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MATT BLUNT Recurring Invoice 
GOVERNOR 
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You must pay a monthly premium of $120.00 f o r  your ch i ld ren ' s  MC+ hea l th  c a r e  coverage. 
Payment is due by 04-17-2006 f o r  next month's coverage. I f  w e  d o n ' t  g e t  payment by t h e  
due da t e ,  a l a t e  payment must be received by 05-07-2006or coverage w i l l  STOP. MC+ w i l l  
no t  pay f o r  any medical b i l l s  once coverage s tops .  I f  your income is above 225% of f ede ra l  
poverty, your ch i ldren  w i l l  no t  be  e l i g i b l e  f o r  coverage f o r  6 months i f  payment is no t  received 
by 05-07-2006. The ch i ldren  i n  a category t h a t  requi res  a monthly premium payment a r e :  
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HOW TO PAY THE PREMIUM 
1. Write a check o r  monev order  ou t  t o  Division of Medical Services  f o r  $120.00. 
2 .  Write your pol icy number on t h e  check o r  money order .  
3 .  Tear o f f  t h e  invoice below. Mail t h e  invoice with your check o r  money order  t o  

Premium Payments a t  t h e  address l i s t e d  on t h e  invoice.  Allow 5-7 days f o r  t h e  
post  o f f i c e  t o  d e l i v e r  your payment. 

Future premium amounts may change i f  your monthly income o r  family s i z e  changes. Report 
changes i n  income, family s i z e ,  o r  address t o  your caseworker a t  t h e  l oca l  Family Support 
Division Off ice .  Report any changes within 10 days.  B e  s u r e  t h a t  your caseworker has your 
co r r ec t  income, family s i z e ,  and address .  
Automatic U.Tthdrawal: You can have the rernium amount taken out of your bank account each month. 
This is called automatic withdrawal and will l' elu make sure vour uavrnent is received on time. You can aef 

A "  - 
the automatic withdrawal form on-line at www.~ss.mo.gov/dhs. 
For payment and automatic withdrawal ques t ions ,  c a l l  t h e  Premium Collect ions Unit t o l l  f r e e :  

PLEASE TEAR ON DOTTED LINE AND SEND WITH PAYMENT 

Policy Number: 99999999 Invoice Number: 0000999999 
Payment for: SEPTEMBER 2006 
Amount : $120 .OO 
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Mail with Payment to: 

Premium Payments 
P.O. Box 805109 
Kansas City, MO 64180-5109 

This invoice can only be used for SEPTEMBER coverage. If you want to make a payment but 
don't have the correct invoice, call the Premium Collections Unit at 1-877-888-2811. 


