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CCW Third Party Liability Form 

Purpose for Completing Form 
By federal law (42 CFR §433 Subpart D, §433.138, and 433.139), third parties who are responsible for payment of 
services must be identified. Medicaid is considered a payer of last resort. If another insurer or program, including the 
Medicaid State Plan, has the responsibility to pay for costs incurred by a Medicaid eligible individual, that entity is 
generally required to pay all or part of the cost prior to a Medicaid Waiver making any payment. The services listed 
below may be available through the Rehabilitation Act of 1973 (Department of Workforce Services or Division of 
Vocational Rehabilitation (DVR), Public Law 94-142 (Department of Education), Medicaid, Medicare, state and federal 
grants, private insurers, or other available programs. If the service is available to the participant, it must be accessed 
prior to requesting and using waiver funding. 

Participant Information and Services 
1. Complete the information on the possible third party payer and the participant’s full legal name.

Provider Completing Form Provider Contact Participant Full Legal Name 

2. Check the service box if the participant is ineligible or otherwise unable to access (i.e. benefit is exhausted, cap limit
exceeded, agency denial, budgetary issues, not deemed necessary, etc.) the services.

Service Medicaid State Plan (provided 
by an enrolled provider) Other Insurance or Resource 

Environmental 
Modification ☐ 

☐ 
Specify: 

☐ 
Specify: 

Assistive Technology ☐ 
☐ 

Specify: 

☐ 
Specify: 

1Provider Signature Date 

1 By signing this form, you are acknowledging that the Medicaid Waiver program is a payer of last resort and all other 
funding sources have been explored and utilized. 



   

  
                 
     

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

  
                 
     

Additional Information 
Please indicate additional reason(s) the participant is not eligible or able to access the above checked service(s) 
under any other paying program. 
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