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PRIVACY ACT STATEMENT 

 
Privacy Act Statement 

This statement serves to inform you of the purpose for collecting personal information required by the 

Defense Health Agency Great Lakes and how it will be used. 

 
AUTHORITY: 10 U.S.C. Chapter 55, Medical and Dental Care; 32 CFR 199.17, TRICARE program; and 

E.O. 9397 (SSN), as amended. 

 
PURPOSE: To collect information from Military Health System beneficiaries in order to determine 

their eligibility for coverage under the TRICARE Program. 

 
ROUTINE USES: Use and disclosure of your records outside of DoD may occur in accordance with 5 

U.S.C. 552a(b) of the Privacy Act of 1974, as amended, which incorporates the DoD 

Blanket Routine Uses published at: http://dpcld.defense.gov/Privacy/SORNsIndex/ 
BlanketRoutineUses.aspx. 

 
Any protected health information (PHI) in your records may be used and disclosed 

generally as permitted by the HIPAA Privacy Rule (45 CFR Parts 160 and 164), as 

implemented within DoD by DoD 6025.18‐R. Permitted uses and discloses of PHI 

include, but are not limited to, treatment, payment, and healthcare  operations. 

 

DISCLOSURE:  Voluntary; however, failure to provide information may result in the denial of 
coverage. 

 

 

 

http://dpcld.defense.gov/Privacy/SORNsIndex/
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Date: 

 

Patient Name: 

 
Anticipated Length of Stay: 

Treatment Plan: 

 

 
 PT PROGRESS: 

 

 

 
 ST PROGRESS: 

 

 

 

 

 OT PROGRESS 

 

PROJECTED PATIENT OUTCOME: 

 

 

 

DISCHARGE PLAN:    

    

Is the patient likely to Discharge to: 

 

 

 Home ( has a home safety evaluation been performed)   

 

 Military Treatment Facility 

 

 

 



 

 SNF – Skilled Nursing facility 

 

 Residential Facility 

 

 

 Other – (please specify) _____________________________________ 

 

 Has a Caregiver been identified  (needed/not needed) 

 

 

 

 

 

 

MEB STATUS:  initiated / completed / not initiated 

 

 

 

 

VAMC RATIONALE FOR PREAUTHORIZATION EXTENSION:    

 

 

 


