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Medical Support — The Basics

-

* All child support orders include an order for medical support

 Monetary cash medical support

* For support orders prior to 3/28/2019, is charged when ordered health coverage is not being
provided

* For support orders on/after 3/28/2019, is not connected to health insurance and is always charged
e Isincluded in income withholding order

* New income withholding order is issued when cash medical support starts or stops

* Private health insurance coverage
* Either parent may be ordered to provide medical coverage

Employers may receive either of two forms regarding insurance coverage



JFS 07625 Health Insurance Disclosure Form

Issued for parents who MAY be required to provide health insurance coverage for child

If employee is already carrying coverage, include information about the policy, costs, and
children covered

If employee is not currently carrying coverage, indicate so and provide cost information for
OCSS to make determination on whether coverage can be ordered

May be received along with request to verify employment/wages



<County Name:= County CSEA
<CSEA Address 1=

<CSEA Address 2=

<CSEA City, State, ZIP=

HEALTH INSURANCE DISCLOSURE INFORMATION
EMPLOYER USE ONLY

JFS 07625 Health Insurance Disclosure Form

Currently employed by you?

Case #: <3ETS #>
Do wou currently employ <Employes Name:=? [] Yes[] Mo

If "no", please list previous employer(s):

< Previous Employer = < Previons Employer =

< Previous Employer = < Previous Employer =

< Previous Employer = < Previous Employer =

< Previous Employer = = Previous Employer =

Last Enown Address
<Mailing Address 1=

Current Mailing Address or
<Mailing Address 1=

<Mailing Address 2= =Mailing Address 2=
«City, State, Z1P= =City, State, ZIP=
Mame of Insurance Provider:  =<Name of Insurance Provider
Address: =Mailing Address 1=
<Mailing Address 2=
=City, State, ZIP=
Type of Insurance Coverage: [ Vision [] Dental [] Major Medical [] Prescription Drug [[] Mental Health

[ Other <{ther - describes

<Insurance Effective Date>
=Insurance Policy Nomber=

Insurance Effective Date:
Insurance Policy Mumber:

Croup Number: r:Gn:mE Mumber=

[f insurance is not being provided by employee is it available? [] Yes[ ] No

Cost for Individual coverage? % =Cost for Individual Coverage=

Cost for Family coverage? % _=Cost for Family Coverage=

Cost for Individual Plus One coverage % _=Cost for Individual Plus One Coverage=

Are the following child(ren) currently covered on the employee’s policy?

Yes No Yes No
0 o O O
d 0O 0 O
0 O O O
N 1 [

Contact person with your Company:
Mame: <Contact Person Name=
Title: =< Title>

Phone:

<Phone Number:
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Previous employers (if known)

Current/last known employee mailing address

Name/address of insurance provider

Coverage info (if insurance already provided)

Coverage availability/cost info
(Are costs weekly/monthly/annual?)

Which children are/are not covered?

Your contact info
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NATIONAL MEDICAL SUPPORT NOTICE — PART A

NOTICE TO WITHOLD FOR HEALTH CARE COVERAGE
This Notice is issued under section 466(a) (19) of the Social Security Act, section 609(a)(5)(C) of the Employee
Retirement Income Security Act of 1974 (ERISA), and for State and local government and church plans, sections
401(e) and (f) of the Child Support Performance and Incentive Act of 1998. Receipt of this Notice from the Issuin
Agency constitutes receipt of @ Medical Child Support Order under applicable law. The information on the Custodial
Parent and Childjren) contained en this page is confidential and should not be shared or disclosed with the employea.
NOTE: For purposes of this form, the Custodial Parent may also be the employee when the State opts to enforce
against the Custodial Parent.

