DIB Offset/Medicare Set-aside  
Cover Page and Authorization©
The information requested from the attached “DIB Offset/Medicare Set-Aside Input Sheet©” is necessary to evaluate the potential offset or set-aside imposed due to the concurrent receipt of lump sum or periodic workers’ compensation benefits and certain collateral benefits: (a) Title II Social Security Disability, (b) Medicare, (c) State of Connecticut cash or medical benefits received from the Department of Administrative Services or Department of Social Services, or (d) public or private pension plan.  
Incomplete or inaccurate information will delay preparation of the final documents and may cause inaccurate assumptions to be formed and relied upon. 

Title XVI Supplemental Security Income and/or Medicaid recipients require Special Needs Trust consideration which is not a service provided by Angelo Paul Sevarino, Esq. Should a Special Needs Trust be required my office can provide a referral.  

While every effort is made to mitigate any adverse impact to the recipient due to receipt of concurrent workers’ compensation periodic or lump sum benefits and those collateral benefits as outlined above there are no guarantees that the Social Security Administration, the Centers for Medicare & Medicaid Services (except in the case of a submission to CMS by Attorney Sevarino), the Department of Administrative Services or Department of Social Services or any other public or private group health, disability or pension plan administrator will accept the assumptions made by Angelo Paul Sevarino, Esq. in the preparation of the settlement documents based upon the information provided by the submitting attorney or party.
Angelo Paul Sevarino, Esq. makes no warranties or representations as to the ultimate rulings as may result from any of these entities’ interpretation of the language contained in the Stipulation.  Only those individual entities or their administrator(s) are authorized to actually do the Social Security offset calculations or Medicare Set-aside review and accept the assumptions made herein. 

 The normal charge for preparation of the Stipulation and supporting Notice of Consequences of the Stipulation and Medical Informed Consent forms will be $850.00 with a non-CMS approved standard medical allocation (no set-aside provisions); $975.00 for a non-CMS approved Self-Administered Medicare Set-aside Mechanism; $1750.00 for a CMS approved Medicare Set-aside (self-administered) account or $1,950.00 for a CMS approved Medicare Set-aside (third-party administered) mechanism.


While the exception, fees may be higher should extensive CMS negotiations or multiple document revisions be required and would be billed at the hourly rate of $295.00 over the initial fee.  Fees for certified Life Care Planners or third party Medicare Set-aside administrators are in addition to those of Angelo Paul Sevarino, Esq. and are payable directly to the certified Life Care Planner or third-party administrator by the Submitting attorney or party. 

The fee is the responsibility of the submitting attorney or party (unless express written confirmation is provided Angelo Paul Sevarino, Esq. that another party, other than the Claimant, has assumed responsibility for payment) and is not contingent upon the submitting attorney’s client’s or pro se party’s ability to pay for this service or contingent on ultimate Stipulation approval.  The fee is due and payable upon within 45 days of initial receipt of the Stipulation from The Law Office of Angelo Paul Sevarino.  

The submitting attorney or party warrants to Angelo Paul Sevarino, Esq. that s/he has explained to his or her client that (a) no attorney-client relationship is being established between the Claimant(s) and Angelo Paul Sevarino, Esq., (b) warrants the accuracy of the information contained herein and (c) that the submitting attorney or party has obtained the Claimant(s)’s consent to have this matter reviewed and prepared by Angelo Paul Sevarino, Esq.

The signature of the Claimant(s) and his or her authorized representative is required before the settlement documents may be prepared.
________________________________

_________________________________
Claimant





Submitting Attorney/Party

While every effort is made to expedite the process, submissions to The Centers for Medicare & Medicaid Services request a minimum of 60-90 days to obtain CMS’ approval after submission to CMS is made.  This time frame will be extended if (a) CMS requires additional information; (b) a third-party administrator rather than the Claimant is going to administer the Medicare Set-aside; (c) information is lacking in the original submission by the submitting attorney or party; or (d) a conservator needs to be appointed thereby involving Probate Court approval. All other submissions not requiring CMS review will normally be completed with ten (10) business days from receipt of submission.
The completed Stipulation and supporting documents will be returned to you by first class mail.  If FedEx requested check below an additional $25.00 charge will be added to your invoice.  

 
I wish the documents transmitted by FedEx

Thank you for allowing me to be of service.  Should you have any questions regarding your submission please do not hesitate to contact me.
Angelo Paul Sevarino, Esq.

