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Children’s Health Insurance Program




My out-of-pocket maximum is $ __________________
Parent/Guardian Name: _________________________________________________________________

We have provided this form to help you keep track of your children’s medical, dental, and pharmacy services.  After your out-of-pocket maximum is met, return this form to Kid Care CHIP (see below).  Complete one line for each co-payment you pay.  You must send in all receipts, you can make a copy for your records.
You can submit claim forms up to one year after the end of the plan year in which the expenses occur.  The plan year is January 1 - December 31.
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visit or claim
	Did you pay

this bill? Y/N
	Health Care Provider’s 
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	Subtotal on this page:
	










Grand Total (for all pages)  $ ________
Return this form and your receipts to:
KID CARE CHIP

6101 Yellowstone Road, Suite 259B
Cheyenne, WY  82002

If you need another Claim Form, you can print one from our website http://health.wyo.gov/chip or e-mail Kid Care CHIP at kidcarechip@wyo.gov.
If you have any questions, call Kid Care CHIP at 307-777-7574 Monday through Friday from 8:00 am to 5:00 pm.
Out of Pocket Maximum Claim Form
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