
INSTRUCTIONS FOR HEALTH CARE EXPENSE PAYMENT

STEP ONE

Meet the annual ordinary medical amount listed in your child support order.

. lf you are the PAyER of support, the annual ordinary medical amount is automatically met and you may

proceed to step two.
. lf you are the PAYEE, track your uninsured health-care expense using the Annual Ordinary Medical Expense

Tracking Sheet until those expenses meet the total annual ordinary medical amount listed for all children on

your child support order.

. This amount must be met each yeat starting on January 1.

. Once the annual ordinary medical amount has been met, you may proceed to Step Two

STEP TWO

Submit the request for payment form to the other party.

o Complete the Request for Health-Care expense Payment form and the Request for Health-Care Expense

Payment Tracking Sheet and send it to the other party within 28 days of either the date the insurance

provider has paid on the expense or the date the insurance provider denies the expense.

. Calculate the 28 days starting from the date ofthe first bill you receive from the medical providet as long

as all available insurance has been applied to the bill,
o Attach a copy of the explanation of benefits statement (if available) and a copy of the bill from the

medical provider to the Request for Health-Care Expense form before you send it to the other party.

. lf the other party does not pay their portion of the uninsured medical expense to you within 28 days of
the date you request payment, proceed to step Three.

STEP THREE

Request enforcement from Friend of the Court (FOC)

. Complete the Complaint and Notice for Health-Care Expense Payment form up to the section titled "Notice"

and submit it to your FOC office. (FOC will complete the rest of the form)
. Attach the following to your complaint:

. Annual Ordinary Medical Expense Tracking Sheet (with all attachments).

. Each Request for Health-Care Expense (with all attachments) you submitted to the other party.

. Do Not submit the complaint until you have at least 5100.00 worth of medical expenses for which to

request enforcement.
. Submit the Complaint to the FOC within one year after the expense was incurred (meaning the date of

service, which can be found on the bill from the medical provider) or within six months after the date of
the insure/s final denial of coverage for the expense.
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INSTRUCTIONS FOR COMPTETING
ANNUAL ORDINARY MEDICAT EXPENSE TRACKING SHEET

Enter the name of the plaintiff on your case.

Enter the name ofthe defendant on your case.

Enter the case number of your case.

Enter the Annual Ordinary Medical Expense (OME) amount.

' This amount can be found in the Uninsured Health-Care Expense box on your child support orcter.. You must use the total for all ofthe children active on the case.
o lf your order started part way through the year, was modified part way through the year, or if a child

emancipated at some point during the year for which you are calculating the oME, you should
contact the Friend ofthe Court office to ask what number you should use.

@ Additional Instructions

@ Instructions for the expense chart.
. Enter the name of the child receiving service.
. Enter the name of the medical provider (e.g., doctor,s name, dentist,s name, etc.)
. Enter the date of the service, which can be found on the bill from your medical provider.
e Enter the type of service (e.g., what type of service, reason for service, etc.)

' Enter the total cost of the service from the bilt from the medical provider, minus any adjustments or
discounts listed on the bill.

' Enter the amount paid by insurance, which can be found on the bill from the medical provider.
. Enter the balance due, which can be found on the bill from the medical provider.
. Enter the date that you paid the bill.
. Enter the amount you paid.

Continue to enter the information for each bill you have beginning January 1st of each year until the
total calculated in @ below, equals the OME found in @), above.

O Enter the total paid in this column.
I once the total equals your oME amoung you can move on to step Two on the Instructions for

Health Care Expense Payment.

For each entry on the Annual Ordinary Medical Expense Tracking Sheet, attach a copy of the bill and the
proof of payment (e.g., canceled check, medical provider receip! etc.) showing you paid the bill. All
bills and proofs of payment must show the name of the child who received the service.

Hold on to the Annual ordinary Medical Expense Tracking Sheet and all its attachments in case you
need to submat them to the FoC office in Step Three on the Instructions for Health Care Expense
Payment.
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INSTRUCTIONS FOR COMPLETING
REqUESTS FOR HEATTH.CARE EXPENSE PAYMENT TRACKING SHEET

Enter the name of the plaintiff on your case.

