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An Important Note about TRICARE Program Information
This TRICARE Provider Handbook will assist you in delivering TRICARE benefits and services. At the time of printing, the 
information in this handbook is current. It is important to remember that TRICARE policies and benefits are governed by  
public law. Changes to TRICARE programs are continually made as public law is amended. For the most recent information, 
contact TriWest Healthcare Alliance at 1-888-TRIWEST (1-888-874-9378) or visit www.triwest.com. More information 
regarding TRICARE can also be found online at www.tricare.mil. 

June 2008



This TRICARE Provider Handbook has been 
developed to provide you and your staff with 
basic, important information about TRICARE 
while emphasizing key operational aspects of the 
program and program options. This handbook 
will assist you in coordinating care for TRICARE 
beneficiaries. It contains information about specific 
TRICARE programs, policies, and procedures. 

TRICARE program changes and updates may be 
communicated periodically through the TRICARE 
Provider News publications. The TRICARE 
Provider Handbook is updated annually. Handbook 
updates are also available at the provider 
seminars held in the spring and fall, and can  
also be found at www.triwest.com/provider. 
The handbook is available electronically at 
www.triwest.com/provider. You may request 
additional copies of the TRICARE Provider 
Handbook from TriWest Healthcare Alliance 
Corp. (TriWest) at 1-888-TRIWEST  
(1-888-874-9378).

Thank you for your service to America’s heroes 
and their families. For assistance, network 
providers should contact their local network 
representative (See Figure 1.1 in the Welcome  
to TRICARE and the West Region section). 
Non-network providers should contact the  
local TRICARE field representative at  
1-888-TRIWEST (1-888-874-9378).
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Give Us Your Opinion

We continually strive to improve our materials 
and value your input as we plan future updates.

Please provide feedback on this handbook 
by participating in the survey available at 
www.tricare.mil/evaluations/handbooks.

Using This TRICARE Provider Handbook
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West North

South

TRICARE Regions

South Region
Humana Military Healthcare Services, Inc.
Customer Service Line: 1-800-444-5445
www.humana-military.com

North Region
Health Net Federal Services, LLC
Customer Service Line: 
1-877-TRICARE (1-877-874-2273)
www.healthnetfederalservices.com

Welcome to TRICARE and the West Region
What Is TRICARE?

TRICARE is the uniformed services* health care 
program for active duty service members and 
their families, retired service members and their 
families, members of the National Guard and 
Reserve and their families, survivors, and others 
who are eligible. TRICARE’s primary objectives 
are to optimize the delivery of health care 
services in the direct care system for all Military 
Health System (MHS) beneficiaries and attain 
the highest level of patient satisfaction through 
the delivery of a world-class health care benefit. 

TRICARE brings together the health care 
resources of the uniformed services and 
supplements them with networks of civilian 
health care professionals, institutions, pharmacies, 
and suppliers to provide access to high-quality 
health care services while maintaining the 
capability to support military operations.

TRICARE is available worldwide and managed 
regionally in six separate TRICARE regions—
TRICARE North, TRICARE South, TRICARE 
West, TRICARE Europe, TRICARE Pacific, 
and TRICARE Latin America and Canada—
jointly by the TRICARE Management Activity 
(TMA) and TRICARE Regional Offices. TMA 
has partnered with civilian managed care 
support contractors (MCSCs) in the North, 
South, and West regions to assist TRICARE 
regional directors and military treatment 
facility (MTF) commanders in operating an 
integrated health care delivery system.

* The uniformed services include the U.S. Army, U.S. Navy, 
U.S. Air Force, U.S. Marine Corps, U.S. Coast Guard, 
the Commissioned Corps of the U.S. Public Health 
Service, and the Commissioned Corps of the National 
Oceanic and Atmospheric Administration.

West Region
TriWest Healthcare Alliance Corp.
Customer Service Line:  
1-888-TRIWEST (1-888-874-9378)
www.triwest.com/provider
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Office and Appointment  
Access Standards

By signing a TRICARE contract, network 
providers are obligated to adhere to all contract 
requirements. One of the contract requirements  
is to meet all office and appointment access 
standards. Those standards are as follows:

Office wait times for nonemergencies may not ••
exceed 30 minutes, unless emergency care is 
being rendered and the normal schedule is 
disrupted.

