
MISSOURI DEPARTMENT OF SOCIAL SERVICES D i v i s i o n  of Medical S e r v i c e s  
D I V I S I O N  OF MEDICAL SERVICES Premium Payments - - 
PO BOX 6 5 0 0  P.O. Box 805109 
JEFFERSON C I T Y  MO 6 5 1 0 2 - 6 5 0 0  Kansas C i t y ,  MO 64180-5109 

C{{E{ 
MATT BLUNT 

GOVERNOR 
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Dear: AAAAAAAAAAAAAAAAAAAAAAAAAAAAAA 

Thank you f o r  your payment f o r  MC+ hea l th  ca re  f o r  t h e  ch i ld ( r en )  l i s t e d  below. Benefi ts  
s t a r t  on 04- 17-2006. 
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Each ch i ld  w i l l  r ece ive  a red MC+ hea l th  insurance card i n  t h e  mail .  I f  you need information 
about approved providers  i n  your a rea ,  you may c a l l  t h e  Recipient Services  Unit t o l l  
f r e e  a t  1-800-392-2161 o r  ask t h e  providers  i f  they accept MC+. Please show your red  MC+ 
hea l th  insurance card a t  t h e  t ime you rece ive  hea l th  care. 

An invoice w i l l  be mailed t o  you each month. To continue MC+ coverage, you must pay t h e  
monthly premium by t h e  due d a t e  shown on t h e  invoice.  For your convenience you may want t o  
have t h e  monthly premium automatical ly  withdrawn from your bank account each month. I f  so ,  
please complete and s ign  t h e  automatic withdrawal form enclosed and r e tu rn  it along with a blank 
check marked VOID, o r  savings withdrawal slip. When automatic withdrawal is e f f e c t i v e ,  you w i l l  
no longer rece ive  a monthly premium invoice.  Please continue t o  pay t h e  monthly premium invoice 
you rece ive  while your automatic withdrawal is  processed. 

I f  your family s i z e ,  income o r  address changes, c a l l  t h e  MC+ Service Center a t  1-888-275-5908 
t o  repor t  t h i s  change. You must repor t  any changes within 10 days.  

I f  you have quest ions regarding payment, c a l l  t h e  Division of Medical Services  Premium 
Collect ions Unit t o l l - f r e e  a t  1-877-888-2811. 

Thank you, 

Division of Medical Services  

x *  AN EQUAL OPPORTUNITY/AFFIRMATIVE ACTION EMPLOYER * *  
SERVICES PROVIDED ON A NONDISCRIMINATORY BASIS 