[<] National Medical Support ¢ ice (NMSN) (] ination ¢ ice (Optional)
Issuing Agency: _<CSEA_Name= ‘Court or Administrative Authority: _<CSEA_ Mames
Issuing Agency Address: _=CSEA Address: ‘Order Date: =Date of Support Ordar:
Order Identifier: _<Order_No=
Notice Date: _<Print_Date= D Tracking Identifier:
CSE Agency Case Identifier: _<Case No» Employer web site:
Telephone Number: _<CSEA Local Phone Mo See NMSN Instructions:
FAX Number: _<CSEA Fax NO.> Juliis] 1.hhs.goviprograms/cssiresource/national-
medical-support-notice-form
=Employer/Withholder's Federal EIN Mumber= RE: _=Employes's Name>
Employer/Withholder's Federal EIN Number Employee's Name (Last, First, MI)
<Employer/Withholder's Mame= <Employee's Social Securily Number=
Employer/Withholder's Name Employee’s Sccial Security Number
<Employer/Withholder's Address]= <Employee's Mailing Address1>
<Emplayer withholder's Address 2= <Employee’s Mailing Address 2=
<Employar Withholder's City, State ZIP= <Employee's City, Stata ZIP>
EmployeriWithholder's Address Employee's Mailing Address

ustodial Parent’s Name=
Custodial Parent's Name {Last, First, M1} Substiuted Official/Agency Name

=Custodial Parent's Mailing Address1=>
<Custodial Parent's Mailing Address2=
<Custodial Parent's City. State ZIP>

Custodial Parent’s Mailing Address. Substiluted OfficiallAgency Address
(Required It Custedial Farenfs mailing address s left
blank)

Child{ren]'s Mailing Address (i different from
Custodial Parents)

Name and Telephone of a Representative of the Childiren) Malling Address of a Representative of the
Child{ren)
childireny's Name(s] Gender DoB SSN Children)'s Namejs) Cender DOB  SSM
=Child's Name= 2 =dob> =SS0 <Childs Name: <M= =dobe =SSO
Hame: =dnb: =550 i =MIF>  =zdob> =zssn>

=i <MIF> <dob> <ssn=

The order requires the child(ren) to be enrolled in [ all health coverages available; or only the following coverage(s):
[ medical; [] Dental; [] vision: [] Prescription drug; [[] Mental Health; [] Other (spa(,i?)'j.

THE PAPERWORK REDUCTION ACT OF 1905 (P_L. 104-13) Public reporting burden for this coflection of information is estimated
to average 10 minutes per response, including the time reviewing instructions, gathering and maintaining the data needed, and
reviewing the collection of information. An &gency may not conduct or sponsor, and a person is nat required 10 respond 1o, a
collection of information unkess it displays a currently valid OMB control number. OMB control number: 0 2 Expiration
Diate:10/3172022.
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National Medical Support Notice (OMB 00970-0222)

art A—-5 pages
(for employer)

Part B - 7 pages
(for health plan
adminisirator)

NATIONAL MEDICAL SUPPORT NOTICE — PART B
MEDICAL SUPPORT NOTICE TO PLAN ADMINISTRATOR

This Notice is issued under section 466(a)(19) of the Social Security Act, section 609(a)(5)(C) of the Emplayea
Ratiremant Income Security Act of 1974 (ERISA), and for State and local government and church plans, sections 401(g)
and (f) of the Child Support Performance and Incentive Act of 1998 (CSPIA). Receipt of this Notice from the Issuing
Agency constitues recaipt of a Medical Child Support Order under applicable law. The rights of the parties and the
duties of the plan adminisirator under this Notice are in addition to the existing rights and duties established under such
law. The information on the Custodial Parent and Child(ran) contained on this page is confidential and should not ba
shared or disclosed with the employee. NOTE: For purpasas of this form, the Custodial Parent may also ba the
employes when the State opts to enforce against the Custodial Paront.

ISsuing Agency: <County CSEA Name: Court or Administrative Authorty: _<County Name:
Issuing Agency Address: <CSEA Address- Order Date: _<Date of Support Orders-

| order identifier, _=Court Qrder #
Notice Date: = Print Date> Document Tracking Identifier:
CSE Agency Case Idenfifier: _<case no.> Employer web sita:
Telephone Number: _<CSEA Local Phone No.» See NMSN nstructions:
FAX Mumber:  <CSEA Fax ND.> batpf act.hihs gouly A

medical-support-potice-form

=Employer/Withholder's Faderal EIN Mumber= RE: _<Employea's Names
EmployerfWithnolder's Federal EIN Number Employee's Mame [Last, First, Ml
=EmployerMithholder's Mame> <Employee's Social Security Number=
EmplayerWithhalders Mame Employee's Social Security Number
<EmployerMWithholder's Address= <Employee’s Mailing Address 1=
<EmployerWithholder's Address2> <Employee’s Mailing Address 2=
<Employeriithholder's City. State ZIP> <Employes'’s Mailing City. Stale Z1P>
Employer/Withnolders Address Employee’s Mailing Address
=Custodial Parent's Names
Custodial Parent's Mame (Last, First, M1} Substituted OfficialfAgency Name