If serving as a PCM/primary care provider, the ••
provider must be available by telephone or by 
appointment 24 hours a day, seven days a 
week to help ensure timely evaluation of the 
beneficiary’s health care needs. If the PCM/
primary care provider is not available, the 
covering PCM/primary care provider is subject 
to TriWest’s credentialing and peer-review 
procedures.

Wait times for appointments for wellness and ••
specialty visits may not exceed four weeks  
(28 days).

Wait times for acute illness appointments ••
may not exceed one day.

Wait times for the initial urgent behavioral ••
health care appointment with a behavioral 
health care provider shall generally not  
exceed 24 hours.

Wait times for routine appointments may not ••
exceed one week.

Wait times for the initial routine behavioral ••
health care appointment with a behavioral 
health care provider may not exceed one week.

Facilities and offices must be handicapped ••
accessible, in accordance with federal and 
state regulations.

Missed Appointments

TRICARE regulations do not prohibit providers 
from establishing practice policies regarding 
no-show fees. Providers who, as part of their 
practice standards, require beneficiaries to sign 
an agreement taking financial responsibility for 
missed appointments are within their rights to 
charge beneficiaries for missing an appointment. 
However, if no formal agreement is in place, the 
provider may not bill the beneficiary for the 
missed appointment. TRICARE does not 
reimburse charges for missed appointments.

Primary Care Manager’s Role

TRICARE Prime beneficiaries agree to initially 
seek all nonemergency services from their PCM, 
a specified provider they selected for primary 
care services at the time of enrollment. The 
PCM is an individual provider within a military 
or a civilian location. Note: TRICARE Prime 
beneficiaries may not initially seek services from 
any provider except their PCM, unless they are:

Utilizing the point of service (POS) option ••

Seeking emergency care••

Seeking clinical preventive services from  ••
a network provider 

Seeking the first eight outpatient ••
behavioral health care visits annually

Note: ADSMs must always have a referral 
for all care outside of an MTF (unless it is an 
emergency), including all behavioral health 
care services. If the ADSM has an assigned 
civilian PCM under TRICARE Prime or 
primary care provider under TRICARE Prime 
Remote (TPR), all specialty referral and 
authorization guidelines must be followed.

The PCM’s roles and responsibilities include:

Primary care services are typically, although ••
not exclusively, provided by internal medicine 
physicians, family practitioners, pediatricians, 
general practitioners, obstetricians, 
gynecologists, physician assistants, or nurse 
practitioners to the extent consistent with 
governing state rules and regulations.

The PCM is responsible for performing ••
primary care services and managing all 
of the care of his or her TRICARE Prime 
patients. The PCM must render care for acute 
illness, minor accidents, and follow-up care 
for ongoing medical problems as authorized 
in the TRICARE Prime benefits plan.

When a provider signs a contractual agreement ••
to become a PCM (only applicable in PSAs), 
the provider must follow TRICARE 
procedures and requirements for obtaining 
specialty referrals and prior authorizations for 
nonemergency inpatient and certain outpatient 
services. Claims submitted for services 
rendered without obtaining a required prior 
authorization are subject to a penalty based on 
the contracted rate.
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In the event the PCM assigned cannot ••
provide the full range of primary care 
functions necessary, the PCM must ensure 
access to the necessary health care services, 
as well as any specialty requirements.

PCMs are required to provide access to care  ••
24 hours a day, seven days a week, including 
after hours and urgent care services, or arrange 
for “On Call” coverage by another provider. 
Note: The “On Call” provider must be certified 
and preferably should be a network provider 
who is also credentialed. The PCM or  
“On Call” provider will determine the level  
of care needed:

•	� Routine care—The PCM instructs the 
TRICARE Prime beneficiary to contact the 
PCM’s office on the next business day for 
an appointment.

• �Urgent care—The PCM or “On Call” 
provider coordinates timely care for the 
TRICARE Prime beneficiary.

• 	�The “On Call” physician should contact 
the PCM within 24 hours of an inpatient 
admission to ensure continuity of care.

PCMs referring patients for specialty care may ••
need to coordinate the referral with TriWest.