DIB Offset/Medicare Set-Aside Input Sheet ©
A.
Claimant(s) Information:
1.
Full Name:

2.
Address:

3.
Date of Birth:

4.
Race:

5.
Sex:

6.
Social Security No:

7.
Spouse’s name:



Date of Birth:



Date of Marriage to the Claimant:

8.
Is the Claimant’s spouse or other dependent(s) collecting any Social Security, cash assistance, or medical aid assistance benefits from any Federal or State program or other private/public pension or private/public disability benefits?  If so, describe fully and document with plan booklets or benefit recap:

9.
Name(s) and date(s) of birth of the dependent child(ren) of the Claimant (indicate if any child is not the issue of the marriage to the above named spouse and if so if the Claimant is currently eligible to claim said child(ren) as an exemption on his or her Federal tax return):

B.
Name and Address of Employer(s) (on date of injury or at time of onset of disability). Indicate any periods of concurrent employment and who the concurrent employer(s) are/were:

C.
Name and Address of Insurer(s)/Administrator(s): 

D.
Second Injury Fund.  If Second Injury Fund involvement, indicate under what statutory provision the Fund’s liability results from and date liability was assumed.  If transferred under C.G.S. 31-349 indicate the effective transfer date.  Attach a copy of the transfer agreement or other Order:

E.
Workers’ Compensation Case Information:
1.
Date(s) of Injury/Occupational disease: (if more than one injury or illness indicates, onset date for each, body part(s)/system(s) involved and which insurance carrier(s), including Second Injury Fund, if applicable, apply to each):

2.
Workers’ Compensation District:

3.
WCC District File No.:

4.
Name and address of all opposing counsel (identify party represented or pro-se parties):

5.
Specific description of how injury(s) or illness occurred or manifested: 

6.
Body part(s)/system(s) involved (please be specific):

7.
For each injury or illness, indicate period(s) and amounts paid to Claimant:

a.
TT:

b.
TP (pre specific):

c.
PP:

If applicable, indicate date of maximum medical improvement for each body part/system, the rating for each body part/system, and the physician’s name who established the rating.  

Attach medical reports from treating physicians, consultants/specialists, Employer-Respondent’s examiners, or Commissioner’s examiner, which provide a full description of the severity of the injury/illness, and projects the potential for future treatments and/or complications.  

d.
TP (post specific): Attach all Orders, if any.

8.
What is:

Claimant’s average weekly wage?
_________                 

Claimant’s base compensation rate?
_________

Claimant’s current compensation rate, including COLAs? _______

9.
List and attach all voluntary agreements, proposed Stipulation, Form 43 or 36, or other Commissioner Findings or Orders:

10.
Has or will the Claimant undergo a program of vocational rehabilitation?  Explain. Is there any cost associated with this incurred or to be incurred by the Claimant?  If so, is this cost included in the settlement value?  Attach any vocational analysis or functional capacity evaluations.

11.
List what medication(s) (prescription or over the counter) the Claimant is 
currently taking or is to continue to take post settlement?  What is annual cost of 
each?  If not related to the workers’ compensation injury or illness, advise for 
what ailment the medication is taken.  Attach pharmacy(s) print out of all 
medications filled and associated costs for each medication for last three (3) 
years.

12.
Are there any occupational related unreimbursed medical expenses still outstanding?

a.
If yes, please list and indicate if they are to be paid in addition to the settlement amount or are to be included as part of the settlement amount?

13.
If future occupationally related medical expenses are indicated by the medical evidence an estimated cost is required to be indicated below.  Please provide a detailed description of what they are and how you estimated them?  It is strongly recommended that you attach, as part of your medical file, a letter from the attending physician(s) outlining the proposed medical management (e.g. future surgery, need for continued medical care, prosthetic devises, prescriptions, etc.)  and an estimate of the projected costs.  In cases where the settlement value is in excess of $150,000 or the future medical care is expected to be complicated, a Life Care Plan should be considered.

14. Is a Medicare Set-Aside Mechanism being requested:   



No    Yes (completion of Addendum A is required)

Caveat:
An attempt to shift the burden of payment for work-related medical services from workers’ compensation to Medicare/Medicaid or the State of Connecticut will jeopardize Claimant’s eligibility or continued eligibility for coverage under one or more of these programs.  If Medicare’s interests are not “reasonably considered” at the time of settlement, Medicare may exclude payment for medical services related to the workers’ compensation injury or disease until such time that the related medical payments equal the amount of the lump sum payment regardless of the language contained in the Stipulation.  See 42 CFR §§ 411.45(a) and 411.46(b.



