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	MISSOURI DEPARTMENT OF SOCIAL SERVICES

FAMILY SUPPORT DIVISION

MO HealthNet Spend Down Provider Form

	Provider Instructions:  Please assist your patient by completing the following information.  By completing this form, you are verifying medical expenses have been incurred and are owed by your patient.  The “Total Daily Expense Patient is Responsible to Pay” column should reflect the patient’s incurred expenses for which they are personally responsible to pay. 

	ATTENTION: All fields on this document are required to be completed, unless an attachment(s) verifying the required information for the incomplete field is provided. 

	Patient Name (Print):
	     
	  MO HealthNet Number:
	     
	


	Provider Name: 
	      
	



	Check One:
	
	Doctor
	
	Pharmacy
	
	Hospital:
	

	In-patient

Out-patient
	
	Other
	     
	


	
	
	
	
	
	
	


	Date of Service
	Service Description
	Procedure Code
	Name of Liable Third Party(s)
	Total Amount of Charge
	Amount of Expense Billable to Third Party
	Write off or Other Discount ( i.e. Indigent Waiver)
	Total Daily Expense Patient is Responsible to Pay
	Total Amount Billable to State Only Funds (i.e. DMH, DHSS contracts)

	EXAMPLE:
08/01/2012
	CPR Medication Services
	90862
	DMH
	$80.00
	$80.00
	$0.00
	$0.00
	$80.00

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     
	     

	BY COMPLETING AND SIGNING THIS DOCUMENT, YOU ARE ATTESTING TO THE ACCURACY OF THE INFORMATION PROVIDED AND THAT THE PATIENT WILL BE BILLED FOR THE AMOUNT DUE. PLEASE INITIAL HERE IF THIS FORM IS COMPLETED BASED ON A GOOD FAITH ESTIMATE OF THE EXPENSES OWED/BILLABLE 

	TO PATIENT:
	
	

	THE FOLLOWING INFORMATION IS REQUIRED TO BE COMPLETED BY THE PROVIDER:
	

	
	Name of Provider or Authorized Employee Completing Form (Please print):
	     
	

	
	     
	


	
	Title:
	     
	Date:
	     
	


	
	Address:
	     
	Phone:
	     
	


	Signature of person completing form:
	
	
	

	This form is not considered acceptable verification of allowable spend down expenses without completion of the required fields and attestation. This form does not replace the responsibility of the provider to bill the patient or submit a claim to MO HealthNet Division. 

	MO 886-4501 (9-12 rev)
	


INSTRUCTIONS FOR THE SPEND DOWN PROVIDER FORM
Purpose: The “Spend Down Provider Form” is used by providers to verify medical expenses incurred by patients when an actual bill is not available.

Patient Name: This field is completed with the name of the patient who has incurred billable medical expenses. 

MO HealthNet Number:  This field is completed with the patient's MO HealthNet number or DCN.  (This number is the same number on the patient's MO HealthNet card).

Provider Name: The provider is to list the name as is appears on their contract with MHD.  Providers not contracted with MHD are to list their name as it appears on Income Tax documents. 

Check One:  The provider is to mark which type of service was provided to the patient.

Date of Service:  Enter the date of service for the incurred medical expense.  (If more than one service is performed on a specific date, the services can be combined if an itemized statement is attached to this form.)  

Service Description:  This field is completed with a description of the medically necessary service provided to the patient as defined under RSMo Section 208.152.  

Procedure Code:  This field is completed with the procedure code used for submission of claims to MO HealthNet Division, located at http://manuals.momed.com/manuals.  
Name of Liable Third Party (s) (TPL):  This field is completed with the name of any third party payers/insurance known to the provider.  If there are multiple third party payers, each TPL must be listed separately.  Enter "N/A" if there is no known TPL.
Total Amount of Charge:  This field is completed with the TOTAL amount of charges incurred by the participant.
Amount of Expense Billable to Third Party:  This field is completed with the amount of expenses owed by or billed to liable third party.  MO HealthNet is a payer of last resort. Enter $0 if no TPL.
Write off or Other Discount:  This field is completed with the amount of incurred expenses written off or any discounts given that will not be billed to the patient. Enter $0 if no discounts.
Total Daily Expense Patient is Responsible to Pay:  This field is completed with the amount of expenses that will be billed to the patient and are the patient’s responsibility to pay.  Incurred expenses that will not be the patient’s responsibility to pay (i.e. expenses paid by TPL, discounts, write offs, etc. cannot be used to meet spend down and are not included in this field). Enter $0 if the patient will not be billed.
Total Amount Billable to State Only Funds:  This field is completed with the amount of expenses that will be paid by state only funding.  If state funds are intermingled with federal funds they are not entered in this field. 
Please initial here…:  This field is completed when the amount in "Total Daily Expense Patient is Responsible to Pay" is a good faith estimate based on third party liability and discount information available at the time the form is completed.
Name of Provider / Authorized Employee Completing Form:  This field is completed with the typed full name of the provider of the services or authorized employee.  The individual completing the Provider Form is attesting to the accuracy of the information and must be able to verify the amount billed to the patient, upon request.
Title:  This field is completed with the title of the provider or authorized employee completing the form.
Date:  This field is completed with the date the form is completed and signed.
Address:  This field is completed with the address of the provider or authorized employee completing the form.
Phone:  This field is completed with the phone number of the provider or authorized employee completing the form.  
Signature:  This field is completed with the signature or signature stamp of the provider or authorized employee completing the form. 
