________________

Are you currently using the specific mobility device that was prescribed/recommended by a health care provider?  



(  Yes

(  No

If you ARE currently using the specific mobility device that was prescribed/recommended by a health care provider, then skip to item 5. 

4. Patient NOT Currently Using the Prescribed/Recommended Device

If you are NOT currently using the specific mobility device that was prescribed/recommended by a health care provider, then please answer the following:  

· Are you currently using ANY mobility device?


(  Yes

(  No 

· Why are you not currently using the prescribed/recommended device?

___________________________________________________________

___________________________________________________________

· What activities could you perform if you had the prescribed/recommended device that you cannot currently perform without it?

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

· What importance would being able to perform these activities have in your life?

( Financially: _________________________________________

______________________________________________________

( Physically: __________________________________________

______________________________________________________

( Professionally: ________________________________________

_______________________________________________________

( Emotionally/Psychologically: ____________________________

_______________________________________________________

_______________________________________________________

· Do you require the assistance of others to perform activities that you could perform more independently if you had the prescribed/recommended device?

(  Yes

(  No

· Would being able to perform these activities more independently be important to you, and if so, how?

( Financially: _________________________________________

______________________________________________________

( Physically: __________________________________________

______________________________________________________

( Professionally: ________________________________________

_______________________________________________________

( Emotionally/Psychologically: ____________________________

_______________________________________________________

_______________________________________________________

· Have you previously had use of the prescribed/recommended device, but no longer have use of it at this time?

(  Yes

(  No

If yes, please explain: __________________________________________

____________________________________________________________




____________________________________________________________

____________________________________________________________

________________________________________________________________________________________________________________________



____________________________________________________________

5. Patient Currently Using the Prescribed/Recommended Device

If you ARE currently using the specific mobility device that was prescribed/ recommended by a health care provider, please answer the following.  If not, please skip to item 6.

· What is the mobility device (please be as specific as possible)? ____________________________________________________________________________________________________________________________

· Who was the retailer and/or manufacturer of the device? _____________________________________________________________

· Do you rent or own the device? 

(  Rent

(Monthly payment: __________)


(  Own 

(Purchase Price: ____________)

· When was the device obtained? _____________________________________

· How was the device obtained/paid for? _______________________________

_______________________________________________________________

_______________________________________________________________

· Do you currently require your mobility device to:

· Perform in-home activities of daily living such as toileting, feeding, dressing, grooming, and bathing?
(  Yes

(  No

· Leave your home?


(  Yes

(  No

· Enter vehicles?


(  Yes

(  No

· Use public transportation?

(  Yes

(  No

· Do you currently require other people to help you:

· Perform in-home activities of daily living such as toileting, feeding, dressing, grooming, and bathing?
(  Yes

(  No

· Leave your home?


(  Yes

(  No

· Enter vehicles?


(  Yes

(  No

· Use public transportation?

(  Yes

(  No

6. Medicare Claim Information

Did you file an individual claim (for reimbursement of the cost of the device) with Medicare? 

(  Yes

(  No

· If no, why did you not file a claim with Medicare?


(  Retailer/manufacturer filed a claim 

(  Retailer/manufacturer told me it would be denied

(  Don’t know 

(  Other__________________________________________________________

     
   __________________________________________________________

· If yes, please answer the following:

· When did you file the claim?  ____________________________

· Did Medicare reimburse you for the device (was the claim approved)?  

(  Yes

(  No

· If yes, when did Medicare reimburse you? __________________

· If no, please answer the following:

· When were you notified of their decision?

________________________________________________________

· What was the reason for the denial?

_________________________________________________________

_________________________________________________________

_________________________________________________________

· Did you appeal the decision?  




(  Yes

(  No

· Did your appeal eventually reach federal court?


(  Yes

(  No

7. Additional Information the Patient Finds Relevant

Please tell us anything else you feel may be relevant or is important to you concerning your need for the prescribed/recommended mobility device or your inability to obtain Medicare coverage for the device:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

AUTHORIZATION FOR RELEASE OF MEDICAL RECORDS PURSUANT TO 
45 C.F.R. § 164.508 (HIPAA)
Name:  ____________________

Date of Birth:





Social Security Number:




I hereby authorize






to release all existing medical records and information regarding the above-named person’s medical care, treatment, physical condition, and/or medical expenses revealed by observation or treatment past, present and future to the law firm of HUGHES HUBBARD & REED LLP, One Battery Park Plaza, New York, New York 10004 and/or its designated agent.  These records shall be used solely in connection with the currently pending litigation involving the person named above.  This authorization shall cease to be effective as of the date on which that litigation concludes.

I understand that the health information being used/disclosed may include information relating to the diagnosis and treatment of Human Immunodeficiency Virus (HIV), Acquired Immune Deficiency Syndrome (AIDS), sexually transmitted disease and drug and alcohol disorders.

This authorization also may include x-ray reports, CT scan reports, MRI scans, EEGs, EKGs, sonograms, arteriograms, fetal monitor strips, discharge summaries, photographs, surgery consent forms, informed consent forms regarding family planning, admission and discharge records, operation records, doctor and nurses notes (excluding psychotherapy notes maintained separately from the individual's medical record that document or analyze the contents of conversation during a private counseling session or a group, joint, or family counseling session by referring to something other than medication prescription and monitoring, counseling session start and stop times, the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following items: diagnosis, functional status, the treatment plan, symptoms, prognosis and progress), prescriptions, medical bills, invoices, histories, diagnoses, narratives, and any correspondence/memoranda and billing information.  It also includes, to the extent such records currently exist and are in your possession, insurance records, including Medicare/Medicaid and other public assistance claims, applications, statements, eligibility material, claims or claim disputes, resolutions and payments, medical records provided as evidence of services provided, and any other documents or things pertaining to services furnished under Title XVII of the Social Security Act or other forms of public assistance (federal, state, local, etc.).  This listing is not meant to be exclusive.

I understand that I have the right to revoke in writing my consent to this disclosure at any time, except to the extent that the above-named facility or provider already has taken action in reliance upon this authorization, or if this authorization was obtained as a condition of obtaining insurance coverage.  I further understand that the above-named facility or provider cannot condition the provision of treatment, payment, enrollment in a health plan or eligibility for benefits on my provision of this authorization.  I further understand that information disclosed pursuant to this authorization may be subject to redisclosure by the recipient to its clients, agents, employees, consultants, experts, the court, and others deemed necessary by the recipient to assist in this litigation.

Any photostatic copy of this document shall have the same authority as the original, and may be substituted in its place.  Copies of these materials are to be provided at the expense of Hughes Hubbard & Reed LLP.

Dated this ___ day of June, 2005

______________________________

If a representative, please describe your relationship to the plaintiff and your authority to act on his/her behalf:
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