F.
Social Security/Federal or State cash assistance Information:
1.
Is the Claimant now receiving, or has the Claimant received in the past, Social Security disability, Supplemental Security Income, or other Federal or State cash assistance benefits?  If so, provide onset date when benefit(s) commenced and monthly benefit amount(s). 

a.
Attach Social Security or State of Connecticut Entitlement Letter/Ruling (initial letter received by Claimant advising entitlement to benefits or Administrative Law Judge ruling).  Attach any other correspondence the Claimant has received from the Social Security Administration, or the State of Connecticut regarding eligibility or change in benefit status.  If entitlement letter/ruling is not available, please have the Claimant request a copy and forward at your earliest opportunity.

2.
If Claimant is not receiving Social Security disability, Supplemental Security Income, or other Federal or State cash assistance benefits now has an application for benefits ever been made?  When and what is the status of the claim?  

3.
What is the Claimant’s Accumulated Current Earnings (ACE)? This figure can either be obtained from the initial entitlement letter from the Social Security Administration or can be requested from the local Social Security district office.  


a.  
Attach latest earnings record received by Claimant from Social Security 
(sent biannually by SSA)

G.
Medicare/Medicaid Information:
1. Is or was the Claimant enrolled in Medicare, Medicaid or other Federal or State medical assistance programs?  If so, advise whether coverage parts A, B, C, or D have been elected?  What is the effective date of coverage?  Will the Claimant maintain a Medigap policy or other group health coverage after settlement? Describe. 

2. Has the Claimant submitted any medical bills to Medicare/Medicaid or to any other Federal or State agency for this injury(s)/illness or other medical condition? If so please itemize. Note that Medicare/Medicaid and the State of Connecticut have specific rights of recovery for sums expended which will have to be repaid prior to distribution of the settlement proceeds.  

a. Have any lien letters been received by or on behalf of the Claimant indicating a claim against the settlement proceeds?   If so, attach:

3. Does the Claimant expect to submit any medical bills to Medicare/Medicaid and/or any Federal or State agency or other group health plan post settlement?  If so, a Medicare Set-Aside Mechanism, Special Needs Trust or other medical allocation language is recommended.
H.
Concurrent Benefits:
1. Is there a third party concurrent personal injury case contemplated or pending? Is any repayment to the Workers’ Compensation carrier or any other entity to be made from the settlement?  If so, complete details are required.

2. If the Claimant is receiving, or eligible to receive, public or private pension benefits or other short or long-term disability benefits, complete details are required as these programs have their own offset or recovery provisions.  Obtain copies of plans and paid benefit recap and submit.

I.
Settlement:
1. What is the gross amount of the settlement? (If more than one entity will pay the proceeds indicate amount to be paid by each payor):

2. Is a structured settlement being utilized in the payment of the settlement proceeds? If 


an annuity is being purchased or the settlement is to be structured in some fashion, 
complete details are required and a copy of the proposal attached.  

3.
Estimation of how the settlement amount was calculated:

A.  Benefits:

Temporary total
$_________________                                 
Temporary partial
$_________________
Permanent partial
$_________________
Disfigurement

$_________________

Past medical

$_________________
Future medical
$_________________
Prescription drugs
$_________________
Other (indicate)
$_________________
B.  Attorney Fee:

$                              (if other than 20% of gross 






settlement describe how fee was determined)

Check which applies





The charge for this Stipulation is already included in the submitting attorney’s 20% fee


The charge for this Stipulation is to be an additional charge to the Claimant and paid in addition to the submitting attorney’s 20% fee

C.  Costs:


$                             (please itemize)

D.  Repayment of Liens:
$______________ (please itemize)                             

E.  Other:


$                             (please itemize)

J.
Additional Comments:
Indicate any special instructions or special language required by the Respondent(s) which is to be included in the Stipulation.   If a proposed Stipulation is available, please attach.  Also indicate any special concerns the submitting attorney wishes considered in the preparation of the Stipulation.  

Addendum A

Medicare Set-Aside Mechanism Submissions

Please provide the following:

1. Medicare Health Insurance Claim Number.  This is usually the Claimant’s social security number followed by an alpha designation(s).  It can be found on the Claimant’s Medicare card.  Please photocopy the card and attach.

2. A complete medical payment recap of all medical payments made by the workers’ compensation carrier (or group health carrier) for work-related medical treatments/supplies and prescription drug treatment (prescribed or over the counter) for a minimum of the last three (3) years.

