
mIssouRI dEPaRtmEnt of socIal sERVIcEs tPl-4
mo hEalthnEt dIVIsIon
MO HEALTHNET INSURANCE RESOURCE REPORT

submit this form to notify the mo healthnet agency of insurance information that you have verified for a mo healthnet participant. Please
send the completed form to:
department of social services
mo healthnet division
attention: tPl unit
P.o. box 6500
Jefferson city, mo 65102-6500 
mhd.costRecovery@dss.mo.gov  

do NOT sEnd claIms wIth thIs foRm. youR claIm wIll not bE PRocEssEd foR PaymEnt If attachEd to thIs foRm.
PRoVIdER IdEntIfIER PRoVIdER taxonomy codE datE (mm/dd/yy) 

 
PRoVIdER namE

chEck thE aPPRoPRIatE box foR thE REquEstEd actIon

add nEw REsouRcE oR changE mo hEalthnEt REsouRcE fIlEs
PaRtIcIPant namE mo hEalthnEt Id numbER

 
InsuRancE comPany namE

PolIcyholdER (If othER than PaRtIcIPant) PolIcyholdER’s socIal sEcuRIty numbER

PolIcy numbER gRouP namE of numbER

InfoRmatIon

souRcE of InfoRmatIon: EmPloyER         

VERIfIEd 

VERIfIEd InsuRancE comPany
tElEPhonE numbER of contact datE contactEd (mm/dd/yy) 

          
namE of PERson comPlEtIng thIs foRm tElEPhonE numbER 

          

Please allow 2-3 weeks for the information to be updated. Eligibility can be verified through the Interactive Voice Response (IVR) system at
(573) 751-2896 or on the web at www.emomed.com.  

ATTACH A COPY OF AN EXPLANATION OF BENEFITS OR INSURANCE LETTER IF AVAILABLE
mo 886-2983 (6-12)
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