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HEALTH SOLUTIONS .. NETWORKS 8 & 14
(TAR)

Instructions: Please complete a TAR for each transplant performed. It is strongly preferred that the information be entered
electronically on the form. If the form is illegible or incomplete, it will be returned to you. To ensure timely data entry and
proper benefit allocation, please submit these forms as soon as possible after a transplant is performed.

Please submit all your reports by the 3rd of the following month by uploading to the ESRD Partner Portal in Salesforce HERE.
You can link the here with this: https://partnerportal.alliantquality.org/

Facility Information

Select CCN-Facility Name:
(CMS Certification Number — 6 digit number)

Contact Phone Number: Person Completing this form:
(Please include area code)

Contact Email:

Patient Demographic Information

*Social Security Number: Medicare Beneficiary Identifier:
*If no SSN please enter “No SSN”
First Name: Middle Initial: Last Name:

Mailing address:

Mailing City, State, Zip Code:

Patient Phone Number with Area Code:

Date of Birth: Gender:

Patient Self Reporting of Race: Ethnicity:
Race/Ethnicity:

Country/Area of Origin or Ancestry
* If Ethnicity is Hispanic Required

Patient Principal Tribe:

Required if American Indian/Alaska Native is selected

Citizenship:

Medicare Status: Part A Effective Date: Part B Effective Date:
Transplant Information

Physician Name: Physician NPI:

(First Last) (or UPIN if NPl unavailable)

Date of Transplant (Mm/DD/YYYY) Type of Donor:

Current Status of Transplant:

*As a reminder, if a patient is not on dialysis prior to their transplant, an initial CMS-2728 is required to be completed. If a
patient receives a transplant within the first three months of their initial ESRD dialysis treatment, then a supplemental 2728 is
required. If a patient had a previous transplant more than 36 months ago and had no intervening outpatient chronic dialysis
treatments, a re-entitlement CMS-2728 is required.
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