Treatment Provider Monthly Insurance Report Form
Detailed Accounting of SB 123 Offenders
Treatment Provider Name:





    Date:


Reporting Month:


















     (mm/yyyy)
Billing Address:







 










 Service Location:










(If different than billing location)










Name of Preparer:  






















Telephone Number:
List all SB 123 offenders for whom you provide services whether or not they have insurance.  Please indicate if insurance payment was received.  
	1) Offender Name

       (Last, First)
	2) KDOC #
	3) Court       Case(s)
	4) County  
	5) Does Offender have insurance/ Medicaid?

Please mark 
	6) If yes 

Name of Insurer
	7) Date Insurance Paid or Date of Denial
	8) Amount Paid 

or “Pending” or “Denied”
Whichever applies

	
	
	
	
	Yes
	No
	
	If pending or denied please enter either “pending” or “denied” in the “amount paid” column. 
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1) Name of offender
2) Offender KDOC number

3) Court case(s) number(s)

4) County of conviction/sentencing

5) Indicate “yes” or “no” depending whether offender has or does not have insurance

6) Name of Insurance Company/ or Medicaid

7) Date insurance payment was received; or date notified of denial

8) Amount paid by insurer or write pending or denied as applicable

Please complete this form each month listing the SB 123 Offenders and their insurance status, and send to the Kansas Sentencing Commission.

        If additional rows are needed just insert the additional rows or use a second sheet available at:   www.kansas.gov/ksc/sb123/SB123TrtmtProviderMonthlyInsRptForm.doc
Kansas Sentencing Commission Monthly Insurance Form-Version 3.0 effective 11/01/07

