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Pursuant to North Dakota Administrative Code 75-02-02.1-09: The applicant and each individual for whom assistance is requested must, as a condition of eligibility, assign rights to payment or benefits from any third party or private insurer and cooperate in obtaining medical payments and benefits. This assignment of rights to payment or benefits is automatic under North Dakota Century Code sections 50-24.1-02 and 50-24.1-02.1. As a condition of eligibility, the applicant or recipient may be required to execute a written assignment whenever appropriate to facilitate establishment of liability of a third party or private insurer. The department and human service zone office shall take reasonable measures to obtain, from an applicant or recipient, health coverage information and other necessary information to determine the liability of third parties and private insurers.  Failure to cooperate without good cause is grounds for termination from North Dakota Medicaid. Intentionally falsifying information in the questionnaire will be grounds for review by the Department's Fraud and Abuse Administrator and may be referred to the North Dakota Medicaid Fraud Control Unit for allegations of healthcare fraud.  Please complete the following information:
1.  Are you or any other family member(s) covered by any group, employer or individual insurance, other than Medicaid? (other insurance may include but is not limited to: Health, Dental, Vision, Long Term Care, Medicare Supplement, Cancer, Prescriptions, Military, Workers Compensation, etc.)
If you answered `Yes; Covered by other insurance' above, please complete questions 2 through 10 then return this form to the address at the end of this questionnaire. If you answered `No' to the above question, please complete question 10 and return this form to the address at the end of this questionnaire.
2.  List all persons that are covered in this case who are covered by other insurance.
Last Name
First Name
Date of Birth
OTHER INSURANCE INFORMATION
3.  Name and address of your other insurance company  (The address is usually listed on the back of the insurance identification card)
4.  Name, address, telephone number and social security number of subscriber/policy holder of the other insurance
Absent Parent
7.  Coverage Dates for the Insurance Policy
8.  Mark the Types of Coverage for this Insurance Policy
Medicare Part C or Medicare Supplement
9.  If another insurance company, other than the company listed above, covers your prescription drug, dental or vision benefits, list the below information: 
Type of Coverage
Names of persons covered under this policy
Last Name
First Name
Date of Birth
10.  Provide contact information for the person completing this form:
Preferred Method of Contact
Your cooperation helps guarantee the best utilization of public funds. Questions can be directed to the Third Party Liability Compliance Technician, with the Third Party Liability Unit, at 701-328-2347 or via email at medicaidtpl@nd.gov.
OR
Mail to:
North Dakota Department of Human Services
Medical Services Division/TPL Unit
600 East Boulevard Ave, Dept. 325
Bismarck, ND 58505-0250
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