
missouri dePartment oF soCial serviCes
mo healthnet division
ESTATE NOTICE

name 2. mo heal1. deCedent thnet PartiCiPant numBer (iF knoWn)

3. date oF Birth 4. date oF death 5. soCial seCurity numBer

6. surviving sPouse 

s ye no name: ______________________________________________________________
7. Children under age 21 in home 8. is there a Blind or disaBled dePendent in the home

yes  no yes  no
9. County oF estate Filing 10. date estate Filed 11. BalanCe oF assets

12. attorney name

13. street address, City, state, ziP Code

14. telePhone numBer 15. Fax numBer OR EMAIL ADDRESS

16. exeCutor, Personal rePresentative, or Conservator name

17. street address, City, state, ziP Code

18. signature 19. date

Fax: (573) 526-1162
mail: department of social services

mo healthnet division
attn: Cost recovery unit
Po Box 6500
Jefferson City, mo  65102-6500
telePhone: (573) 751-2005
email: mhd.CostreCovery@dss.mo.gov

FOR MO HEALTHNET DIVISION USE ONLY

decedent was a mo healthnet Participant. Case will be reviewed to determine if referral to be made to attorney general office for filing
claim.

decedent was not a mo healthnet Participant. Waiver issued on: _______________________________

mo healthnet division signature date

mo 886-4354 (1-16)

luecdrk
Underline
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