When the PCM refers a TRICARE Prime ••
beneficiary for specialty obstetric care, 
prior authorization must be obtained for 
both outpatient and inpatient services.

The PCM enrollment panel should remain ••
open to TRICARE beneficiaries. However,  
if the PCM determines that it is necessary  
to close his or her panel for a period of  
time, TriWest requests a 30-day written 
advance notification.

Emergency Care Responsibilities

Providers should notify TriWest at  
1-888-TRIWEST (1-888-874-9378) within 
24 hours of an emergency admission. This 
notification applies on weekends as well. 
TriWest case managers or TriWest clinical 
staff will review the information submitted 
to determine if authorization is necessary. 
Except in true emergencies, TRICARE Prime 
enrollees must have approval from their 
PCM or TriWest, or the care may be covered 
under the TRICARE Prime POS option. 
Refer to the Medical Coverage section 

of this handbook for more information on 
emergency and urgent care services.

Balance Billing

Network providers may only bill TRICARE 
beneficiaries for applicable deductible, 
copayment, or cost-sharing amounts, but may 
not bill for charges that exceed contractually 
agreed upon payment rates. Because network 
providers have contractually agreed to adhere to 
these provisions, TRICARE beneficiaries will be 
referred first to a network provider. Any provider 
who is uncertain about the amount that may 
be billed to a TRICARE beneficiary may call 
TriWest at 1-888-TRIWEST (1-888-874-9378). 
The beneficiary’s responsibility is reflected on 
the explanation of benefits (EOB), the provider’s 
EOB, or the Form 835 (electronic transaction). 
In the case of a network provider, the contracted 
amount is the TRICARE-allowable charge.

Non-network providers who accept assignment 
are limited to collecting the TRICARE-allowable 
charge. If the billed charge is less than the 
allowable charge, the billed charge becomes 
the allowable amount. Balance billing applies 
only to services covered by TRICARE.

When providers do not accept assignment on a 
claim, non-network, nonparticipating providers 
can collect applicable deductibles and/or  
cost-shares and any outstanding amounts up  
to 15 percent above the TRICARE-allowable 
charge (shown on the EOB) from a TRICARE 
Standard beneficiary. If the billed charge is less 
than the TRICARE-allowable charge, the billed 
charge is the allowable amount used to process 
the claim. Balance billing applies only to 
services covered by TRICARE. TRICARE’s 
balance-billing limit also applies when other 
health insurance (OHI) is involved. Providers 
may not bill beneficiaries for administrative 
expenses, including collection fees, to collect 
TRICARE amounts.

Balance Billing and OHI

Providers are limited to collecting the amount 
as described earlier under “Balance Billing,” 
regardless of the beneficiary’s OHI financial 
responsibility. When OHI is involved, the 
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provider of care may not collect more than 
their billed charges from the primary payer 
and TRICARE combined. OHI payments will 
not exceed the beneficiary liability. TRICARE 
will pay the beneficiary liability unless that 
amount is more than the TRICARE-allowable 
charge. Refer to www.triwest.com/provider 
for additional information on OHI calculations. 

Additionally, network providers cannot bill 
beneficiaries for non-covered services unless  
the beneficiary has agreed in advance and in 
writing to pay for these services. See “Hold 
Harmless Policy for Network Providers” later  
in this section.

The billing restriction for nonparticipating 
providers is contained in Section 9011 of the 
Department of Defense Appropriations Act of 
1993 (Public Law 102-396), and was effective 
on November 1, 1993. The billing limitation is 
the same as that used by Medicare. For the 
specific details of this law, please refer to  
32 CFR 199.14(h)(1)(C).

Non-compliance with these balance-billing 
requirements by any TRICARE provider may 
affect that provider’s TRICARE and/or Medicare 
status. Additional information on this topic may 
be obtained by visiting www.tricare.mil and 
www.triwest.com/provider.

Informing Beneficiaries about  
Non-Covered Services

As part of good business practice, providers  
need to notify TRICARE beneficiaries when a 
service is not covered. TRICARE has established 
a specific hold harmless policy for network 
providers and recommends that non-network 
providers also follow a similar process for 
documenting beneficiary notification. 

