
MEDICAID SUBROGATION REQUEST FORM 
 

REFERRING ATTORNEY/INSURANCE CO.:____________________________________________________ 

ADDRESS:  ____________________________________________________________________________ 

TELEPHONE NO:  ______________________________ FAX NO: _________________________________ 

************************************************************************************* 

1.  CLIENT NAME: ______________________________________________________________________ 

2.  DATE OF BIRTH: ___________________________ DATE OF ACCIDENT: _________________________ 

3.  SS#:______________________________________ MID#: ___________________________________ 

4.  POLICE REPORT ATTACHED   YES_______________________ NO______________________________ 

5.  PETITION ATTACHED:               YES_______________________ NO_____________________________ 

6.  INJURIES 1.________________________________ 3.______________________________________ 

                      2.________________________________ 4._______________________________________ 

7.  TREATING HEALTH CARE PROVIDERS 

                         1._______________________________ 3_______________________________________ 

                         2._______________________________ 4_______________________________________ 

8.  INSURANCE COMPANY: _______________________________________________________________ 

             CLAIM/POLICY NO.: _______________________________________________________________ 

             ADJUSTER/PHONE#:_______________________________________________________________ 

             ATTORNEY/PHONE#:______________________________________________________________ 

9.  MEDIATION DATE: ___________________________ARBITRATION DATE: _______________________ 

     SETTLEMENT DATE: __________________________TRIAL DATE: ______________________________ 

10.  NOTES/COMMENTS: ________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
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