GEORGIA TRAUMA CARE NETWORK COMMISSION
AFFIDAVIT
The following information must be maintained on each patient that you are requesting reimbursement for uncompensated care. This information must be readily available upon request for audit purposes.  One check sheet must be signed and submitted as a scanned .pdf document.  This submitted checklist will serve as verification that a checklist has been completed for each claim submitted for payment.  

· Documentation verifying billing attempts 

· Documentation of Georgia Health Partnership status.

· Claims submitted for patients contained on list provided by, or names verified by the designated trauma center 

.
Patient specific information 
· Patient first and last name

· Patient Social Security Number

· Date of Service

· Pick-up point

· Trauma Center destination 

· Healthcare Common Procedures Coding System (HCPCS) for services rendered

· Total charges

Service provider information:

Name of EMS provider: ___________________________________________________

Complete billing address: __________________________________________________




      __________________________________________________




      __________________________________________________


Office phone: _____________________ E-mail: ________________________________

Affirmation statement: 

The information contained in this document is current and accurate to the extent of the resources available. No deliberate action was taken to provide false information in an attempt to obtain funds for uncompensated care. 

________________________________________________________________

(Signature of authorized agent, registered agent or owner)