Hold Harmless Policy for  
Network Providers

A network provider may not require payment 
from a TRICARE beneficiary for any excluded 
or excludable services the beneficiary received 

from the network provider (i.e., the beneficiary 
will be held harmless) except as follows:

If the beneficiary did not inform the ••
provider that he or she was a TRICARE 
beneficiary, the provider may bill the 
beneficiary for services provided.

If the beneficiary was informed that the ••
services were excluded or excludable and 
he or she agreed in advance to pay for the 
services, the provider may bill the beneficiary.

TRICARE beneficiaries must be properly 
informed in advance and in writing of specific 
services or procedures that are not covered under 
TRICARE before they are provided. If they 
choose to be financially responsible for the non-
covered services, beneficiaries may sign a waiver 
agreeing to pay for non-covered services. See  
the “Waiver of Non-Covered Services” section 
for details.

An agreement to pay must be evidenced by 
written records, examples of which include:

Provider notes written prior to receipt of the ••
services demonstrating the beneficiary was 
informed that the services were excluded or 
excludable and the beneficiary agreed to pay 
for them.

A statement or letter written by the ••
beneficiary prior to receipt of the services, 
acknowledging the services were excluded 
or excludable and agreeing to pay for them.

However, if the network provider does not 
obtain a legal signed waiver before the services 
are provided, and the care is not authorized by 
TriWest, the provider is expected to accept full 
financial liability for the cost of the care. In 
addition, the waiver signed by a beneficiary after 
the care is rendered is not valid under TRICARE 
regulations.

For the beneficiary to be considered fully 
informed, TRICARE regulations require that:

The agreement is documented prior to the ••
specific non-covered services being rendered.

The agreement is in writing.••

The specific treatment and date(s), estimated cost ••
of service, and billed amounts are documented.
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General agreements to pay, such as those signed 
by the beneficiary at any time of admission, are 
not evidence that the beneficiary knew specific 
services were excluded or not allowable.

Waiver of Non-Covered Services

A network provider can utilize the Waiver of  
Non-Covered Services form when the beneficiary  
is properly informed, in advance, that TRICARE 
does not cover a particular service and he or she 
agrees in writing to be financially responsible.  
The Waiver of Non-Covered Services form is 
available online under the “Find a Form” tab at  
www.triwest.com/provider. This waiver may not 
be used for TRICARE services that are not payable 
for other than benefit reasons (e.g., ClaimCheck® 
edits, administrative expenses, and the difference 
between the allowed amount and paid amount). 
Waivers of non-covered services must be in writing 
and include the following:

Indication that the rendering provider is a ••
network provider

Indication that the beneficiary is enrolled in ••
TRICARE Prime or using TRICARE Extra 
coverage

Reference to the specific non-covered service ••
or procedure

Notice that the service or procedure is  ••
not covered

Written agreement to be financially responsible ••
for non-covered services prior to receiving 
those services

The beneficiary’s signature••

The date signed••

Providers should maintain copies of the waiver 
in their office and fully inform beneficiaries in 
advance when specific services or procedures are 
not covered. See the Medical Coverage section 
of this handbook for a summary of TRICARE-
covered and non-covered services and benefits.

A general statement of financial liability does 
not satisfy this requirement.

Hold Harmless Policy for  
Non-Network Providers

Although a TRICARE-specific form is not 
required to document the payment agreement, 

it is important that non-network providers 
inform the beneficiary that he or she will 
be responsible for paying for a non-covered 
service. A written document listing the specific 
service(s) and cost(s) of the non-covered services 
identifying this agreement is recommended.

Release of Patient Information

If an inquiry is made by a beneficiary, including 
an eligible dependent child, regardless of age, the 
reply should be addressed to the beneficiary, not 
the beneficiary’s parent or guardian. The only 
exceptions are:

When a parent writes on behalf of a minor ••
child (under 18 years old)

When a guardian writes on behalf of a ••
physically or mentally incompetent beneficiary

In responding to a parent or guardian in the 
above circumstances, the Privacy Act of 1974 
precludes disclosure of sensitive information, 
which, if released, could have an adverse effect 
on the beneficiary.

