
                                                                                                 

            REQUEST FOR NON-COVERED SERVICES

I am hereby requesting that the following services be provided to me by ______________________ .
                                                                                                                         (Provider Name)

     Service(s)                   Frequency                    Proposed Date(s)               Estimated Cost
      (List All)                     Limitations                         of Service                        of Service(s)

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

______________    ____________________        __________________  ______________________

In making this request, I acknowledge that these services are not a benefit of my health coverage un-
der TRICARE and that I will not receive the benefit of the TRICARE Hold Harmless Policy (defined 
below), which otherwise might apply to me. In addition, I acknowledge that if I have obtained ser-
vices more frequently than authorized by TRICARE policy, I may be responsible for that professional 
service.

I also understand that if authorization for this care has been denied by TRICARE, or if reimbursement 
is denied upon submittal of a claim form, I may appeal the written notification of the denial issued by 
Health Net Federal Services, Inc./MHN Services.

Unless the decision to deny is overturned as the result of an appeal or dispute, I agree that I will be 
personally responsible for the payment IN FULL of the billed charges for these services.

 _____________________________________          ________________________________________     
 Sponsor Name                                                             Patient Name (Print)

 _____________________________________          ________________________________________          
 Sponsor Social Security Number                              Signature of Patient

 _________________________________________________________________          ____________        
 Sponsor Address                                                                                                                Date

TRICARE Hold Harmless Policy: A network provider may not require payment from the benefi-
ciary for any excluded or excludable services that the beneficiary received from the network provider 
(i.e., the beneficiary will be held harmless) unless the beneficiary has been properly informed that the 
services are excluded or excludable and has agreed in advance in writing to pay for the services.

Privacy Act Statement:
In view of the fact that personal information is being requested from you, notice is hereby given as required by the Privacy Act of 1974. The information is requested and 
maintained under the authority of Chapter 55, Title 10, United States Code, Section 3101, Title 44, United States Code, and 41 Code of Federal Regulations 101-1100 et seq. 
The information is requested to establish or update information to control or process claims for payment. Routinely, the information will be used to determine eligibility for 
TRICARE benefits, review and approve medical care as TRICARE benefits, and to determine reasonable charges/costs of care to be cost-shared under TRICARE. Disclosure 
of the information is voluntary; however, failure to provide the information may result in denial of benefits.
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