Enter the name of the defendant on your case.

Enter the case number of your case.

Complete the expense chaft.
o Enter the name of the child receiving service.
o Enter the name of the medical provider (e.g., doctor,s name, dentist,s name, etc.)' Enter the date of the service, which can be found on the b'r from your medicar provider.r Enter the type of service (e.g., what type of service, reason for service, etc.)' Enter the total cost of the service from the bill from the medical provider, minus any adjustments ordiscounts listed on the bill.

' Enter the amount paid by insurance which can be found on the bi, from the medicar provider.o Enter the barance due, which can be found on the bi from the medicar provider.
' 

,til"r'"tjiltJigor's%, 
which can be found in the uninsured Hearth-care Expenses box on your chird

' :lfJ"T;:ount 
owed bv obligor, which can be calcutated bv murtiprying the Barance Due by the

Enter the Totar owed by adding each amount owed by the obrigor from this column.

@ Additional lmportanilnstructions.

For each entry on the Request for. Hearth-care Expense payment Tracking sheet, attach a copy of the

;[fj"][J,T[:iical 
provider and correspondins explanation of benefits from your insurance company

Hold on to a copy ofthe Request for Hearth-care Expense payment rracking sheet and arr itsattachments in case you need to submit them to the Friend of the court office in step Three of theInstructions for Health_Care Expense payment.

REMINDER: You must submit the Request for Hearth-care Expense payment form and the Request forHealth-care Expense payment rracking sheet (with aI the necessary attachments) to the other partywithin 28 days of either the date the insurance prcvider has paid on the expense or the date theinsurance provider denies the expense.

@ calcurate the 2g days starting from the date of the bil from the medicar provider.
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INSTRUCTIONS FOR COMPTETING.

REqUEST FOR HEATTH-CARE EXPENSE PAYMENT FORM

Enter the number of your case.

Enter the name of the plaintiff on your case.

Enter the name of the defendant on your case.

Enter the name and address of the obligor

o on this form, the obligor is the other party on your case, or the individual who should pay to you
their portions of the health-care expense.

REMINDER: You must submit the Request for Health-care Expense payment form and the Request for
Health-Care Payment Tracking sheet (with all ofthe necessary attachments) to the other party within
28 days of either the date the insurance provider has paid on the expense or the date the insurance
provider denies the expense.

@ calculate the 28 days starting from the date of the bifi from the medisar provider.
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iffi:5y,H#H:i:".llli:"ffflffi::iiif**1ffi::ji*.intherriendorthecour.sherptoenrorcepaymentorhearth-care

Complel€ oxpenses incured on the other side of this form.

l. Xll'"iil1Jjiii$Ht;TffJ* *her party to pay a portion or hea*h-care expenses.
a. vou r,i"j "uorilil;;;i","tounts 

yourchild support order r€quire" t" 
" 

pr"r"qui"itu for enforcsment.

. the expenses orthe oateihe inr)rFaymentto 
tho other party within 28 days oteiitrer thEo-ati ii"ii"i,rln"u p.uioerhas paid on
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"-" 
a ,!""** 

"*.""!.v ro submit the craim toInsurance were completed within two months afrir the eip",i* ru" in**o), o, 
"i" 

monurl"nl-rilefaurt in a repaymentagreement as set forth above. you willneed to fi, ";f";;;;; ro request enforcement.6' In the event it is necessary for the ftitno 
-or 

r," *rijo-"ii#""p"'vr.nt oitt 
" "rp"n""., vou,u"t have supporting birs and
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al biils a_ndinsurance norificationslJfiJt#, ,

" ;;:A:#;tacopyofthlsfoimandallattachment r"iirt.rri.nu orthecourito use rn the event enforcement action

Trr.

REQUEST FOR HEALTH4ARE
EXPEI'ISE PAYIIENT

Foc13 (3/,i2) REQUEST FoR HEALTH.GARE EXPENsE PAYMENT
IMCL 552.511a
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COMPIAINT AND NOTICE FOR

FOR COMPTETING

HEATTH.CARE EXPENSE PAYMENT
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Enter the case number and name of the iudge on your case.