<Custodial Parent's Mailing Address>
<Custodial Parent's Mailing Address>
<Custodial Parent's Mailing Address>
Custodial Parent's Mailing Address. Substituted OfficiallAgency Address
=Child{ren]'s Mailing Address 1 if different)> {Reguired if Custodial Parsnts mailng address is lef blark)

=Child{ren|'s Mailing Address 2 (if different)>

=Child{ren]'s Mailing City, State, ZIP (if different)>

Child[ren)’s Mailing Address (if different from Custodial =Mailing Address of Representative 1>
Parent's) =Mailing Address of Representative 2>
=Name & Phone # of Representatives =Mailing City, State 7IP of Representatives
Name and Telephone of 8 Representative of the Childiren) Mailing Address of 8 Representative of the
Childiran)
Childiren)'s Name Gender SSN Childiren)'s Mame{s] GCender DOB SSN
<child’s Mama- <IiF = <550 =child's Nama- <MIF>  cdob- =Ssms
<IIF = <55 =child's Mama- <MIF>  cdob>  <Ssns
<child's Mama: <MIF = <550 =child's Mamas <MF> zdob- =ssn>

The order requiras the child{ren) to be enrolled in ] all health coverages available; or only the following coverage(s):
[ Medical; [] Dental; [ vision; [ Prescription drug; [ Mental Health; [ Other (specify):

THE PAPERWORK REDUCTION ACT OF 1985 (P.L. 104-13) No parsans are required to respond to a collection of information
unless it displays a valid OMB control number. The time required 1 compiete this information collection is estmated to average 20
minules per respanse, inchuding the time (o review insiuctions, search existing data resources, gather the data needed, and
complete the review of the information collection. If you have comments (un[emin? the accuracy of the time estimate(s) or
suggestigns fr improving thfs form s wits 1 Joseph Piaceniri, Office of Pocy and Rescerch, Deparumen of Labar. Employce
Banafits Security Administration, 200 Constitution Avenua NW. Room-M5718, Washington, DC 20210 or email oprizdol.gov
and reference the OMB Control Number. OMB control number: 1210-0113 Expiration Date: 10/31/2022.

MMSA — Part B Pagelaf§




National Medical Support Notice (OMB 00970-0222)

Part A includes:
* Identifying information for employee and case (page 1)

EMPLOYER RESPONSE
/ Section 1 — No Enrollment Possible

d P a ge 2 The employer knows that the plan administrator cannot enroll dependents in employer—provided health care coverage
for the employee named on page 1, because: (select all that apply)

O I nfo rm ation On With h0|d i ng Iimitations [J1. The employee named in this Notice has never been employed by this employer,

[]2. e, the employer, do not offer our employees the option of purchasing dependent or family health care

O P ri O rity Of Wit h h O | d i ng coverage as a benefil of their employment,

[13. The employee is among a class of employees (for example, parttime or non-union) that are not eligible for
family health care coverage under any group health care plan maintained by the employer or to which the

O Te r m i n atio n i n fo rm at i O n ( if a p p I ica b | e) empluyerlconlrlbu*ues. If the employeelis only temperarily ineligible for health care coverage, do not

check this box, and advance to Section 2,

Py E m p | Oye r- reS po n Se ( p a ge 3 ) [J4. Health care coverage is not available because employee is no longer employed here:

Effeclive dale of separation:

Reason for separation:

* Instructions to employer (pages 4 and 5)

Last known address:

(If new employment information is known, add at #6).

