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Sample: CMS 1500 Claim Form (continued)
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Sample: UB-04 Claim Form 
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Sample: UB-04 Claim Form (continued)
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TRICARE AUTHORIZATION FORM 
FOR OUTPATIENT CARE 

TRICARE PRIME BENEFICIARY 

 

 
To: 

<<Provider Name>> 
Authorization Number: <<0NTL 22221>> 

<<Provider Address>> 
<<Provider City>> 
<<Provider Country>>  

Date: 14 April 2010 

Tel: <<Provider Phone Number>>  
Fax: <<Provider Fax>> 

Pages: 1 

 
 

 
 

SERVICE(S) REQUEST IN RESPECT OF: <<Beneficiary Name >> <<Beneficiary DOB>> 

 
This is to confirm the Authorization for the above patient at <<Provider Name>> for outpatient care. This Authorization is only valid 
between <<April 14 201 >> and <<July 14 2010>>.    
 

Priority <<Routine/ Urgent>> 

Specialty <<Specialty Required>>  
 

Preliminary Diagnosis 
 
 

As per referral 
<<Preliminary Diagnosis>> 

Number of Visits <<Number of allowed visits>> 

Scope <<Evaluate and Treat>> 

Instructions: 
 
 

<<Evaluate and Treat>> 

 
Inclusions: 
Further to medical information received, International SOS authorizes all reasonable, customary and necessary medical expenses 
within the scope of the approved authorization.  
 
Medical Reports: 
Please send a written medical report and discharge summary to the below addressee after this patient’s episode of care / 
procedure.  Please follow any special arrangements you may have between you and the Military Treatment Facility (MTF). 

 

<<International SOS>>, Fax: <<International SOS Fax Number>> 
<<International SOS Address>> 

 
Priority:   
For urgent medical appointments please return a copy of medical results within 24 hours. 
For routine appointments please return a copy of medical results within 10 calendar days. 
 
Important: 

An authorization is issued for requested services, procedures, or admissions that require medical necessity review prior to services 
being rendered. The terms of this Authorization are only applicable to the specific service provider indicated above and to this 
instance of service requested.  
 
Billing Instructions:  
If the Beneficiary has "other" healthcare coverage in addition to TRICARE, the "other" healthcare coverage is the Primary Insurer.  
All invoices must reach us within 12 calendar months from date of service to avoid denial of settlement. An itemized invoice 
accompanied with a duly completed Claim Form and a copy of this Authorization Form is to be sent to the following address. : 

 
<<International SOS Claims Department>> 

<<Claims Department Address>> 
  

 

For full terms and conditions of this Authorization Form, please refer to www.tricare-overseas.com .  Alternatively, you may contact 
our office for a copy of the terms and conditions. 

 
Yours sincerely 
<<TRICARE TEAM>> 
TRICARE Department 
 

Sample: International SoS Authorization Form
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Sample: EDI (Electronic Data Interchange) Agreement Form 
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Sample: EFT (Electronic Funds Transfer) Form for Providers

Electronic Funds Transfer (EFT) Claim Payment Request 

If you are expecting to receive all your payments directly, please complete your bank details. 
If you are processing all of your invoices through a billing agency or a corporate entity, please send them form to provide us with 

their bank details and a list of providers billing through them. 

 
PROVIDER INFORMATION: 

Do you use a billing agency?   Yes / No   (If Yes, please request your Billing Agency to complete the EFT Form for Billing Agency) 

TRICARE ID Number  Provider Name  

City  State   

Country  Zip / Postal Code  

 
BANK DETAILS: 

Please provide details of the Account Holder – including Account Holder’s Street Address 

Account Holder Name  Tel Number  

Street Address     

Country  Zip / Postal Code  

Bank Name    

Bank ID Code (Swift, FED, 

ABA, etc.) 
 Full Bank Account 

Number (IBAN) 
 

Bank Street Address  Bank City  

Bank State/ Country  Bank Zip / Postal 
Code 

 

