


	health insurance premium cost sharing 
assistance (hipca) needs requests

	Michigan Department of Health and Human Services

	

	Date
	Client CAREWare URN#
	ADAP # (if applicable)

	[bookmark: Text1]     
	     
	     

	Client is

	|_| RW B
	|_| RW D
	|_| RW C
	|_| RW A
	|_| CC
	|_| Other

	Amount Requested
	Payment/Bill due Date
	[bookmark: Check1]|_| Urgent Request

	     
	     
	

	Date of MIDAP application (if applicable)
	Date of Medicaid application (if applicable)

	     
	     

	Name of Payee

	     

	Address of Payee

	     

	Patient Account Number on Invoice

	     

	Description of Need

	     

	Agency Denials as Applicable

	1.
	     
	Verified
	|_| Yes	|_| No

	
	
	
	

	2.
	     
	Verified
	|_| Yes	|_| No

	
	
	
	

	3.
	     
	Verified
	|_| Yes	|_| No

	
	
	
	

	

	Documentation Attached
	|_| Yes	|_| No

	Case Management Agency Name
	Phone Number

	     
	     

	Case Manager Name
	Signature
	Date

	     
	
	     

	Agency Supervisor/Director Signature
	Date

	
	     

	Date Faxed to MDHHS

	     

	

	If Approved by Supervisor/Director
Fax to MDHHS Attention Operations
Fax Line: 517-241-5987

Please send requests and all supporting documents. If documents are not attached, it will delay the payment process. 




	MDHHS USE ONLY

	MDHHS

	|_| Approved	|_| Denied	See CAREWare for payment updates

	Reason for Denial if applicable

	     

	MDHHS Signature
	Date

	
	     

	

	The Michigan Department of Health and Human Services (MDHHS) does not discriminate against any individual or group because of race, religion, age, national origin, color, height, weight, marital status, genetic information, sex, sexual orientation, gender identity or expression, political beliefs or disability. 
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