Providers must not furnish information to the 
parents or guardians of minors or incompetents 
when services are related to the following 
diagnostic codes:

AIDS: ••
ICDM-9-CM		 079.53; 042

Alcoholism: ••
ICDM-9-CM		 291.9; 303–303.9; 305

Abortion: ••
ICDM-9-CM		 634–639.9; 779.6

Drug Abuse: ••
ICDM-9-CM		 292–292.2; 304–304.9; 		
			   305.2–305.9

Venereal Disease: ••
ICDM-9-CM		 090–099.9; 294.1

TRICARE-eligible beneficiaries must maintain 
a “signature on file” in the physician’s office 
to protect the patient’s privacy, for the release 
of important information, and to prevent fraud. 
A new signature is required every year for 
professional claims submitted on a CMS-1500 
and every admission for claims submitted on a 
UB-04. Claims submitted for diagnostic tests, 
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test interpretations, or other similar services 
do not require the beneficiary’s signature. 
Providers submitting these claims must indicate 
“patient not present” on the claim form.

Mentally incompetent or physically disabled 
TRICARE-eligible beneficiaries 18 years of 
age and older who are incapable of providing a 
signature may have a legal guardian appointed 
or a power of attorney issued on their behalf. 
This legal documentation must include the 
guardian’s signature, full name, address, 
relationship to patient, and reason the patient 
is unable to sign. The first claims submission 
on behalf of the beneficiary should include 
the legal documentation establishing the 
guardian’s signature authority. Subsequent 
claims may be stamped with “Signature on 
File” in the beneficiary signature box of 
the CMS-1500 or UB-04 claim form.

If the beneficiary is without legal ••
representation, the provider must submit a 
written report with the claims describing 
the patient’s illness or degree of mental 
competence, and should annotate in 
Box 12 of the CMS-1500 claim form, 
“Patient’s or Authorized Representative’s 
Signature—Unable to Sign.”

If the beneficiary’s illness is temporary, the ••
signature waiver must specify the dates the 
illness began and ended.

When the beneficiary is mentally competent ••
but physically incapable of a signature, the 
representative may be issued a general or 
limited power of attorney by signing an 
“X” in the presence of a notary public.

Release of Medical Records

All specialty providers are required to request 
that the TRICARE Prime beneficiary sign a 
release of medical information at each office 
visit (unless a signature is on file), to include 
ancillary services associated with each visit 
whereby the PCM and/or the MTF commanders 
are designated as the recipients of the medical 
records. A new signature is required every year 
for professional claims submitted on a CMS-1500 
and every admission for claims submitted on a 
UB-04. Specialty providers are required to 
submit the medical records to the PCM and/or 

referring provider within 10 working days of all 
routine referrals. For an urgent care visit, the 
records should be given to the beneficiary at the 
time of the visit. Providers are required to submit 
beneficiary records for review upon request.

Under the TPR program (described in the 
TRICARE Program Options section of this 
handbook), ADSMs will be instructed to sign 
annual medical release forms with the primary 
care provider to allow information to be 
forwarded to civilian and military providers. If 
an ADSM is reassigned to a new location, the 
primary care provider should provide complete 
copies of medical records and specialty and 
ancillary care documentation to the service 
member within 30 calendar days of the request.

“An Important Message from TRICARE”

Inpatient facilities are required to provide each 
TRICARE beneficiary with a copy of the 
document, “An Important Message from 
TRICARE.” This document details the 
beneficiary’s rights and obligations upon 
admission to the hospital. The complete signed 
document must be kept in the beneficiary’s file. 
A new document is needed for each admission. 
If WPS or TriWest requests a copy of the 
beneficiary’s medical record, a copy of this 
entire document, signed by the beneficiary,  
must be included in the file. The document  
may be obtained under the “Find a Form” tab  
at www.triwest.com/provider.

It is important that beneficiaries are given the 
correct document that lists contact information for 
TriWest, the West Region contractor. Medicare’s 
similar document or another TRICARE 
contractor’s document cannot be substituted for 
TRICARE West Region beneficiaries.

Updating Provider Information

It is important for providers to report any 
outdated or incorrect demographic information 
as soon as possible. This enables TriWest to 
provide accurate information to TRICARE 
beneficiaries and ensure your claims are 
appropriately paid and payments are mailed  
to the correct address.
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Network providers are urged to go to the Provider 
Directory on the TriWest Web site to examine 
their listing and determine if their information is 
accurate. Go to www.triwest.com/provider, click 
on the “Provider” tab, and follow the easy steps  
to find and check your information. If you find 
incorrect information, contact your network 
representative promptly or complete the online 
Suggest a Change to the Provider Directory form.