15,  Stat Federal withholding limitati d/f ioritizati t the withholding f th | "

Possible employer responses (part A, Page 3) —< B e e g o D STBlre e
instructions.)
1 . E m p | Oye e Wa S n eve r- e m p | Oye d by yo u [0 6. Other {new job information for employee, child adequately covered by 3" party, other reason for no coverage):
Section 2 — Dependent Enrollment Not Yet Available
Employer does not provide health care coverage 17, T semsoent s st mating oot o ooy
. participant is subject to a waiting period that expires {more than 80 days from the date of
. . . receipt of this Notice), or has not completed a waiting period, which is determined by some measure other than
hi f time, A 2rtai f hi
Employee is not eligible for health care o . o o o o wening pari, e Plan

Administrator will process the enrollment,

Em ployee iS no |Onger em ployed by you [18  Employes is on an unpaid leave of absence, Expected date of return:

Section 3 — Dependent Coverage Available

De d u Cti O n exce ed S Wit h h O I d i n g | i m its \ (9. Employer ferwarded Part B- Medical Support Notice to Plan Adminisirator on this

— date:

Other COMPEBY:_ - - /= ﬁ
. Employee is subject to waiting period | o e e S

Employee on unpaid leave of absence. I g g
Date Part B was forwarded to Health Plan Administrator

FEIM: FEIN:

©0O~NDUAWN

SMMEN — Part A RE: <employee names, <case identifier> Page 3 af 5

Return within 20 business days



National Medical Support Notice

Part B includes:
* |dentifying information for employee and case (page 1)
* Health plan administrator response (page 2)
* Instructions to plan administrator (pages 3-5)
 Addendum to list coverage info (pages 6-7)

Action Steps
* Enroll child after any required waiting period (must be less than 90 days)
* Provide necessary coverage information to the custodial parent
* Return Administrator response within 40 days to child support agency that issued NMSN

Vi
Gy



National Medical Support Notice Workflow

NMSN Received

Calculate cost of adding

Yes dependent to the health care

and add this cost to any and all
child support withholdings.

Is employee
eligible for
family health
care?

Is employee still
employed with
the company?

Does employer
offer health
care insurance?

Complete EMPLOYER RESPONSE of Part A of
the NMSN, choosing response 1-5 as 5 No

appropriate and return to OCSS. No further )
action is required.

If the child is added to the
health insurance, are the
employee’s child support
related deductions still
below CCPA limit?

Forward Part B of the NMSN to your health plan

! = o~ I ) administrator for enrollment of the child and
aJ K IJ ) return EMPLOYER RESPONSE to the OCSS
= = indicating the date you forwarded to the
administrator.




Employees with Waiting Periods

If waiting period ends less than 90 days from date of Notice:
* Health Plan Administrator completes Part B, item 2 in response
 Administrator indicates date coverage will become effective

If waiting periods ends more than 90 days from date of Notice OR is based on other
criteria:

* Administrator indicates this on Part B, item 4 and returns it to employer

* Employer completes Part A, item 7 and returns it to child support agency that issued NMSN

HPA returns Employer Employer returns

HPA completes Part B to completes Part A to issuing

Part B, item 4

employer Part A, item 7 agency




Other good-to-know info

Ohio HB366 (effective in 2019) means that more custodial parents may be ordered to
provide health care coverage

If health coverage costs exceed CCPA limits, employee may voluntarily elect coverage

NMSN may be followed by immediate termination (JFS 04098)

* Federal and state regulations require systemic issuance of NMSN when health care coverage is ordered
* Qur system automatically issues NMSN when order is input

* |n cases where OCSS or court has determined that costs exceed reasonable cost threshold, JFS 04098 wiill
be issued immediately to terminate NMSN

Test for reasonable cost now uses total out-of-pocket costs vice marginal costs between self-
only and family coverage

Employer never determines cost reasonability

Employee has specific administrative hearing rights with OCSS

ej Hm



A few things to remember...

NMSN is a Qualified Medical Child Support Order

 Employers have the obligation to respond and act
* Employees may not override what is ordered in NMSN

Do not wait for open enroliment

* Enroll child immediately after any waiting period expires

Coverage ordered for children should be flagged to prevent open season disenrolilment by
employee

Provide custodial parent coverage details & necessary documents to use insurance

Do not share confidential info with employee

ej Hm‘



Contact Information

The OCSS Medical Team can be reached at 216-443-5221

Documents can be returned:
By email: CUYAHOGA MEDTEAM@jfs.ohio.gov
By fax: 216-443-5757

By mail: P.O. Box 93318
Cleveland, OH 44101

-



Questions???




Cuyahoga County

Office of Child Support Services
1640 Superior Ave.
Cleveland, OH 44114

Phone: (216) 443-5100
Email: CUYCSEA@JFS.OHIO.GOV
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