


PROOF OF REPRESENTATION

Also Sent Via Facsimile to 405-869-3309


MSPRC – NGHP/WC
P.O. Box 138832 
Oklahoma City, OK 73113

Re: Name: 		
SSN/HICN: 		
Date of Birth:		
Date of Injury: 		
WC Carrier: 		
Employer: 		

To Whom It May Concern:

Protocols bas been retained as settlement consultant by __________________________, the workers' compensation insurance carrier, with respect to the above referenced claim. 

This letter authorizes any agent or representative of Protocols to communicate with MSPRC concerning a conditional payment search or Medicare reimbursement request pursuant to the Medicare Secondary Payer Act (42 USC 1395y et. seq.) regarding this matter.


By: __________________________
       Authorized Representative