Non-network providers are not listed in the 
TriWest online directory, but should contact 
WPS to verify or update their demographic 
information in the WPS database by e-mailing  
to westreg@wpsic.com or by calling  
1-608-301-3248.

The online Provider Directory offers providers and 
beneficiaries the ability to easily find most network 
providers within the TRICARE West Region.

Not all network providers are listed in the Provider 
Directory. For example, emergency room 
physicians, urgent care physicians, and some other 
hospital-based providers are not published in the 
directory.

Beneficiary Rights

TRICARE Beneficiaries Have the  
Right to ...

Get Information: Beneficiaries have the right to 
receive accurate, easy-to-understand information 
through written materials, presentations, and 
TRICARE representatives to help them make 
informed decisions about TRICARE programs, 
medical professionals, and facilities.

Choose Providers and Plans: Beneficiaries 
have the right to a choice of health care 
providers that is sufficient to ensure access 
to appropriate high-quality health care.

Emergency Care: Beneficiaries have the 
right to access emergency health care services 
when and where the need arises. They are 
not required to obtain prior authorization 
for care if they have reason to believe their 
life is in danger or they would be seriously 
injured or disabled without immediate care.

Participate in Treatment: Beneficiaries have 
the right to receive and review information 
about diagnosis, treatment, and the progress 
of their condition, and to fully participate in 
all decisions related to their health care. If a 
beneficiary is unable to fully participate in 
treatment decisions, he or she has the right to be 
represented by family members, conservators, 
or other duly appointed representatives.

Respect and Nondiscrimination: Beneficiaries 
have the right to considerate, respectful care 
from all members of the health care system 
at all times and under all circumstances. An 
environment of mutual respect is essential 
to maintain a quality health care system. 

If a beneficiary is eligible for coverage under 
the terms and conditions of TRICARE, 
or as required by law, he or she must not 
be discriminated against in marketing and 
enrollment practices based on race, ethnicity, 
national origin, religion, sex, age, mental 
or physical disability, sexual orientation, 
genetic information, or source of payment.

Confidentiality of Health Information: 
Beneficiaries have the right to communicate  
with health care providers in confidence and  
to have the confidentiality of their individually 
identifiable health care information protected. 
They also have the right to review and copy their 
own medical records and request amendments to 
their records.

Complaints and Appeals: Beneficiaries have the 
right to a fair and efficient process for resolving 
differences with their health plan, health care 
providers, and the institutions that serve them, 
including a rigorous system of review.

For more information about beneficiary rights, 
visit www.tricare.mil/patientrights or refer 
to the paper, Safeguarding Beneficiaries’ 
Information, also found on the Web site.
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TRICARE Eligibility
TRICARE is available to eligible beneficiaries 
from any of the seven uniformed services—the 
U.S. Army, U.S. Navy, U.S. Air Force,  
U.S. Marine Corps, U.S. Coast Guard, the 
Commissioned Corps of the U.S. Public Health 
Service, and the Commissioned Corps of the 
National Oceanic and Atmospheric Administration. 
All eligible beneficiaries must register in the 
Defense Enrollment Eligibility Reporting  
System (DEERS).

How to Verify Eligibility

There are several identification (ID) and 
enrollment cards providers should be familiar 
with in order to verify a patient’s eligibility 
for TRICARE. Providers should ensure 
patients have a valid uniformed services 
ID card, Common Access Card (CAC), or 
authorization letter of eligibility. Be sure to 
check the expiration date and make a copy of 
both sides of the ID card for your files. (See 
“Copying ID Cards” later in this section.)

Note: An ID card alone is not sufficient to prove 
eligibility. Providers should verify the actual 
eligibility of the card bearer by accessing the 
TriWest Healthcare Alliance (TriWest) Web site 
at www.triwest.com/provider, once registered, 
or by calling TriWest at 1-888-TRIWEST 
(1-888-874-9378). When verifying eligibility, be 
sure to use the sponsor’s Social Security number 
(SSN) found on the ID card. If you are verifying 
online, retain a printout of the eligibility 
verification screen for your files.

