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MEDICAID/MEDIKAN CLIENT 
NOTICE OF PAYMENT RESPONSIBILITY 

 
 

 

CLIENT INFORMATION 

Last Name: First Name: Client ID: 
    

 

MEDICAID AND MEDIKAN CLIENT - PLEASE BE ADVISED THAT YOU WILL BE  
RESPONSIBLE FOR PAYMENTS OF SERVICES UNDER THE FOLLOWING CONDITIONS: 

 

1. Client not eligible when services were provided. 
 

2. Client did not inform the provider of eligibility timely. 
 

3. Non-covered services. 
  

4. Client is a Qmb and service is covered by Medicare. 
  

5. When other insurance does not reimburse the provider because there was lack of authorization or information. 
 
 
 
 
 
 
 
 
 

 X  

Date  Signature of Client/Responsible Party/Guardian 
 
 
 
 
 
 

 X  

Date  Witness 
 
 
 
 
 
 
 

 


