SUBJECT: Medical Readiness Act Policy

Enclosure 1: TRICARE Premium Reimbursement Program, Health Insurance
Coverage Attestation

l, , hereby attest that, as of the date below, | am not receiving
health and/or dental insurance coverage through my civilian employer as indicated below.

| do not receive insurance coverage through my civilian employer for:

| Health insurance only
Dental insurance only
| Either health or dental insurance

| understand that to be considered an eligible recipient for the TRICARE premium
reimbursement program, | must not be receiving health and/or dental insurance coverage
through my civilian employer.

| further understand and agree that | am obligated to promptly notify the Tennessee
Department of Military State Administrative Services Division if | begin receiving health
and/or dental insurance coverage from my civilian employer.

| understand that this attestation may be used to determine my eligibility for the TRICARE
premium reimbursement program, and | affirm that the information provided is true and
accurate to the best of my knowledge.

Printed name Date

Signature Date



SUBJECT: Medical Readiness Act Policy

RESET
Enclosure 2: Medical Readiness Act Enrollment (all lines must be filled)
Check all that apply

TRICARE Benefits Number [ ] Health [ ] Dental
LAST NAME FIRST NAME Ml SSN

ADDRESS

CITY COUNTY ST ZIP DEPENDENTS

CELL PHONE NUMBER WORK PHONE NUMBER

PEBD/LES Pay Date/Enlistment Date

BRANCH PAY GRADE RANK

UNIT UNIT CITY UNIT ZIP CODE

BANKING INFO: *PLEASE PROVIDE ACCOUNT INFO BELOW

INSTITUTION ROUTING # ACCOUNT #




SUBJECT: Medical Readiness Act Policy

Enclosure 3: TRICARE Reserve Select and/or TRICARE Dental Proof Instructions

:_-“2':"22( EASTREGION
Check Out Our Mobile App

ATTENTION. All TRICARE Wes! Bennliciarins

Plan Information Billing and Payments Care Management

EAST REGION QME (CRAT COMMUNMGATION: MY ACCOUNT ~ Find Care

Payment

Available Filters

-

| "

= = = Download

Applied Date Paid Through

From the "Payment History" screen, print to PDF.
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