Beneficiaries can verify their eligibility in 
DEERS by calling 1-800-538-9552. Providers, 
however, may not verify TRICARE enrollment 
directly in DEERS because of the Privacy Act 
(Title 5, United States Code, Section 552a). 

Uniformed Services Identification Cards

Common Access Card

Most active duty service members (ADSMs) 
and drilling National Guard and Reserve 
members now carry the CAC. The CAC is 
replacing the uniformed services ID card 

discussed later in this section. Although 
CACs are valid uniformed services ID cards, 
they do not, on their own, prove TRICARE 
eligibility. The card bearer’s eligibility must be 
verified as described earlier in this section. 

Uniformed Services ID Card

The Department of Defense (DoD), in conjunction 
with the seven uniformed services, began issuing 
the automated ID card in 1994.

The uniformed services ID card is credit-card 
sized and incorporates a digital photographic 
image of the bearer, bar codes containing 
pertinent machine-readable data, and printed 
identification and entitlement information.  
The beneficiary category determines the ID 
card’s color:

Active duty family members (ADFMs):••  
DD Form 1173 (tan)

Family members of National Guard  ••
and Reserve members: 
DD Form 1173-1 (red) if eligible for 
TRICARE Reserve Select (TRS) or when 
accompanied by a copy of the sponsor’s 
activation orders for more than  
30 consecutive days

Retirees:••  
DD Form 2 RET (blue)

Retiree family members:••  
DD Form 1173 (tan)

Eligible members of the Transitional ••
Assistance Management Program (TAMP): 
DD Form 2765 (tan)

These boxes on the ID card contain useful 
information for the provider and the beneficiary:

Social Security Number or Sponsor SSN•• —
Providers should use the SSN found on the  
ID card when verifying the card bearer’s 
TRICARE eligibility.

	 Note: Providers should verify the beneficiary’s 
eligibility by contacting TriWest (as 
described earlier in this section).
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Expiration Date•• —Check the expiration  
date on the ID card in the box titled, 
“EXPIRATION DATE” (should read 
“INDEF” for retirees). If expired, the 
beneficiary will need to update his or her 
information in DEERS and get a new card.

Civilian•• —Check the back of the ID card to 
verify eligibility for TRICARE civilian care. 
The center section should read “YES” under 
the box titled, “CIVILIAN.” If a beneficiary 
using TRICARE For Life (TFL) has an ID 
card that reads “NO” in this block, they are 
still eligible to use TFL if they have Medicare 
Part A and Medicare Part B coverage.

Note: Eligibility may also be verified by a 
photo ID of the dependent when accompanied 
by a copy of the sponsor’s activation orders 
for more than 30 consecutive days.

Beneficiaries under the age of 10 are not routinely 
issued ID cards, so the parent’s proof of eligibility 
may serve as proof of eligibility for the child.

ID Cards for Family Members  
Age 75 and Older

All eligible family members and survivors of 
deceased uniformed services members who are 
age 75 and older will be issued a permanent ID 
card. Prior to September 2005, only retired 
uniformed services members were issued a 
permanent ID card.

Copying ID Cards

Military personnel and their family members 
may express concern about having their 
uniformed services ID cards photocopied, 
perhaps because they have always been 
instructed never to lose or allow someone to 
use their card. These instructions are designed 
to prevent identity theft and safeguard against 
security being compromised by someone 
impersonating U.S. military personnel.

Although some TRICARE beneficiaries may 
believe that it is illegal to copy ID cards, it is in 
fact legal to copy them for authorized purposes.* 
The legitimate cardholder may allow his or her 
military or uniformed services ID card to be 
photocopied to facilitate medical care eligibility 
determination and documentation, check cashing, 
or the administration of other military-related 
benefits. Per DoD instruction, it is both 
allowable and advisable for providers to copy the 
beneficiary’s ID card to facilitate eligibility 
verification and for the purpose of rendering 
needed services. DoD recommends that 
providers copy both sides of the ID cards and 
retain copies for future reference.

