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MO HEALTHNET RIGHTS AND RESPONSIBILITIES 

 

 

PLEASE READ CAREFULLY AND SIGN BELOW  

 

 

 • I/we agree to provide Social Security Numbers of all persons applying for MO HealthNet as required by law. The Social 

Security Number is used to determine eligibility and verify information.  

 

• I/we agree to be evaluated for the Health Insurance Premium Payment Program (HIPP) if I or members of the 

household are employed or lost employment in the last 30 days and the employer or former employer offers group 

health insurance.  

 

• I/we agree that statements and information provided may be verified.  

 

• I/we will report any changes in circumstances within TEN DAYS of when they happen.  

 

• I/we know it is against the law to obtain or attempt to obtain benefits to which I am/we are not entitled. Any false 

claim, statement, or concealment of any material fact whatever, in whole or in part, may subject me/us to criminal 

and/or civil prosecution.  

 

• I/we agree that by being determined eligible for MO HealthNet for a child who is deprived of parental support, I/we 

have assigned all rights to medical support to the State of Missouri, and that I/we must cooperate in establishing 

paternity and obtaining medical support, unless I/we have good cause. Failure to cooperate does not affect a child’s 

eligibility.  

 

• I/we understand healthcare benefits based on a person being age 65 and over, blind or disabled is not determined by 

completing this application. For healthcare benefits explored on the basis of being age 65 or over, blind or disabled, I/we 

must complete a different application for these benefits.  

 

• I/we understand acceptance of MO HealthNet constitutes an assignment of rights to the Department of Social 

Services, MO HealthNet Division for payment for medical care from a third party. 

 

• I/we agree that medical information about me and/or my family can be released if needed for treatment, payment of 

medical expenses, health care operations, and/or to administer this program.  

 

• If I am/we are found to be eligible for MO HealthNet I/we know the state of Missouri will pay for covered services on 

my/our behalf and agree the state may file a claim against my/our estate to recover any assistance received.  

 

 

 

Signature               Date (mm/dd/yyyy) 

           


