
THIRD PARTY LIABILITY 

QUESTIONAIRE 


CODE: B DATE OF VISIT: _____ 

INSTRUcnONS: PLEASEANSEWER AIL QUESTIONS AS COMPLETELYAS POSSIBLE. 
PLEASE PRINT. 

NAMB(S)OFINnmrnD: ______----_____________________________________ 
HOMBADDRBSS: ___________________________________________________ 

TBLBPHONB: (HOME),____------- (WORK),__________________ 
DolLIDl1 DATE OF BIRTH: ______________ 

IF MILITARY MEMBER: CURRBNTDUTYSTATION: ________________________________ 
RANK OR RATE: _____________BRANCH OF SERVICE: _______ 

IF DEPENDENT, PLEASE PROVIDE SPONSOR INFORMA'nON: NAMB: _____________________________----_________ 

DDil IDII 
CURRBNT~D~UTY~~srm~Ton~O~N~:-----------------------------

,RANK OR RATE: ____________ BRANCH OF SERVICE: ________ 
HOMEADD~SFRBnRBD: _______________________________________ 

RBLATIONSmPTOSPONSOR: __________~________________________ 


DATBANDPLACEOFAOCDBNT: ____________________________________ 

DBS~ONOFAoanENT: _____________________________________ 


TYPBOFIN~: _________________________________________ 

PLACBS AND DATES OF TRBATMENT (S): __________________________ 

PLBASBPROVIDB YOUR AUTO INSURANCE INFORMATION. F YOUWBRB·A PASSBNGBR. 
PROVIDE THB DRIVBRlOWNBR.'S Auro INsuilANCE INFORMATION. (IF NOTAPPUCA!lLE, PLEASE 
SPECIFY): 

NAME:ADDRES-S-:--------------------------------------------- 
NAMEOPPOUCYHOLDER: ____________________________________ 
POI.JCY NUMBER: a..AIM NUMBER: _________________ 

NAME AND ADDRESS OF PARTY RESPONSIBLE FOR TInS ACCIDENTIINCIDBNT:NAMB: _________________________________________________ 
ADDRBSS: __________________________________________________ 
AUTOINSURANCECOMPANY: ________________________________________ 
ADDRBSS:_,________________________________________________ 
POI.JCY NUMBER: a..AIM NUMBER: ______________ 

··IF OTHER THAN A MOTOR VEmCLE ACCIDENT, PLEASE PROVIDE ALL 
PERTINENT INFORMATION. 
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PLEASE PROVIDE THE PoUDWINO INFORMATION IF YOU HAVB OBTAINED AN ATTORNEY TO 
REPRESENT YOU IN THE RECOVERY OPDAMAOBS: 
NAMBOPLAVV~: __________________________________________~______ 
ADDRESS: _________________________________________________________ 

TBLBPHONB AND/OR PAX NUMBER: 
NAMBOPATrORNBY HANDLlNOCASE: ____________________ 

lBIVACI ACJ' STATEMENT 

1. 	 AUIHORJfY: Privacy Act of 1974. 5 U.S.C. 552 (a) (1982). Medical Care Recovery Act, 42 U.S.C. 

2651-53 (1982).10 U.S.C;I095 (1990). Navy Affirmative CWms Regulations. 32 C.P.R. 757 (1984). 

Department ofJustice Regulations. 28 C.P.R. 43 (1984). 


2. 	 PRINCIPAL PURPOSE: To provide information for the collection ofMedical Care Recovery Act claims 

apinst third peISOIl who cause injuries to other individuals who were given medical ~ a government 

healcb care facility or at government expense. 


3. 	 ROUtINE USES: Information Biven by the injured persons who received treatment at government 

expense or at a government healcb care :facility is used to recover the reasonable value of the medical care 

from the individual who caused the injury. The information is also used to prepare reports to the ' ' 

Department ofJustice and cbe Department of cbe Navy. 


4. 	 MANDATORY DISCLOSURE AND CONSBOUBNCBS OP REFUSAL TO DISCLOSB: 

Pederallaw requires cbe injumi Person to provide the requested information. 32 C.P.R. 757.5 (1984); 

28 C.P.R. 43.2 (1984); IUd 42 U.S.c. 2651 (a) (1982). 


, If the requested information is not given, the United States Navy may force disc10sme by court action. The 
United States Navy may also require cbe injured person to assign all cWms for the expense of the medical 
treatment to the United States Navy for collection.. 

I HEREBY CERTIFY THAT I BA VE READ THE ABOVE INSTRUcnONS AND I DO FURTHER 
HEREBY CERTIFY THAT THE ABOVE ANSWERS ARE, TO THE BEST OF MY KNOWLEDGE AND 
BELIEF, T.R.1JE AND COMPLETE. I BA VE ALSO READ AND UNDERSTAND THE CONTENTS OF 
THE PRIVACY ACf STATEMENT. I HEREBY AUTHORIZE THE RELEASE OF ANY MEDICAL 
AND MIUTARY RECORDS IN CONNECfION WITH THIS CASE. 

(pATIBNT OR GUARDIAN SIGNATURE) 	 (DATE) 
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