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DEPARTMENT OF FINANCIAL SERVICES			
            Division of Risk Management


Firefighter Cancer Benefit Information Form

Please provide the following information to the Division of Risk Management. The Department of Management Services will determine whether the claimant is eligible for firefighter cancer benefits in accordance with section 112.1816(2), F.S.

Please contact us at (850) 413-3123 if you have any questions.

1. [bookmark: Text1]Last name:		__________________________________________________

2. [bookmark: Text2]First name:		__________________________________________________

3. [bookmark: Text4][bookmark: Text5][bookmark: Text6]Date of birth:		  ______  /  ______  /  ______
     				    MM           DD         YYYY

4. [bookmark: Text7][bookmark: Text8][bookmark: Text9]Social Security Number: _____-_____-_____

5. [bookmark: _Hlk84591889]Home address:    __________________________________________________

6. Home Phone Number: __________________________________________________

7. Cellular Phone Number: __________________________________________________

8. Agency employed with:   __________________________________________________

9. Bureau/ Division: __________________________________________________

10. Location Code:  __________________________________________________

11. Job Title: __________________________________________________

12. How long employed with the agency:  __________________________________________________

13. Work Address:  __________________________________________________

14. Work Phone number:  __________________________________________________

15. Date of cancer diagnosis: __________________________________________________

16. Type of cancer:  __________________________________________________

Completed by: 	___________________________________     Date: _________________________

Return to:	Florida Department of Financial Services
		Division of Risk Management
		P. O. Box 8020
		Tallahassee, Florida 32314-8020
		850-413-2727 (fax)









**Purpose and Use Statement required by Section 119.071(5), Florida Statutes
Pursuant to the Privacy Act of 1974, 5 U.S.C. Section 552a, the State is responsible for informing you whether disclosure of your social security number is mandatory or voluntary, by what statutory or other authority your social security number is solicited, and what uses will be made of your social security number.  Under section 119.071(5)(a)2., F.S., a state agency may collect your social security number if the collection is specifically authorized by law or if it is imperative for the performance of the agency’s duties and responsibilities as prescribed by law.  

Disclosure of your social security number on this form is: mandatory pursuant to the Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 and it is imperative for the Department to perform its duties and responsibilities as prescribed by law.  The social security number will be used to verify eligibility in the Federal Medicaid, Medicare and SCHIP programs in order to determine if any liens are levied against a potential recovery, and as a unique identifier in Division of Workers’ Compensation database systems for individuals who have claimed benefits under Chapter 440, Florida Statutes.  It will also be used to identify information and documents in those database systems regarding individuals who have claimed benefits under Chapter 440, Florida Statutes, for internal agency tracking purposes and for purposes of responding to both public records requests and subpoenas that require production of specified documents.  The social security number may also be used for any other purpose specifically required or authorized by state or federal law. Your social security number is confidential and exempt from the disclosure requirements of section 119.07(1), F.S., and section 24(a), Article I of the Florida Constitution and will not be used for any purpose other than the purpose(s) provided herein, or as otherwise authorized under section 119.071(5)(a), F.S.  

A copy of this Privacy Statement is provided to you as required by section 119.071(5)(a)3., F.S.



You have filed claim with the state of Florida for bodily injuries regarding a cancer diagnosis.  Also, you may have been identified as a recipient of Medicare benefits.  Since you are eligible for Medicare benefits, Section 111 of the Medicare, Medicaid, and SCHIP Extension Act of 2007 (Section 1862 (b) of the Social Security Act (42 U.S.C. 1395(y)(b)) requires that we report your claim to the Centers for Medicare and Medicaid Services (CMS).  The copy of federal law is available at
http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=110_cong_public_laws&docid=f:publ173.110.pdf 
The specific regulation that mandates that we collect the information on this form is available at https://www.cms.gov/Medicare/Coordination-of-Benefits-and-Recovery/Mandatory-Insurer-Reporting-For-Non-Group-Health-Plans/Overview.html. 
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