 
INTERMEDIARY BANK DETAILS: 

Please provide details of the Account Holder – including Account Holder’s Street Address 

Intermediary Bank Name  Tel Number  

Street Address   City  

State / Country  Zip / Postal Code  

Bank Swift Code    

 

PAYMENT INFORMATION:    Wire_____________________ (specify currency) 
 

Authorization (Signature and Date Required)  

_________________________ (Bank Accountholder) hereby authorizes International SOS and/or its dedicated Agents to make 
payments of any benefits payable to us by crediting the payments to my account at the bank or financial institution named above.  I 
agree to notify in writing of any change relating to the information provided on this form or of a withdrawal of this authorization. 

I agree that if, for any reason unearned payments are deposited into my account, I will immediately repay the full amount of any 
such payments.  I further agree that if I do not immediately repay such unearned payments, I will be liable for all costs of collection.  
These costs include reasonable attorney’s fees, incurred by International SOS and/or its dedicated Agents in the collection of such 
payments.  

In the case of any overpayment of benefits to my account, I agree that International SOS may debit my account for such 
overpayment, without further authorization from me. 

All bank charges incurred by our organization are our responsibility. 

Signature     Title    Date  

Organization Name 

 

Please email this form back to:  Europe, Middle East & Africa providerseurasiaafrica@internationalsos.com 
 Asia Pacific providersasiapacific@internationalsos.com 
 Latin America and Canada providerslatinamerica@internationalsos.com 
 Puerto Rico provider.inquiries.PR@internationalsos.com 
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Sample: EFT Form for Providers Who Use a Billing Agency

Billing Agency - Electronic Funds Transfer (EFT) Claim Payment Request 

If you use the services of a billing agency to submit claims on your behalf for TOP beneficiary claims, please request that your billing 
agency completes and returns this form along with your Mutual Cooperation Protocol. 

  

 
BILLING AGENCY INFORMATION: 

TRICARE ID Number  Billing Agency Name  

City  State   

Country  Zip / Postal Code  

 
BANK DETAILS: 

Please provide details of the Account Holder – including Account Holder’s Street Address 

Account Holder Name  Tel Number  

Street Address     

Country  Zip / Postal Code  

Bank Name    

Bank ID Code (Swift, FED, 

ABA, etc.) 
 Full Bank Account 

Number (IBAN) 
 

Bank Street Address  Bank City  

Bank State/ Country  Bank Zip / Postal 
Code 

 

 
INTERMEDIARY BANK DETAILS: 

Please provide details of the Account Holder – including Account Holder’s Street Address 

Intermediary Bank Name  Tel Number  

Street Address   City  

State / Country  Zip / Postal Code  

Bank Swift Code    

 

PAYMENT INFORMATION:    Wire_____________________ (specify currency) 
 

Authorization (Signature and Date Required)  

_________________________ (Bank Accountholder) hereby authorizes International SOS and/or its dedicated Agents to make 
payments of any benefits payable to us by crediting the payments to my account at the bank or financial institution named above.  I 
agree to notify in writing of any change relating to the information provided on this form or of a withdrawal of this authorization. 

I agree that if, for any reason unearned payments are deposited into my account, I will immediately repay the full amount of any 
such payments.  I further agree that if I do not immediately repay such unearned payments, I will be liable for all costs of collection.  
These costs include reasonable attorney’s fees, incurred by International SOS and/or its dedicated Agents in the collection of such 
payments.  

In the case of any overpayment of benefits to my account, I agree that International SOS may debit my account for such 
overpayment, without further authorization from me. 

All bank charges incurred by our organization are our responsibility. 

Signature     Title    Date  

Organization Name 

Please email this form back to:  Europe, Middle East & Africa providerseurasiaafrica@internationalsos.com 
 Asia Pacific providersasiapacific@internationalsos.com 
 Latin America and Canada providerslatinamerica@internationalsos.com 
 Puerto Rico provider.inquiries.PR@internationalsos.com 
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