* Title 18, United States Code, Section 701 prohibits 
photographing or possessing uniformed services ID cards 
in an unauthorized manner. Unauthorized use would exist 
only if the bearer uses the card in a manner that would 
enable him or her to obtain benefits, privileges, or access 
to which he or she is not entitled.

Important Notes about 
Eligibility

Family members of ADSMs lose their eligibility 
at 12:00 a.m. on the day the active duty 
sponsor is discharged from service, unless 
they have extended benefits through TAMP.

ADSMs are normally enrolled in TRICARE 
Prime; however, TRICARE Prime enrollment 
is not the criteria for treating an active duty 
member. Once a member’s eligibility has been 
verified (as described previously in this section), 
care may be delivered and billed. The service 
member’s branch of service provides for the 
care of ADSMs and is responsible for paying 
for any civilian emergency or referred health 
care required by active duty members. Active 
duty member claims should be submitted to 
Wisconsin Physicians Service for processing 
as described in the Claims Processing and 
Billing Information section of this handbook.
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Special Eligibility Rules under 
Diagnosis-Related Groups

Under the TRICARE Standard diagnosis-related 
group (DRG) payment system, if a patient loses 
or gains eligibility during a hospitalization, the 
DRG hospital will be paid as if the patient  
were eligible during the entire admission. If  
the patient becomes entitled to Medicare Part A 
and Medicare Part B coverage, Medicare is the 
first payer and TRICARE becomes the secondary 
payer. For a patient who becomes eligible for 
Medicare because of age, and who is not an 
ADFM, TRICARE’s secondary pay status is for 
that claim only. However, a change in eligibility 
often will affect outlier payments. The patient’s 
cost-share will be based on the status of the 
sponsor (active duty or retired) at the time of 
admission. 

For all other providers, including DRG-exempt 
hospitals, TRICARE Standard will share the cost 
of only that portion of the services or supplies 
that was rendered before eligibility ceased.

Entitlement to Medicare  
and TRICARE

TRICARE beneficiaries who also are entitled 
to Medicare remain eligible for TRICARE as 
a secondary payer, provided they are entitled 
to Medicare Part A and have Medicare Part B 
coverage. There are two exceptions to this rule:

ADFMs entitled to Medicare Part A do ••
not have to purchase Medicare Part B 
coverage. However, once the sponsor retires, 
all Medicare-entitled family members, 
including the retired service member (if 
entitled to Medicare Part A), must also 
be entitled to and have Medicare Part B 
coverage to retain TRICARE eligibility.

Medicare beneficiaries enrolled in TRS or  ••
the US Family Health Plan (USFHP) are not 
required to have Medicare Part B coverage  
to retain coverage under these programs. 
However, DoD strongly encourages these 
beneficiaries to purchase Medicare Part B 
when initially eligible to avoid paying a 
10-percent surcharge for each 12-month period 
that the beneficiary was eligible to enroll, but 
did not.

When beneficiaries age 65 and older do not meet 
the eligibility requirements for Medicare Part A, 
they will need a Notice of Award or Notice of 
Disapproved Claim from the Social Security 
Administration to remain eligible for TRICARE.

In addition, beneficiaries under age 65 who 
have lost Medicare entitlement (for example, 
because they are declared no longer disabled) 
also need a formal Notice of Disapproved 
Claim from the Social Security Administration 
to remain eligible for TRICARE.

Note: Medicare does not terminate at the same 
time that Social Security disability payments 
terminate. Medicare may continue up to eight 
and a half years beyond the termination of  
Social Security disability payments. The 
beneficiary must continue to purchase  
Medicare Part B regardless of the termination  
of disability payments.

Eligibility for TRICARE and 
Veterans Affairs Benefits

In some cases, beneficiaries are eligible for benefits 
under both the TRICARE and Veterans Affairs 
(VA) programs. If a TRICARE beneficiary is also 
eligible for health care through VA, he or she has 
the option to use either TRICARE or VA benefits. 
Furthermore, TRICARE allows such beneficiaries 
to receive medically necessary care for the same 
episode of care, even if they have already been 
treated through VA. However, TRICARE will not 
duplicate payments made by or authorized to be 
made by VA for treatment of a service-connected 
disability.

Note: Eligibility for heath care through VA for  
a service-connected disability is not considered 
double coverage.