3. A complete indemnity payment recap of and period(s) covered for all periodic, commutated or lump sum C.G.S. 31-307, C.G.S. 31-308(a), C.G.S. 31-308(b) and C.G.S. 31-308a benefits paid to date by the workers’ compensation carrier.  

4. Attach medical reports from treating physicians, consultants/specialists, Respondent-Employer medical examiners or Commissioner examiners which provide a comprehensive description of the severity of the injury(s)/ illness(s) and projects the potential for future treatments and/or complications. This information should clearly indicate if and/or when the medical condition(s) have reached maximum medical improvement and provide a prognosis for future treatment(s).

5. Consider obtaining a Life Care Plan. This is a plan prepared by a certified Life Care Planner after review of all available medical documentation, interviews with the Claimant and contact with applicable medical providers.  The result is a document that outlines the probable future medical course of treatment, future prescription drug treatment, need for durable medical supplies, home renovation needs, etc…and projected costs associated with each (either based on actual charges or the Official Connecticut Practitioner Fee Schedule).  Recommended for all settlements in excess of $150,000 or where future medical treatment is complicated. Many workers’ compensation carriers have the in-house capability to produce a Life Care Plan.  Otherwise, contracting with an outside vendor will be required.  Costs vary but estimates range from $1,500-$3,500 depending on the complexity of the case.  A vendor list is available upon request

6. Provide a description of the Claimant’s current living conditions including whether his or her residence is an apartment or home, whether retrofitting for disabilities is necessary and the costs associates with same. 

7.
Please have the Claimant sign the enclosed Consent for Release of Information Form SSA-3288 and authorization form and return both with the submission.  Authorizations are required to communicate and/or negotiate with the Social Security Administration and/or The Centers for Medicare & Medicaid Services.

Law Office of

Angelo Paul Sevarino

Attorney at Law

110 Day Hill Road, Windsor, CT 06095-1794
Board Certified Specialist in Workers’ Compensation



Telephone: (860) 687-1322 Fax: (860) 687-1826
Kelly Romano
Legal Assistant 


             
AUTHORIZATION FOR RELEASE OF INFORMATION

Social Security Administration

The Centers for Medicare and Medicaid Services
Please be advised that Angelo Paul Sevarino, Esq., is appointed my authorized representative for the purpose of obtaining information from the Social Security Administration and/or The Centers for Medicare & Medicaid Services and is authorized to communicate with the Social Security Administration and/or The Centers for Medicare & Medicaid Services and to receive written confirmation of my Social Security or Medicare status from the Social Security Administration or The Centers for Medicare & Medicaid Services. I have enclosed an executed copy of form SSA-3288.

Date:                                    




                                                        
 
Signature of Claimant








Please Print Name

     
(((-((-((((








Claimant’s Social Security Number

Form Approved:

OMB No. 0960-0566

Social Security Administration

Consent for Release of Information
TO:
Social Security Administration

Name                                                    Date of Birth:                              SSN                                     
I authorize the Social Security Administration to release information or records about me to:

Angelo Paul Sevarino

Attorney At Law

110 Day Hill Road

Windsor, CT 06095-1794
I want this information released because:

I am concurrently eligible for or have made a claim for Connecticut Workers’ Compensation benefits.

(There may be a charge for releasing information.)

Please release the following information:

         
Social Security Number

         
Identifying information (includes date and place of birth, parents( names)

    X  
Monthly Social Security benefit amount

    X   
Monthly Supplemental Security income payment amount

    X   
Information about benefits/payments I received from inception to present
    X   
Information about my Medicare claim/coverage from inception to present
(specify)

    X   
Medical records

    X   
Record(s) from my file (specify)

ACE, any offset notices or calculations, earnings record

    X   
Other (specify)

Medicare secondary payments whether conditional or otherwise; any notices for repayment of conditional payments or other recovery notices.

I am the individual to whom the information/record applies or that person’s parent (if a minor) or legal guardian.  I know that if I make any representation which I know is false to obtain information from Social Security records, I could be punished by a fine or imprisonment or both.

Signature: _______________________

(Show signatures, names, and addresses of two people if signed by mark.)

Date:                                                        
Relationship: __________________(if other than the person to whom the information or record applies)                                                      
SSA-3288 Internet (12/99)
PAGE  
Angelo Paul Sevarino, Esq., 110 Day Hill Road, Windsor, CT 06095-1794; tele 860-687-1322; fax 860-687-1826; 

E-mail: WCLAWYER@aol.com; web site: http://sevarino.lawoffice.com  
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