
    

      COHI 
GENESEE COUNTY FRIEND OF THE COURT 

HEALTH INSURANCE AND/OR 
UNINSURED MEDICAL BILLS REIMBURSEMENT COMPLAINT FORM  

 
CASE NUMBER:_____________________   PARALEGAL:______________________ 
         CASEWORKER:____________________ 
YOUR NAME: ________________________________ TELEPHONE:  _____________________ 

ADDRESS:  ________________________________            WORK:  _____________________ 

                                    ________________________________   CELL:  _____________________ 

SOCIAL SECURITY NUMBER:  ______________________                     

COMPLAINT AGAINST:________________________________ Alias:__________________________________ 

Address: ______________________________________ City/State/Zip_____________________________ 

Physical attributes:  Height______ Weight______ Race______ Hair______ Eyes______ Gender  M/F 

Tattoos/Distinguishing Marks______________________________________________________________________    

Telephone:  Daytime___________________  Work_____________________    Cell__________________ 

HEALTH INSURANCE COMPLAINT – CHECK ALL THAT APPLY 

  I do not have a health ID card for the minor child(ren). (medical, dental, optical, prescription). 

  The child(ren) receive Medicaid however my employer received notice from FOC to add the child(ren) to my  
       health insurance plan and I can not afford it.  (My employer’s name and fax is:________________________.)  

  My health insurance premiums exceed 5% of my gross income.  (Proof of my income and health insurance costs  
       are attached as required.  My employer’s name and fax number is:  _______________________________. ) 

  My current spouse provides health insurance for my minor child(ren); however my employer received a Notice to  
       Withhold for healthcare coverage.  (If you check this box you must provide a copy of the health ID cards.  The 
       Employers name and fax number is _______________________________________________.) 

  Pursuant to the court order, I am not responsible for obtaining/maintaining health insurance for the minor  
      child (ren).  (The name and fax number for my employer is ________________________________________.) 

  The minor child(ren) already has/have health care coverage through _________________________________. 
       Please provide a copy of the health insurance card and provide the name and fax number of your  
       Employer ____________________________________________________________.     

  I am a 3rd party and have no legal obligation to provide health insurance for the minor child(ren).  (Please provide 
      the name and fax number for your employer ______________________________________________________.) 

  The opposing party has failed to provide medical insurance for the minor child(ren).  ***IF the other party does  
       not have insurance available through his/her employer or is not employed, the health insurance provision of the  
       court order may not be enforced.*** 

  OTHER:  Please state the violation of the court order regarding health insurance: 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________  
COMPLAINANT’S SIGNATURE  ________________________________ DATE  ____________________ 

      DO NOT WRITE BELOW THIS LINE – FOR OFFICE USE ONLY 

Complaint taken by_________ 

Above address of complainant same as MICSES______ 

 Change to above address also submitted by complainant_______ 

 

 



    

** AN INSURANCE COMPANY EXPLANATION OF BENEFITS IS NOT AN ACCEPTABLE BILLING STATEMENT ** 
 

1. Each medical bill should indicate the amount submitted to, or paid by, the insurance carrier and/or the amount billed to, or paid by, the parent.  
 

2. Pursuant to Michigan law, no bill will be accepted if the date of service is older than the preceding ONE (1) YEAR, or if the date of service was 
prior to the first order requiring health care reimbursement.  

 
3. The Friend of the Court has a process through which parties can submit uninsured health care expenses for reimbursement from the other party.  

There are forms available for this purpose.    This form should be used, by the custodial parent*, in conjunction with those forms in cases where a 
court order has been entered containing language similar to the following: 

 
“Extraordinary medical expenses above $289.00  per year per child,  the aggregate total, shall be paid 90% by the Plaintiff, 10% by the 
Defendant.”  The “aggregate total” is defined as the total of $289.00 multiplied by the number of minor children currently on the case.   For 
example, if you have three minor children, the aggregate total is $867.00.  That means if the above Defendant/custodial parent wishes to collect 
90% of uninsured health care expenses from the Plaintiff/non-custodial parent(s) he must first incur a total of $867.00 in uninsured health care 
expenses that are not eligible for the reimbursement process.  Once he/she reaches an amount of $868.00 or higher, all expenses over $867.00 are 
eligible for the 90% /10% split.  
 
Any custodial parent wishing to submit uninsured health care expenses to our office for the processing, mist prove he/she has incurred expenses up 
to and in addition to the aggregate total of his/her case.   The attached log will assist you in doing this.  Any expenses submitted to the Friend of the 
Court for processing with the appropriate forms, which does not have the required proof attached, will be returned unprocessed.   Please be aware 
that the total amount per year must be met each calendar year.  If a court order containing this provision goes in to effect on a day other than  
January 1,  the charges will be prorated at the time the order is processed by our office.   Please also be advised that normal, everyday expenses, 
such as band-aids, cough syrup and over-the-counter non-prescription medications are not eligible for processing through the Friend of the Court 
Office.  Payment of these expenses is covered by the base child support obligation. 
 
*Non-custodial parents can also use Friend of the Court forms to request reimbursement of the custodial parents share of uninsured health care 
expenses, but non-custodial parents are not required to provide proof of incurring the aggregate total before requesting same.  Non-custodial 
parents should simply utilize the forms related to the reimbursement process for that purpose.  

 
Attached are the bills to support the expense incurred.  
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