Enter the name of the plaintiff on your case.

Enter the name of the defendant on your case.

Ener the name and address of the obligor.
o on this form, the obligor is the other party on your case, or the individuar who shourd pay ro you

their portion of the health-care exoense.

O Complete the Complaint section of the form.
Mark the appropriate box under numbers 2 and 3, fifl in the branks in number 4 (if appricabre), and
date and sign the complaint.
The Foc office will comprete the NorcE and GERTIFTcATE oF MATLTNG sections.

@ Attach Required Documents.

' Attach a copy of the completed Annual ordinary Medical Expense Tracking sheet (with all
attachments)

' Attach a copy of each completed Request for Health=care Expense payment and the Request for
Health-care Expense Payment Tracking sheet (with all attachments) that was sent to the other party
for which you are fining the complaint.
O tf you have more than one Request for Health-cre Expense payment form and Tracing sheet, you
may attach them alr to one compraint and Notice for Hearth-care Expense payment.

submit the complaint and Notice for Hearth-care Expense payment (and the
documents required to the attached in step @) to the Friend of the court office.

REMINDER: Do not submit the compraint and Notice for Hearth-care Expense payment to the Foc
office until you have at reast $100 in medicar expense for which you are requesting enforcement.

REMINDER: You must submit the complaint and Notice for Health-care Expense payment to the Foc
office within one (1) Year ofthe date the expense was incurred or within six (6) months after the date
of the insurer's final denial of coverage for the expense.

@ calculate the datethe expense was incurred asone (1) year from the dote of servicelisted on
your explanation of benefits or bill from the medical orovider.

@ calculate the date of the insurer's final denial of coverate as six (6) months after you receive the
bill from the medical provider that reflects that the insurance was denied.



STATE OF MICHIGAN CASE NO. and JUDGEJUDICIAL CIRCUIT
COUNTY

TO:

I request the friend of the court to enforce h€allh-care expenses. Attached is lhe request for health-care expense payment(including all supporting documents) given to the oOtigor,'t Ceclareihat:
1 ' I requested payment within 2g days of the date noiified of rhe barance oue after insurance payments.2. This request is for

Ll expenses that are more than the annual ordinary medical amount that can be collected as specified in the support

^ 
E health-care expenses that have been incuned by the payer of support.

3, This complaint is
L-J within six months after the date of the insurer's finar deniar of coverage for the expense.E within one year of the date ihe expense was incured.
Lr within six months after the obrigor's defaurt of an agreement to repay (copy of agreement attached).4 As of this date, lhe expense information in the attachJd reiuesiior t'eatttr<are expense payment is rrue except asfoflows: since the date I maired the request for heattt -cute'*pense payment to the obrigor, the obrigor paid

ror
'* lra@.

datd-

l|fi]fl,1f:ll["Tli::::,".?:1*:1j:^:1t,:: n:"t1,_care expenses. unress you nre a writren objection w1h rhe friend
;:H:iTl:*_rl:?"::l*111"-ltl"j* j"*,th;;il;:;;ilffi #ffi #:ffi "T'ff::,Li:::133t1t.11J":y13.larle^araseJorenforce.ntanorusi # pliJ-- I i" n ii ov Lruper month, except that the full balance will be subject to immediatel;;;;*t.

I served a copy ofthis complaint on_the parties or their attomeys by first-class mail addressed to their last-known addressesas def ned by MCR 3 203 1 declare.underihe penalties ot pe4ury ttrat mis certificate ot mailini ;;; ;;"" examined by meand that its contents are true lo the best of my information,'XniwieOge, and belief.

Dar.=_-----.-

lf you timely file a wriften objection in the manner required, a hearing will be set to resolve the health-care comptaint.

CERTIFICATE OF MAILING

Friend of the court
Obligor
Requesting party

COMPLAINT AND NOTICE FOR
HEALTH.CARE EXPENSE PAYMENT

Fo.m FOC t3a, Rev. 3/21


